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Abstract
Objectives: Cognitive stimulation therapy (CST) is a brief, non-pharmacological intervention for
people with dementia, with an established evidence base for improving cognition and quality of life. It
is widely implemented in National Health Service (NHS) settings, but little is known about its
naturalistic use. The aim of this survey was to identify and explore inclusion criteria, dose and quality
of CST across services in Great Britain (England, Scotland and Wales).
Methods: All NHS memory clinics and services for people with dementia were contacted and asked
to complete a mixed methods online survey on CST delivery in their service. Questions were
centred on who provided CST, who received CST, the dose of CST and any outcomes that were
routinely measured.
Results: A total of 57/186 services responded, giving a response rate of 30.7%. While the
majority reported offering CST (87.7%), there was variability in how this was delivered. Differing
inclusion criteria included the use of varying cognitive and behavioural outcome measures, and
CST was reported as being offered once and twice weekly. Services also differed in how they
evaluated the quality of CST and how this evidence was incorporated for future sessions.
Conclusion: While there was a low response rate, this survey indicates that there is signiﬁcant
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variability in how CST is used in clinical practice, with many trusts not adhering to the evidence
base. To ensure that people with dementia are consistently offered evidence-based, high-quality
CST across NHS settings, further standardisation of inclusion criteria, dose and outcomes is
needed.
Keywords
psychosocial, Alzheimer, implementation, memory clinic, cognition

Introduction
Cognitive stimulation therapy (CST) is a brief, manualised psychosocial therapy for people with
Alzheimer’s disease and other dementias (Aguirre et al., 2011; Spector et al., 2006; Yates et al.,
2014). While other generalised programmes exist, manualised CST as developed in the United
Kingdom has a consistent evidence base for improving cognition and quality of life (Lobbia et al.,
2018; Spector et al., 2010, 2003). Evidence also suggests that CST may enhance conﬁdence and
motivation (Spector et al., 2011), and it has been consistently recommended for use by the National
Institute for Health and Care Excellence since 2006 (NICE, 2006, 2018).
CST was designed to be a low-cost intervention that could be delivered by professionals from
a range of backgrounds, and it has been suggested as more cost-effective than treatment as usual
(Knapp et al., 2006). No educational qualiﬁcation criteria are listed for potential facilitators, but it is
suggested that they have some experience of working with people living with dementia (Spector
et al., 2006) and attend a 1-day training session.
As delivered according to the evidence base, group CST consists of 14, 45-minute sessions
delivered twice weekly over seven weeks, giving a total intervention time of 10.5 hours. Sessions
are based on eight fundamental principles which include mental stimulation, promoting new ideas,
thoughts and associations, a focus on opinions rather than facts, maximising the potential of
people with dementia, respect and person-centredness. Other formats have recently been evaluated
and include maintenance CST (MCST) delivered straight after the initial 14 sessions. Evidence
suggests that MCST also improves quality of life and can help to improve the cognition of those
taking anticholinesterase inhibitors (Orrell et al., 2014). Most recently, individualised CST (iCST)
delivered by family carers to their relative or friend with dementia (Orrell et al., 2017) was
evaluated. Whilst this programme improved the relationship between people with dementia and
their family carers, as well as carers’ quality of life, there were no signiﬁcant changes in cognition
and quality of life.
Both the robust evidence base and ease of use have contributed to extensive use of CST, with
a recent audit suggesting 90% of memory clinics offer access to group CST (Royal College of
Psychiatrists, 2016). This suggests widespread implementation in the UK National Health
Service (NHS). However, how CST is delivered in a naturalistic setting can vary widely, with
signiﬁcant differences reported in training sessions (Streater et al., 2017). This suggests that CST
may not always be delivered in ways that are consistent with the underlying evidence base. This
has the potential to signiﬁcantly impact the quality of CST for people with dementia, but the
exact extent of this variability is unknown. Thus, the aims of this survey were to (1) identify
prevalence of CST provision in services for older adults with dementia in Great Britain, (2)
explore differences in CST delivery including the inclusion criteria and dose, (3) explore how the
quality of CST is maintained and 4) identify common outcomes and make recommendations for
standardisation.
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Methods
Design
A mixed method, cross-sectional survey was conducted to obtain in-depth information about
provision of CST within NHS dementia services across England, Scotland and Wales.

