
Literature review exploring the evidence 
base for Cognitive Stimulation Therapy 
for people affected by dementia 
Background 

Since 2006 the National Institute for Health and Care Excellence (NICE) and Social 

Care Institute for Excellence (SCIE) guidance (NICE, 2006) has been recommending 

that people with mild to moderate dementia should be offered the opportunity to 

take part in group Cognitive Stimulation Therapy (CST). This recommendation 

remained when the guidance was updated in 2018 as one of the ‘interventions to 

promote cognition, independence and wellbeing’ (NICE, 2018). 

Aims 
The main aim of this literature review was to explore the existing evidence base 

surrounding the use of CST for people with dementia in order to establish whether it 

is effective or not. Given the focus of Dementia Carers Count, a further aim was to 

explore the potential benefits for family carers when the person they are caring for is 

in receipt of CST. This literature review does not assess the quality of individual CST 

studies or research, but considers the overall picture of the use of CST in the 

dementia world. 

Method 
While a systematic review was beyond the scope and timeframe available, this 

literature review has followed a structure in order to build a comprehensive picture 

of the CST evidence base. The initial search phase of the review consisted of three 

main components: 

• Searches of journal databases using consistent search terms and parameters 
(searches 1-4 in Table 1)  

• A broad Google search to identify additional grey literature (search 5 in Table 
1) 

• Citation tracking to identify additional documents of interest based on the 
reference lists in articles and reports (search 6 in Table 1) 

The overall search process is summarised in Table 1, showing the search terms and 

search parameters used, and the number of items included within the literature 

review. Only databases freely available to the University of Worcester were used to 

identify potential items. A decision was made to focus on items from 2010 onwards 

in order to get the most up-to-date information. Additionally, only items where the 



full article was available were included, i.e. not items where there was only access to 

the abstract. 

Due to the number of items initially returned by the responses, a simple refinement 

process was used to identify the most relevant items: 

• An initial scan of the item’s title to assess for relevance 

• Removing duplicate items that were returned from more than one search 

• Reading each remaining item to confirm relevance or exclude it from the 
review  

A number of reasons emerged for excluding items, including: 

• Focusing on the cost-effectiveness of CST rather than its impact 

• Describing the protocol for a future study rather than reporting the findings 
of the study 

• Implementing CST in combination with another intervention such as exercise, 
tai chi or multisensory sessions, as it was unclear whether the impacts 
reported were due to CST, the other intervention, or the combination of both 

• Reviewing multiple interventions and grouping CST with similar or related 
interventions such as reality orientation, making it difficult to separate out 
the results specific to CST. 

Additionally, the focus of this literature review was the version of CST developed by 

Spector et al. (2003), as this is the version recommended by the NICE SCIE guidelines. 

However, an acknowledgement is made of different versions of CST. 

The refinement and exclusion process was undertaken by one researcher which 

allowed for a consistent approach. Once all relevant items had been identified, 

information regarding the evidence for and impact of CST were synthesised by the 

same researcher around two key areas, the impact for people with dementia and the 

impact for their carers. 



Table 1: Summary of CST and dementia literature search 

Search Journal database(s) or 
alternative source Search terms and parameters Items returned Items included 

based on title 

Items retained after 
exclusions and 

removal of 
duplicates 

1 
CINAHL Complete & APA 
PsycInfo & APA 
PsycArticles 

Cognitive stimulation therapy & 
dementia  

2010 onwards 

Full text only 

English language 

99 25 15 

2 MEDLINE 

Cognitive stimulation therapy & 
dementia  

2010 onwards 

Full text only 

English language 

75 18 0 

3 Proquest Central 

Cognitive stimulation therapy & 
dementia  

2010 onwards 

Full text only 

English language 

Journals 

12,363 (first 100 
checked as they were 

the most relevant) 
36 16 

4 Emerald Management 
120 

Cognitive stimulation therapy & 
dementia  22 1 0 



2010 onwards 

Access only 

Journals 

5 
Google 

Cognitive stimulation therapy & 
dementia  

Over 5million (first 50 
checked as they were 

the most relevant) 
42 19 

6 Citation tracking - direct search for items mentioned in another article/report 2 

Total number of items included in the literature review 52 
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Limitations of the review process 
The main version of CST was developed before 2010, so it is recognised that the 
searches undertaken for this review may have missed earlier articles reporting on 
the effectiveness of CST. However, it is likely that later articles have reported on 
their findings, especially systematic reviews which bring together evidence from 
previous CST studies. 