Recruitment
Memory clinics in Great Britain (England, Scotland and Wales) were identiﬁed via the Memory
Service National Accreditation Programme (MSNAP), and internet searches were conducted to
identify further NHS services that speciﬁed that they offered support to people with mild to
moderate dementia or offered ‘cognitive stimulation’. Internet searches included key words such as
‘NHS’, ‘Memory’, ‘Cognitive stimulation’, ‘Dementia’, ‘group interventions’ and ‘individual
interventions’. Information was retrieved from NHS Trust websites and NHS Choices website
resulting in a list of 186 services across 64 NHS trusts. No contact information was traceable for two
services. Identiﬁed services included memory clinics, day centres and hospitals.

Procedure
Services were initially approached using telephone calls or emails. If the ﬁrst point of contact was
a telephone call, then the nature of the call was explained, and a request was made for the call to be
directed to the professional who would be most likely to act as a respondent for the survey. This
respondent was a member of staff who currently administered or supervised CST provision for their
organisation and could include psychologists, occupational therapists, support workers, nurses or
other allied professionals. Once identiﬁed, the respondent was invited to take part in the survey via
an email, which contained the study link. Email invites were sent via the MSNAP discussion
platform and Contact Help Advice Information Network; an online NHS network. These invites
included the online link and the contact details of the researcher, whom participants were advised to
contact should they have any questions preceding, during or following completion of the survey.
Dementia services that did not offer CST were encouraged to complete the initial questions in the
survey. Ethical permissions were obtained from University College London ethics committee, and
all participants were presented with an information sheet and required to provide informed consent.
The survey was not available to view until this was given.

Survey
The questionnaire was developed iteratively by the authors and in consultation with the MSNAP
team. Initially, draft questions were generated and reviewed for relevance and clarity by the study team.
Small changes were subsequently made to item wording. The ﬁnal survey consisted of 45 possible
closed- and open-ended questions on the provision and delivery of CST in each setting, yielding
quantitative and qualitative data. The number of questions presented differed dependent on selected
answers. For instance, if a service did not provide CST, the respondent was only presented with
a maximum of seven questions. These seven questions pertained to whether CST had been offered in
the past and why it was no longer provided. The survey was administered and stored online using
Qualtrics software. Data collected included inclusion and exclusion criteria, dose, job roles of CST
facilitators and supervisors, how quality was measured and routine outcome measurement. Participants
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were asked to provide their job title and the NHS trust they worked for, but no identiﬁable information
was collected.

Analysis
All survey responses were downloaded into Excel for data cleaning. Incomplete survey responses
were deleted on a case-wise basis, and completed initial questions were saved separately. Quantitative data were analysed using frequency and descriptive statistics in the Statistical Package for
Social Sciences. Thematic analysis (Braun & Clarke, 2006) was used for qualitative data to identify
themes and sub-themes for open-ended questions. All responses were coded; patterns within the
response were identiﬁed from every response. The ﬁnal themes and sub-themes were developed
from the initial coding.

Results
Response rate
Initially 41 completed surveys were returned from 186 services. A further 100 telephone calls were
made, and 88 emails were sent to non-responders, resulting in the submission of an additional 16
surveys, giving a total of 57 and response rate of 30.7%. However, not all participants completed all
sections of the survey and some gave uninterpretable responses. As such, the total sample size (n)
differs by survey item.