By only including full text items it is also possible that other articles of interest may 
have been missed due to a lack of access. Again though, it is expected that they will 
be referenced in items included in this review, with significant findings also being 
reported. 

Findings 
Since its development at the turn of the 21st century, the evidence base for CST has 
been growing. Randomised Control Trials (RCT) are often regarded as the ‘gold 
standard’ for evaluating the effectiveness of an intervention, so it is encouraging that 
an RCT with a large sample size was used when developing CST. Multiple studies 
have since been conducted into the use of CST with people living with dementia, 
including further RCTs, as well as other forms of quantitative study and also studies 
with a more qualitative focus, exploring the potential impact of CST. Previous 
reviews have tended to focus on the findings from quantitative studies such as RCTs, 
but some have also used qualitative information to get a deeper understanding of 
CST (Toh et al., 2016). 

Studies exploring the use of CST have covered people with dementia in various 
settings, including care homes and community settings (University College London, 
2014), both in the UK and also across the world (Werheid et al., 2020; Yamanaka et 
al., 2013), with it now being used in at least 34 countries (University College London, 
ND). This means that there is actually a large pool of evidence supporting the use of 
CST, indicating that it has been rigorously researched and is supported by high-
quality evidence. Even before many of the more recent studies were conducted, the 
NICE SCIE guidance itself acknowledged that CST is based on ‘moderate quality 
evidence from randomised controlled trials’ (Pink et al., 2018). 

However, many studies have recognised their own limitations, which tend to relate 
to small sample sizes. Systematic reviews which focus more on the technical aspects 
of previous studies have highlighted that some studies have also been of low or 
variable quality, or provided limited information about their methods (Woods et al., 
2012a; Thomason, 2012), making it difficult to have full confidence in their findings. 
Comparison between studies has also been difficult due to different measures and 
tools being used in some studies, with some measures being replaced in more recent 
years or being recognised as not being sensitive enough to fully capture outcomes. 



 

©	Association	for	Dementia	Studies	2021	 Page	6	
 

Despite this, they all suggest that CST results in some form of improvement (Hall et 
al., 2013). Additionally, it is recognised that CST has a better evidence base than 
many other interventions or approaches (Lobbia et al., 2019). It should also be noted 
that a more recent RCT has aimed to address some of the potential gaps in evidence 
that have been previously identified, helping to strengthen the evidence base 
(Giebel, 2016). 

CST has also evolved in response to the emerging evidence. Three different versions 
of CST have been developed to address different needs that have been identified 
through the various studies conducted over the years. The ‘core’ CST is a 7-week 
intervention comprising 14 group sessions, and does not tend to include carers in the 
sessions. In some respects, this makes it more difficult to evaluate as it is a relatively 
short intervention, and there is less opportunity to explore the longer-term effects of 
CST. A drug trial for example might last 30 weeks (Yuill & Hollis, 2011). ‘Maintenance’ 
CST (MCST) was developed as a series of weekly sessions for a further 24 weeks, 
while Individual CST (iCST) comprises 75 sessions over 25 weeks, with the intention 
that these are facilitated by a family carer (Yates et al., 2016). As with the original 
care CST, both versions have been the subject of many studies, including RCTs, and 
evidence specific to these will be covered in the findings below. 

Evidence base aside, one of the reasons that has helped CST – and MCST and iCST – 
to become so widely adopted is the structured and ‘manualised’ approach to its 
implementation. The clear information produced about the CST intervention, 
combined with a manual and DVD training, has made it easier for people working in 
different countries to translate the materials and adopt the approach whilst 
remaining consistent with the original intentions (Yamanaka et al., 2013). The 
implementation of iCST has also been shown to be feasible for carers, without 
adding undue pressure or strain on the carers (Woods et al., 2012b; Yates et al., 
2016). CST has also been shown to be cost effective and good value for money in 
terms of the costs involved compared to the impact on the person with dementia 
(MODEM, 2016; Knapp et al, 2006).  

The impact of CST for people with dementia 
As indicated above, there have already been reviews into previous CST studies to 
look at the reliability and strength of the evidence (Lobbia et al., 2019), and the two 
main benefits that are consistently reported are improved cognitive functioning (or 
at least a decayed decline) and quality of life for people with dementia (Yuill & Hollis, 
2011). Previous reviews prior to 2010 have found that there is ‘a moderate level of 
evidence for the effectiveness of active cognitive stimulation in clients with mild to 
moderate dementia’ (Frieri, 2010), while in others it is good evidence (Orrell et al., 
2014). Further studies report a consistent evidence base for improving cognition and 
quality of life (Holden et al., 2020). 
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Additional studies have reported that CST has positive effects on cognition and 
quality of life which are consistent with previous studies (Lin et al., 2018; Orrell, ND; 
Apostolo et al., 2014), confirming that CST is a useful intervention that improves 
quality of life (NICE, 2019). The World Alzheimer’s Report found that ‘the evidence 
overall for the efficacy of cognitive stimulation is consistently positive’ with 
statistically and clinically significant treatment effects (Alzheimer’s Disease 
International, 2011: p44). One study reported that there is strong evidence that CST 
leads to cognitive benefits (Hall et al., 2013) with further, more detailed studies, 
suggesting that the particular cognitive domains to benefit from CST are memory, 
language comprehension and orientation (Hall et al., 2013). 

Multiple studies reporting on improved cognition and quality of life have used 
quantitative measures including MMSE, ADAS-Cog and QOL-AD (Orrell, ND; Piras et 
al., 2017), but it should be acknowledged that some outcomes such as quality of life 
involve the person with dementia (or carer acting as a proxy) self-reporting their 
views, which can add an element of subjectivity (MODEM, 2016). 

Some studies have indicated that the benefits of CST have a similar effect size to 
anti-dementia drugs (CST website, ND) and could potentially replace or at least 
complement the use of drugs for some individuals with dementia. The benefits 
observed in people with mild to moderate dementia are considered to be over and 
above any medication effects (Woods et al., 2012a). Although not strictly within the 
remit of this review as it does not consider CST on its own, one study looking at CST 
combined with anti-dementia drugs found that CST is an important non-
pharmacological intervention for people with Alzheimer’s disease (Matsuda et al., 
2010). 

It should also be recognised that even when studies reported no change in cognition 
or quality of life, their findings are still positive as the progressive nature of dementia 
means that a decline would normally be expected (Frieri, 2010; Radilla, 2011). One 
additional important point to note is that no negative effects of taking part in CST 
were reported, suggesting that even if an individual may not necessarily see an 
improvement as a result of CST, they are highly unlikely to experience any decline 
beyond their normal dementia progression. 

More generally, other impacts reported from quantitative studies have included an 
improvement in concentration and alertness (Spector et al., 2011). In addition to 
measurable outcomes using quantitative measures, several studies have reported 
positive benefits of CST based on qualitative findings and information from people 
with dementia, their carers, and staff involved in delivering CST sessions. It has been 
reported that CST stimulates the mind, and can improve memory and thinking skills 
(MODEM, 2016). Additionally it enables people with dementia to share their 
experiences and participate in a supportive environment, which in turn builds self-
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esteem, helps them feel better about themselves, and gives them more confidence 
to join in conversations and other activities (MODEM, 2016). People with dementia 
have reported enjoying being part of a group and felt more ‘positive, relaxed and 
confident’. Again, the supportive environment and providing support to each other 
were factors that helped with this (Spector et al., 2011). Unsurprisingly then 
perhaps, CST has been found to have a positive emotional impact for people with 
dementia (Orrell, ND). It can also act as a steppingstone to engaging with other 
groups, after the person with dementia has been able to build up their confidence 
and social connections through the CST sessions (NICE, 2019). 

One area where CST has not been found to make a difference is behavioural aspects 
(Lin et al., 2018), with no reduction reported in behaviours that carers may find it 
difficult to deal with (Woods et al., 2012a). There is also no evidence that CST can 
reduce depressive symptoms (Apostolo et al., 2014). 

While most studies have included ‘people with dementia’ in general, a few have 
focused on those with specific types of dementia to see if the benefits seen are the 
same for different types of dementia. A small preliminary study focusing on 
Parkinson’s disease dementia showed that CST is potentially effective for cognitive 
and noncognitive outcomes (Folkerts et al., 2018), providing a safe, therapy option 
with possible positive short-term effects. One study using quantitative measures 
found that improved cognition was still seen for people with vascular dementia 
(Piras et al., 2017). However, as vascular does not affect language in same was as 
Alzheimer’s disease, the study did not see the same impact from activities aimed at 
stimulating language skills (Piras et al., 2017). Additionally, higher functioning people 
with dementia may benefit in different way, such as through the wider social 
benefits or self-esteem, which aren’t measured in many studies (Cover et al., 2014). 
This suggests that while CST can benefit people with dementia in general, the 
particular type or level of impact may differ depending on the individual and their 
type of dementia. 