Services offering CST
A majority reported that their service offered manusalised CST (87.7%, 50/57), as described in the
introduction, whilst seven reported no CST provision. Of the services that did not directly provide
CST, two reported CST via external provision (28.6%, 2/7) and ﬁve reported no external provision
(71.4%, 5/7). Of these seven services that had never directly offered CST, six services had never
provided CST (85.7%, 6/7), and one service reported that they had discontinued CST having
previously offered it for 5 years (14.3%, 1/7). CST was discontinued in this service after a managerial review resulted in a move to support third sector organisations to provide CST instead.

Inclusion criteria for CST
Inclusion criteria at a participant level varied across services. In data obtained from 50 respondents,
four themes were identiﬁed as part of inclusion criteria listed by services: (1) diagnosis, (2) ability,
(3) internal factors and (4) external factors (Table 1).
Themes 1 and 2: Diagnosis and ability. There was a predominant focus on clinical diagnosis, cognitive
impairment and the use of cut-offs on formal measures of cognition. For example one exclusion
criterion was an Addenbrooke’s Cognitive Examination Revised (ACE-R) score of <60. There were
also instances where people with mild cognitive impairment were included. However, service user
ability occurred the most out of four themes. This included hearing and visual impairments as well as
mobility, communication and cognitive ability. A number of services also excluded service users if
they were deemed to lack capacity to provide informed consent.
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Table 1. Inclusion and exclusion criteria for provision (n = 50/57).
Example
Theme

Deﬁnition

Diagnosis Professional
assessment of
impairment and/
or clinical
diagnosis

Ability

Occurrence Sub-theme
47

Physical or cognitive 49
capability to
access
information
provided by the
training or the
manual

28
Internal
Individual
factors
characteristics
determined by the
service providing
the intervention

Inclusion Criterion

Exclusion criterion

Diagnosis
Formal diagnosis of Non-dementia
dementia
diagnosis. No
Degree of
cognitive
Mild to moderate
impairment
Use of cognition
impairment
dementia or mild
measures
Moderate to severe
cognitive
dementia
impairment
Mini-Mental State
presentation
Examination
Addenbrooke’s
score of 14–22
Cognitive Exam
revised score <60
Auditory or visual
Visual/auditory No signiﬁcant
impairments that
hearing or visual
Physical
are not resolved
impairment that
Cognitive
with aids (e.g.
would impact on
Communication
hearing aids or
group
glasses)
engagement
Able to participate/ Co-morbid physical
health problems
able to sit for the
that would affect
duration of the
attending weekly
group
Patient has capacity
sessions
to make
Lacks capacity to
decisions about
consent to the
the activities that
group
he/she would like Unable to
to engage in
communicate well
Ability to
enough to
communicate in
participate in the
a group setting
group
Behaviour
Able to stay in the High levels of
agitation or
group setting for
Motivation
distress
1
hour
Independence
Does not consent to
Motivation to
the group
engage in the
Housebound/unable
group
to attend clinic
Independent
personal care
(continued)
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Table 1. (continued)
Example
Theme

Deﬁnition

External Circumstances
factors
extrinsic to
dementia
diagnosis

Occurrence Sub-theme

Inclusion Criterion

10

Inability to travel
Able to travel to
clinic (education Attending day
services
course for
No cluster, or
informal carers
clusters other than
runs
18/19
concurrently to
facilitate this)
Has completed
newly diagnosed
group
Participants require
an allocated care
coordinator for
length of sessions

Transport
Prior support
Staff/service

Exclusion criterion

 Clusters 18 and 19 refer to people classiﬁed as having additional needs requiring shortened and simpliﬁed activities

Theme 3: Internal factors. Internal factors were speciﬁcally related to the person with dementia’s
characteristics and their ability to participate in CST activities. Behaviour, and most commonly
agitated behaviour, was included in a number of services’ exclusion criteria. Commitment and
motivation were also prominent with service users who were unable or unwilling to commit to a full
CST intervention were excluded. Finally, the sub-theme of ‘independence’ was identiﬁed, with
residing in a nursing or residential care facility used as an exclusion criterion. Service users were also
required to be capable of attending to their own personal care during sessions in some services.
Theme 4: External factors. External factors were identiﬁed as criteria that were not under the control
of service users. Most commonly, this was related to transport. One service appeared to provide this
transport as the criterion was listed as ‘be able to use transport facilities provided’. However, no other
instances of transport being provided were identiﬁed, and participants were excluded if they were
unable to travel to and from the service for CST sessions. Another sub-theme, entitled prior support,
was used for participants for whom prior attendance at previous groups was a requirement for
acceptance to CST. Such groups were commonly newly diagnosed support groups. The ﬁnal subtheme was ‘staff or service factors’, where services listed additional criteria such as the provision of
an allocated care coordinator for service users.