The actual ‘dose’ of CST may also have an impact on its effectiveness, as studies have 
found that weekly sessions do not appear to be as effective as the intended twice-
weekly sessions (Holden et al., 2020; Psychology Today, ND). No improvement has 
been seen in cognition, quality of life or the quality of the person with dementia’s 
relationship with their carer. One study suggested that this implied a weekly ‘dose’ is 
not enough, or alternatively may not work as well for people with higher MMSE 
scores. This could either be due to their higher level of functioning or because the 
measures used in the study were not sensitive enough to pick up changes in higher 
functioning people with dementia (Cove et al., 2014). 

Although it is acknowledged that CST itself is a relatively short-term intervention, it 
has been reported that benefits have still been observed 1-3 months after attending 
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the sessions (NICE, 2012; Farina, 2012), and this has been backed up by findings in a 
Cochrane review (Woods et al., 2012b).  

In terms of MCST, it has been found that a person with dementia’s quality of life may 
benefit from further weekly ‘maintenance’ sessions after the initial CST intervention, 
but no further improvement in cognition was seen (Orrell et al., 2014). A pilot of 
MCST by Age UK also reported that it helped to maintain or slightly improve many 
aspects relating to feelings, memory and everyday life, helping the person with 
dementia to feel more confident (Brightpurpose, 2018).  Overall, there is a view that 
CST is effective regardless of its duration, but that longer-term CST appears to be 
more effective (Chen et al, 2019).  

However, there is less evidence, and less robust evidence, of the effectiveness of 
iCST for people with dementia with no significant changes in cognition or quality of 
life been measured (Orrell et al., 2012; Holden et al., 2020; Orgeta et al., 2015). This 
is perhaps not overly surprising as the mode of delivery is different from ‘core’ CST, 
particularly in terms of the social group setting, which appears to be a factor in some 
of the less measurable benefits of CST (Thacker, 2012; Rai et al., 2020). 

The impact of CST for carers of people with dementia 
CST sessions are delivered for people with dementia and are unlikely to include 
carers (Rotherham Doncaster and South Humber NHS Foundation Trust, 2013), so it 
is perhaps not surprising that the impact of CST for carers has not been widely 
researched. However, it is an area recommended for future research (Lobbia et al, 
2019). Having said this, a couple of studies have considered the impact for carers. 
Unfortunately, quantitative measures have not found any evidence of a benefit for 
carers in terms of general health or quality of life (Aguirre et al., 2014), but 
qualitative studies have provided evidence of a positive impact (Toh et al., 2016). For 
example, one study found that it helped to reduce carer distress (Yuill & Hollis, 2011) 
while others have seen a knock-on benefit as a result of changes for the person with 
dementia. CST can improve language and verbal skills for people with dementia, 
which in turn can make them feel more confident and willing to join in 
conversations, as well as make them more fluent during conversations (MODEM, 
2016); Spector et al., 2011). This can help improve conversations and communication 
between a carer and the person they are caring for. 

The Age UK pilot of MCST explored the impact on carers as well as on the people 
with dementia, finding that while there was no change with regards to wellbeing or 
quality of life, they did benefit from the brief periods of respite offered by the 
sessions. Carers also reported enjoying seeing the difference in the person with 
dementia, and found that it changed their attitudes in terms of what they felt the 
individuals were still able to do. As the person with dementia became more 
confident, it encouraged the carer to feel more able to suggest taking part in other 
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social groups and activities, mirroring some of the findings for CST. The MCST 
sessions also gave couples something to talk about, helping to prompt conversations 
(Brightpurpose, 2018). In addition, staff delivering the sessions felt that the 
improvements they were observing during the sessions would provide support for 
carers in their day-to-day lives and caring activities. 

Previous research has suggested that interventions that focus on the carer/person 
with dementia dyad can be more effective than those which focus on one individual 
or the other (Orrell et al., 2017), so it is perhaps not surprising that iCST has seen 
more benefits for the carer than the core version of CST. While iCST is less effective 
for people with dementia, it has been found to improve the carer’s quality of life and 
also enhance the relationship between the carer and the person they are caring for 
(Orrell et al., 2017; Orrell, ND; Orgeta et al., 2015). Carers have also reported fewer 
depressive symptoms after delivering iCST (Orrell et al., 2017; Orrell, ND; Orgeta et 
al., 2015).  