CST dose
CST provision varied greatly across services with regard to duration, group size (Table 2), frequency,
total sessions provided and session tailoring. For frequency, 51% (25/49) services offered CST twice
weekly and 42.9% (21/49) offered weekly sessions. Of the 6.1% (3/49)who selected ‘other’, one
provided ‘three cohorts’ a week with no further details on frequency, one stated they ran sessions
once a week but only for 4 months of the year. The ﬁnal response in this category noted the frequency
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Table 2. Variation in cognitive stimulation therapy provision across Great Britain.
Detail

N

Mean

SD

Range

Session Length (minutes)
Average group size
Minimum group size
Maximum group size
Groups facilitated (per year

49
44
37
36
31

90
7.6
4.4
9.6
10

33.1
2.4
2.5
1.4
16.1

45–210
2–12
2–12
6–12
1–90

as ‘between 0 and 10’. While it is likely this referred to cohorts rather than weekly frequency of the
same CST group, a deﬁnitive statement cannot be made.
Of the 45 participants who provided interpretable data, 44.4% (20/45) offered the full 14 sessions.
Many services 77.8% (35/45) did not offer extended or MCST sessions. However, 31% (14/45) of
responders reported that they offered further sessions when needed. Of the services that provided CST
sessions (50/57), 74.1% (22/57) offered different groups for differing levels of ability/severity of
impairment. However, of these services, 59.3% (16/57) reported that they did not speciﬁcally adapt or
change the provision of CST for different ability across service users. Further to this, 66.7% (38/57) of
services did not offer further group options such as gender speciﬁc groups for variable levels of
English. A majority of carers were also offered concurrent support 68.4% (39/57), whilst 17.5% (10/
57) services reported they offered no support or services to carers or family members of CST
participants.

CST facilitators
Each service had between two and seven members of staff who were currently responsible for facilitating CST sessions (n = 30, M = 3.4, SD = 1.48). However, 21 results for this particular question
were uninterpretable and two respondents did not answer. Examples of uninterpretable answers
included a string of digits or text, potentially entered to allow responders to move on to the next
question without answering. As respondents were able to select all applicable professionals involved in
facilitating CST, there was a total of 129 professions listed, with CST facilitators most commonly
support workers 25.6% (33/129) or occupational therapists (24%, 31/129; Table 3). Of the 49 services
that provided data for this item, CST facilitators were offered clinical supervision in 43 services, whilst
six were offered no clinical supervision. Supervision was most commonly provided on a monthly basis
48.8% (21/43) but was also reported to be offered weekly 16.3% (7/43), ad hoc 11.6% (5/43), after
each session 6.98% (3/43), every 6 weeks 6.98% (3/43) or quarterly 6.98% (3/43). One responder
noted that they were unsure how often supervision was offered. As professions of supervisors could be
listed, a total of 51 responses were recorded. Supervisors were most likely to be psychologists 29.4%
(15/51) or occupational therapists 19.6% (10/51). Less commonly, CST facilitators were supervised by
assistant psychologists 1.96% (1/51), clinical leads 1.96% (1/51), line managers 1.96% (1/51), another
team member 1.96% (1/51) or trainee psychologists 1.96% (1/51; Table 3).

CST quality
Three themes were identiﬁed for assessing and monitoring the quality of CST: external, internal and
service user. External consisted of three sub-themes: CST manual, external training and literature.
CST facilitators noted that, to ensure the quality of CST remained, they regularly referred to and
continued to use the CST manual. In many cases, this was the only way the service ensured the
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Table 3. Professions of CST facilitators and supervisors.

Professions of CST facilitators

Professions of CST supervisors

Support Worker
Occupational therapist
Nurse
Clinical psychologist
Healthcare assistant
Other
Missing
Psychologist
Occupational therapist
Team manager
Team lead
Staff nurse
Nurse practitioner
Team member
Trainee psychologist
Other

n

%

33
31
20
14
10
21
2
15
10
7
5
3
2
1
1
7

25.6
24
15.5
10.9
7.8
16.3
4.4
29.4
19.6
13.7
9.8
5.9
3.9
3.6
3.6
13.7

CST: cognitive stimulation therapy.

standard of provision remained high: ‘We adhere to the manual’. External training referred to the
undertaking of external training on CST. Staff facilitating CST sessions noted that they had attended
the initial CST training for facilitators. However, responses also indicated that one member of the
team had completed the training and relayed the information back: ‘Someone from the day hospital
went on the training and has worked with the psychologist to deliver groups’. Finally, for the third
theme, services also noted that they ‘keep updated on Evidence Based Practice’.
The second theme referred to actions undertaken by services that aimed to ensure quality of
provision was maintained. The ﬁrst sub-theme was supervision, which was prominent across the
trusts. A number of services included observational supervision: ‘each staff member is observed in
their ability to facilitate the group prior to being the lead facilitator’. Further to this, services also
reported: ‘evaluating each session as a team’. The sub-theme audit described conducting regular
audits in order to provide a continuous high standard of care provision. The ﬁnal and least common
theme was service users, which included the use of feedback forms and outcome measures.

Outcome monitoring
Of 49 respondents who provided data, 46 reported monitoring outcomes associated with CST. Outcomes monitored consisted of quality of life 67.4% (31/46), quality of provision 58.7% (27/46) and
cognition 56.5% (26/46). However, each of these outcomes was measured in varying formats across
services. Quality of life was stated to have been measured using formal outcome measures, feedback
forms and qualitative interviews. Similarly, cognition was evaluated using outcome measures, by
observation, using feedback forms from participants and as part of formal qualitative interviews. Quality
of provision was evaluated using audits and observation of sessions. For cognition, outcome measures
used were the Mini-Mental State Examination (MMSE), the Montreal Cognitive Assessment (MoCA)
and the Addenbrookes Cognitive Examination (ACE-III). However, no respondents gave details of the
speciﬁc quality of life measures used.
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Discussion
CST is an evidence-based intervention for dementia that is widely implemented in NHS settings.
This mixed methods national survey evidences that, whilst provision of CST is high, there is
signiﬁcant variability in its implementation and use across NHS settings Great Britain. Whilst the
response rate of 57 complete responses from 186 services was low, these variations are signiﬁcant
and are likely to impact on both who is offered CST and how effective it is for them. Thus, there may
be a need to adopt standardised criteria for the provision and delivery of CST in NHS settings.
Variation in inclusion and exclusion criteria indicated that access to CST differed across services.
Further, it was unclear how these criteria were applied and could be based on objective outcome
measures or subjective opinions of staff. Some exclusion criteria, such as lacking capacity to
consent, were common across services. For those that did not specify this criterion, it was unclear if
there were provisions in place to ensure that people with dementia who lacked capacity were still
offered appropriate interventions such as CST. Further to this, agitation was commonly listed as an
exclusion criterion, but it is unclear how this was applied in practice. For example it was not clear
whether this information was gathered from care notes, from carers or from formal assessments by
professionals. Notably, participants could also be excluded from CST for deﬁcits in communication,
despite evidence suggesting CST may improve communication skills for people with dementia
(Spector et al., 2003, 2010, 2011).
CST dose was also rarely in accordance with the evidence base, with 20/50 services offering
sessions once a week over 14 weeks instead of twice weekly for seven weeks. Session length varied
from under 45 minutes per session to two-hour sessions. It was unclear why the frequency and
session length were changed for these services but may have been due to practical implementation
issues including staff availability. This has important implications as the evidence base suggests
weekly CST might not be as effective (Cove et al., 2014). The majority of services offered the full 14
sessions of CST, but some offered considerably less. For example 2.2% (1/45) offered only one
session and 8.9% (4/45) offered two sessions. Further, despite evidence suggesting MCST can also
be effective (D’Amico et al., 2015; Orrell et al., 2014; Streater et al., 2012), a large proportion of
respondents offered no further sessions or continuation of CST after the initial group had ended.
CST was designed to be delivered with minimal training requirements and specialist knowledge.
Evidence from this survey suggests that in keeping with the original evidence base, CST was
successfully delivered by a range of professionals including support workers and clinical psychologists. However, it was more common for only one of the facilitators to attend formal training on
CST, with feedback from the trained facilitator and the manual used to equip co-facilitators. This
may dilute the effects of training if information is not passed on effectively but does have the
advantage of enabling a cascade training model thereby reducing training costs. Clinical supervision, an important means of ensuring the therapeutic value of sessions, was used variably from
a low of quarterly to a high of weekly.
The beneﬁts of CST in clinical practice were hard to quantify as methods used varied considerably. Evaluation of beneﬁts to people with dementia could consist of observation, feedback
from recipients or the use of standardised outcome measures, and it was unclear how this data were
used in practice. Differing outcomes may be based on usual practice at each NHS site but limits the
degree to which cross-service comparisons can be made. The use of different outcome measures
were identiﬁed for cognition, whilst the speciﬁc measures used for quality of life were not detailed.