Being involved in the delivery of iCST is also beneficial for carers as it gives them a 
purpose when spending time with the person with dementia, giving the dyad 
something in common and an opportunity to spend enjoyable time together (Orrell 
et al., 2017). Additionally, it helps carers to see beyond the person’s dementia 
(Stewart, 2017), providing an insight into the individual’s abilities and interests and 
also a better understanding of dementia and how the memory works. This in turn 
can make carers more tolerant in their interactions with the person with dementia 
(Orrell et al., 2017) which benefits all involved. One small-scale study also suggests 
that by being involved in delivering activities in this way has a wider benefit as carers 
gain a better understanding of the need for people with dementia to have access to 
regular therapeutic activities (Cruz et al., 2015). 

The impact of other forms of CST 
Although beyond the scope of this particular review, other forms of CST have also 
shown positive benefits, both for the person with dementia and their carers. For 
example, one study evaluated a pilot of including a ‘day of stimulation’ as part of an 
ongoing club, which has shown positive indications (Tuppen, 2012). Additionally, use 
of 3R Mental stimulation, a version of CST which focuses on reality orientation 
therapy, reminiscence and remotivation, has seen benefits to cognitive functions and 
the level of autonomy in basic activities of daily living for people with dementia, as 
well as helping to reduce carers’ distress (Spagnolo et al., 2015). Interestingly 
though, it was also acknowledged that the impact of other forms of CST may differ 
depending on an individual’s personality traits (Hill et al., 2014), reflecting points 
made previously about the differing impact of CST. 

Online delivery of CST, either as virtual sessions (University College London, ND) or 
‘training’ that a person can do by themselves (CogniFit, ND; Dethlefs et al., 2017) are 
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also being developed and offered. Promising results are being seen which may 
expand delivery options in the future. Additionally, although not relating to CST as 
defined in the manual, the online training has shown promising indications for 
people with Mild Cognitive Impairment in terms of ‘different aspects of cognitive 
and psychosocial functioning’ (Djabelkhir et al., 2017). 

Discussion 
CST is a well-defined, relatively short-term psychosocial intervention with a focus on 
cognitive and social functions. While some people may feel that “CST is something 
we do anyway”, the structured approach makes it more likely to be implemented in 
a more systematic way. It can also seem too simple, which makes some people 
suspicious that it won’t work  (Knowles, 2013). 

Despite the availability of clear guidance and training around delivery, it is not 
always delivered in ways that are consistent with the underlying evidence base 
(Holden et al., 2020). It is also interesting to note that while CST has been widely 
adopted and the people delivering CST can see the benefits for themselves, many 
don’t know how to evaluate it and add to the existing evidence base (Dickinson et 
al., 2017). Outcomes are not always monitored in a consistent way, using different 
measures or ways of capturing feedback, so it can be difficult to get a true picture of 
the impact of CST (Holden et al., 2020). Despite this, CST has actually been 
researched quite extensively, and has a better evidence base than many other 
interventions or approaches (Lobbia et al., 2019). 

It is not a cure for dementia, but CST does appear to support people with mild to 
moderate dementia to live well by focusing on strengthening their abilities and 
building social relationships (Rotherham Doncaster and South Humber NHS 
Foundation Trust, 2013). Previous reviews and quantitative studies have found good-
to-strong evidence of the positive impacts of CST for people with dementia, 
particularly around improved cognition and quality of life. While it may not always 
be considered as rigorous, qualitative research has also highlighted a number of 
positive social and emotional benefits of CST, although it does not appear to be have 
any impact on the behavioural aspects of dementia. The level and type of impact 
may however depend on the individual themselves, partly in terms of the form of 
dementia they have and partly in terms of their own personality and preferences. 

From a carer’s perspective, CST has a number of indirect benefits due to its impact 
on the person with dementia’s language, conversational skills and confidence, all of 
which can improve interactions and the caring relationship. While iCST appears to be 
more beneficial for carers due to their greater level of involvement in its delivery, it 
is less effective for people with dementia, partly due to the lack of group social 
interaction.  
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Overall, the evidence base for CST clearly indicates its positive impact for the person 
with dementia and, to a lesser extent, their carers. Furthermore, the fun, supportive 
environment in which it is delivered make it an enjoyable experience for those 
involved. It is also important to note that even when no changes have been 
measured, this can still be viewed positively as the progressive nature of dementia 
means that a decline would normally be expected. Finally, no negative impacts have 
been reported, so there do not appear to be any disadvantages to taking part in CST 
sessions.  
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