10

Dementia 0(0)

Methodological problems and limitations
The response rate for this survey was low, and consequently, responses here may not have been
representative of all CST provision across England, Scotland and Wales. Whilst recontacting
services did improve the response rate, many memory clinics and other services did not provide data.
It is unclear why the response rate was low and could be due to staff availability and resources or
perceived non-importance of the survey. To increase the response rate in future, it may be advisable
to incentivise participation or liaise with management to ensure staff are granted reasonable time and
resources to participate.
The survey was mixed methods with open-ended questions. This was designed to capture the
variability between services but led to some uninterpretable responses. For example some responses
contained a random string of digits, potentially allowing the responder to move on to the next
question without giving a response.

Implications for practice and future research
Differing methods for collecting and assessing outcomes associated with CST indicates a potential
need to determine standardised inclusion criteria, dose and a core outcome set (COS). The COS is
an agreed minimum set of outcomes that should be measured in all clinical trials (Clarke, 2007).
Whilst clinical trials undoubtedly differ from clinical practice, the COS is a methodologically
robust way of ensuring that the effectiveness of CST is assessed reliably across services. The
evidence base for CST was established using the ADAS-Cog (Rosen et al., 1984) and the Quality
of Life in Alzheimer’s Disease Scale (Logsdon et al., 1999; Spector et al., 2003). Whilst the
Alzheimer's Disease Assessment Schedule-Cognitive Subscale (ADAS-Cog) may not be suitable
for clinical practice, its comparison with other more commonly used measures of cognition in
further formal research studies of CST could support the identiﬁcation of a suitable cognition
outcome for both. Standardisation of outcomes may lead to a minimum dataset of the effectiveness
of CST as used in practice, with other measures added as required by services. Such data can
subsequently be used to inform practice, where staff use results to inform future facilitation. This
will help to ensure that CST delivery remains of a high standard and ensure that people with
dementia always receive high-quality, evidence-based CST. Further, an anonymised dataset could
be created from these data to facilitate comparisons in the effectiveness of CST across services.
Data collected here only pertain to NHS settings. Whilst implementation may be high here, the
degree to which CST is used and the differences in provision in other settings are unclear. Therefore,
this survey could be expanded upon and repeated in the private sector to include care homes and
private clinics. An evaluation of any differences in use and provision in either setting may further
inform implementation in the other.

Conclusion
Whilst the implementation of CST is high in NHS settings, in practice, it is delivered variably.
Across England, Scotland and Wales, there were documented differences in whom CST is offered,
the dose of what they were offered and the outcomes routinely measured. This variability precludes
an analysis of how effective CST is, as delivered as part of care. It is recommended that standardised
criteria and outcomes are adopted to ensure that CST is both delivered to a high standard and that
people with dementia consistently receive high-quality, evidence-based interventions.

Holden et al.

11

Declaration of Conﬂicting Interests
The authors declared no potential conﬂicts of interest with respect to the research, authorship, and/or publication
of this article.

Funding
The authors received no ﬁnancial support for the research, authorship, and/or publication of this article.

ORCID iDs
Charlotte R Stoner  https://orcid.org/0000-0002-1536-4347
Aimee Spector  https://orcid.org/0000-0003-4448-8143

References
Aguirre, E., Spector, A., Streater, A., Hoe, J., Woods, B., & Orrell, M. (2011). Making a difference 2: An
evidenced-based group programme to offer cognitive stimulation therapy (CST) to people with dementia.
Hawker Publications.
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology, 3,
77-101.
Clarke, M. (2007). Standardising outcomes for clinical trials and systematic reviews. Trials, 8(1), 39. DOI: 10.
1186/1745-6215-8-39.
Cove, J., Jacobi, N., Donovan, H., Orrell, M., Stott, J., & Spector, A. (2014). Effectiveness of weekly cognitive
stimulation therapy for people with dementia and the additional impact of enhancing cognitive stimulation therapy with a carer training program. Clinical Interventions in Aging, 9, 2143-2150. DOI: 10.
2147/CIA.S66232.
D’Amico, F., Rehill, A., Knapp, M., Aguirre, E., Donovan, H., Hoare, Z., Hoe, J., Russell I., Spector, A.,
Streater A., Whitaker C., Woods R. T., & Orrell M. (2015) Maintenance cognitive stimulation therapy: An
economic evaluation within a randomized controlled trial. Journal of the American Medical Directors
Association, 16(1), 63-70. DOI: 10.1016/j.jamda.2014.10.020.
Knapp, M., Thorgrimsen, L., Patel, A., Spector, A., Hallam, A., Woods, B., & Orrell, M. (2006). Cognitive
stimulation therapy for people with dementia: Cost-effectiveness analysis. British Journal of Psychiatry,
188(6), 574-580. DOI: 10.1192/bjp.bp.105.010561.
Leroi, WG, Mohs, RC, & Davis, KL (1984). A new rating scale for Alzheimer’s disease. The American Journal
of Psychiatry, 141(11), 1356-1364. DOI: 10.1176/ajp.141.11.1356.
Lobbia, A., Carbone, E., Faggian, S., Gardini, S., Piras, F., Spector, A., & Borella, E. (2019). The efﬁcacy of
cognitive stimulation therapy (CST) for people with mild-to-moderate dementia. European Psychologist,
24, 257-277. DOI: 10.1027/1016-9040/a000342.
Logsdon, R. G., Gibbons, L. E., McCurry, S. M., & Teri, L. (1999). Quality of life in Alzheimer’s disease:
Patient and caregiver reports. Journal of Mental Health and Aging, 5(1), 21-32.
National Institute for Health and Care Excellence (Ed.). (2006). Dementia: Supporting people with dementia
and their carers in Health and social care.
National Institute for Health and Care Excellence (NICE). (2018). Dementia: Assessment, management and
support for people living with dementia and their carers.
Orrell, M., Aguirre, E., Spector, A., Hoare, Z., Woods, R. T., Streater, A., Donovan, H., Hoe, J., Knapp, M.,
Whitaker C., & Russell I. (2014). Maintenance cognitive stimulation therapy for dementia: Single-blind,
multicentre, pragmatic randomised controlled trial. British Journal of Psychiatry, 204(6), 454-461. DOI: 10.
1192/bjp.bp.113.137414.
Orrell, M., Yates, L., Leung, P., Kang, S., Hoare, Z., Whitaker, C., Burns, A., Knapp, M., Leroi I., Moniz-Cook
E., Pearson S., Simpson S., Spector A., Roberts S., Russell I., de Waal H., Woods R. T., & Orgeta V. (2017)
The impact of individual cognitive stimulation therapy (iCST) on cognition, quality of life, caregiver health,

12

Dementia 0(0)

and family relationships in dementia: A randomised controlled trial. Plos Medicine, 14(3), Article e1002269.
DOI10.1371/journal.pmed.1002269.
Royal College of Psychiatrists. (2016). Memory services national accreditation programme fourth national
report: 2015-2016. Royal College of Psychiatrists’ Centre for Quality Improvement.
Spector, A., Gardner, C., & Orrell, M. (2011). The impact of cognitive stimulation therapy groups on people
with dementia: Views from participants, their carers and group facilitators. Aging & Mental Health, 15(8),
945-949. DOI: 10.1080/13607863.2011.586622.
Spector, A., Orrell, M., & Woods, B. (2010). Cognitive stimulation therapy (CST): Effects on different areas of
cognitive function for people with dementia. International Journal of Geriatric Psychiatry, 25(12),
1253-1258. DOI: 10.1002/gps.2464.
Spector, A., Thorgrimsen, L., Woods, B., & Orrell, M. (2006). Making a difference: An evidence based group
programme to offer cognitive stimulation therapy (CST) to people with dementia. Hakwer Publications.
Spector, A., Thorgrimsen, L., Woods, B., Royan, L., Davies, S., Butterworth, M., & Orrell, M. (2003). Efﬁcacy
of an evidence-based cognitive stimulation therapy programme for people with dementia. British Journal of
Psychiatry, 183(3), 248-254. DOI: 10.1192/bjp.183.3.248.
Streater, A., Spector, A., Aguirre, E., Hoe, J., Hoare, Z., Woods, R., Russell I., & Orrell, M. (2012).
Maintenance cognitive stimulation therapy (CST) in practice: Study protocol for a randomized controlled
trial. Trials, 13(1), 91. DOI: 10.1186/1745-6215-13-91.
Streater, A., Spector, A., Hoare, Z., Aguirre, E., Russell I., & Orrell, M. (2017). Staff training and outreach
support for cognitive stimulation therapy and its implementation in practice: A cluster randomised trial.
International Journal of Geriatric Psychiatry, 32(12), e64-e71. DOI: 10.1002/gps.4653.
Yates, L., Orrell, M., Leung, P., Spector, A., Woods, B., & Orgeta, V. (2014). Making a diference 3: Individual
cognitive stimulation therapy (CST): A manual for carers. Hawker Publications.

Ellen Holden studied BSc in Psychology, London South Bank University and MSc Research
Methods in Psychology, UCL. Ellen currently works for Norfolk and Suffolk NHS Foundation
Trust, where she is working towards a postgraduate certiﬁcate to become a Children and Young
Person Well-being Practitioner in partnership with the Anna Freud National Centre for Children
and Families.
Charlotte R. Stoner, PhD, BSc (Hons). Charlotte is a Lecturer in Psychology at the University of
Greenwich, who specialises in psychometric theory, dementia and positive psychology. She has
previously managed a 3-year, Medical Research Council (MRC) funded project that aims to implement cognitive stimulation therapy (CST) for people living with dementia in Brazil, India and
Tanzania (CST-International).
Aimee Spector, DClinPsy, PhD, BSc (Hons). Aimee is a Professor of Old Age Clinical Psychology
at UCL and Director of the International CST Centre. She developed CST for her PhD (completed in
2001), and CST is now widely implemented across the NHS and globally. Her expertise lies in the
global development and evaluation of complex interventions for dementia. This includes currently
being PI for CST-International.

