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ABSTRACT

Background

Experiencing anxiety and depression is very common in people living with dementia and mild cognitive impairment (MCI). There is
uncertainty about the best treatment approach. Drug treatments may be ineffective and associated with adverse effects. Guidelines
recommend psychological treatments. In this updated systematic review, we investigated the effectiveness of different psychological
treatment approaches.

Objectives

Primary objective
To assess the clinical effectiveness of psychological interventions in reducing depression and anxiety in people with dementia or MCI.
Secondary objectives

To determine whether psychological interventions improve individuals' quality of life, cognition, activities of daily living (ADL), and reduce
behavioural and psychological symptoms of dementia, and whether they improve caregiver quality of life or reduce caregiver burden.

Search methods

We searched ALOIS, the Cochrane Dementia and Cognitive Improvement Group's register, MEDLINE, Embase, four other databases, and
three trials registers on 18 February 2021.

Selection criteria

We included randomised controlled trials (RCTs) that compared a psychological intervention for depression or anxiety with treatment as
usual (TAU) or another control intervention in people with dementia or MCI.

Data collection and analysis

A minimum of two authors worked independently to select trials, extract data, and assess studies for risk of bias. We classified the included
psychological interventions as cognitive behavioural therapies (cognitive behavioural therapy (CBT), behavioural activation (BA), problem-
solving therapy (PST)); 'third-wave' therapies (such as mindfulness-based cognitive therapy (MBCT)); supportive and counselling therapies;
and interpersonal therapies. We compared each class of intervention with control. We expressed treatment effects as standardised mean

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 1
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differences or risk ratios. Where possible, we pooled data using a fixed-effects model. We used GRADE methods to assess the certainty of
the evidence behind each result.

Main results

We included 29 studies with 2599 participants. They were all published between 1997 and 2020. There were 15 trials of cognitive
behavioural therapies (4 CBT, 8 BA, 3 PST), 11 trials of supportive and counselling therapies, three trials of MBCT, and one of interpersonal
therapy. The comparison groups received either usual care, attention-control education, or enhanced usual care incorporating an active
control condition that was not a specific psychological treatment. There were 24 trials of people with a diagnosis of dementia, and five
trials of people with MCI. Most studies were conducted in community settings. We considered none of the studies to be at low risk of bias
in all domains.

Cognitive behavioural therapies (CBT, BA, PST)

Cognitive behavioural therapies are probably slightly better than treatment as usual or active control conditions for reducing depressive
symptoms (standardised mean difference (SMD) -0.23, 95% CI -0.37 to -0.10; 13 trials, 893 participants; moderate-certainty evidence). They
may also increase rates of depression remission at the end of treatment (risk ratio (RR) 1.84,95% Cl 1.18 to 2.88; 2 studies, with one study
contributing 2 independent comparisons, 146 participants; low-certainty evidence). We were very uncertain about the effect of cognitive
behavioural therapies on anxiety at the end of treatment (SMD -0.03, 95% CI -0.36 to 0.30; 3 trials, 143 participants; very low-certainty
evidence). Cognitive behavioural therapies probably improve patient quality of life (SMD 0.31,95% CI 0.13 to 0.50; 7 trials, 459 participants;
moderate-certainty evidence) and activities of daily living at end of treatment compared to treatment as usual or active control (SMD -0.25,
95% Cl -0.40 to -0.09; 7 trials, 680 participants; moderate-certainty evidence).

Supportive and counselling interventions

Meta-analysis showed that supportive and counselling interventions may have little or no effect on depressive symptoms in people with
dementia compared to usual care at end of treatment (SMD -0.05, 95% CI -0.18 to 0.07; 9 trials, 994 participants; low-certainty evidence).
We were very uncertain about the effects of these treatments on anxiety, which was assessed only in one small pilot study.

Other interventions

There were very few data and very low-certainty evidence on MBCT and interpersonal therapy, so we were unable to draw any conclusions
about the effectiveness of these interventions.

Authors' conclusions

CBT-based treatments added to usual care probably slightly reduce symptoms of depression for people with dementia and MCI and may
increase rates of remission of depression. There may be important effect modifiers (degree of baseline depression, cognitive diagnosis,
or content of the intervention). CBT-based treatments probably also have a small positive effect on quality of life and activities of daily
living. Supportive and counselling interventions may not improve symptoms of depression in people with dementia. Effects of both types
of treatment on anxiety symptoms are very uncertain. We are also uncertain about the effects of other types of psychological treatments,
and about persistence of effects over time. To inform clinical guidelines, future studies should assess detailed components of these
interventions and their implementation in different patient populations and in different settings.

PLAIN LANGUAGE SUMMARY

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment
Key points

- Psychological treatments based on cognitive behavioural therapy (which focuses on changing thoughts and behaviours) probably have
small positive effects on depression, quality of life and daily activities in people with dementia or mild cognitive impairment (MCl).

- There is not enough evidence to know whether any psychological treatments are helpful for anxiety in people with dementia or MCI.
- More evidence is needed about different types of psychological treatments and which treatments may be best for which people.
What are dementia and mild cognitive impairment?

Dementiais a condition in which problems develop with cognition (memory and thinking skills). Someone with dementia is no longer able
to manage all their daily activities independently. Mild cognitive impairment (MCl) is less severe and does not have a significant effect on
daily activities. Some people with MCI will go on to develop dementia.

What do we mean by psychological treatments?

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 2
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Psychological treatments, sometimes known as ‘talking therapies’, are based on psychological theories. They involve a therapist working
together with an individual or a small group of people to develop skills and strategies to improve well-being. These treatments can be
adapted for people with cognitive impairment.

What did we want to find out?

Depression and anxiety are common in people with dementia and MCI, but the best way to treat them is unclear. Medicines often used to
treat these problems may not be effective for people with dementia and may cause side effects, so many guidelines recommend trying
psychological treatments first. We were interested in psychological therapies that aim to reduce symptoms of anxiety or depression or
to improve the emotional well-being of people with dementia or MCI. There are a variety of different types of psychological treatment.
We wanted to find out how effective each treatment is for symptoms of depression and anxiety in people with dementia or MCI. We also
wanted to find out about effects on quality of life, ability to manage daily activities and thinking skills, and to know if the treatments had
any unwanted effects.

What did we do?

We searched for studies that compared a psychological treatment to usual care, or to usual care plus a treatment that was not a specific
psychological treatment.

We divided the psychological treatments into several broad categories based on the theory behind them and the content of the treatment
sessions, and we looked at each category separately. We summarised the results of the studies and rated our confidence in the evidence
based on factors such as study methods and sizes.

What did we find?

We found 29 studies that included 2599 people with dementia or MCI. Most of the evidence we found was about treatments based on
cognitive behavioural therapy (CBT, which aims to alter thoughts and behaviours) and treatments aimed at supporting well-being, which
we called counselling and supportive therapies. We also found a very small number of studies about mindfulness-based cognitive therapy
and interpersonal therapy. The majority of studies looked at the effect on depression, but very few studies had anxiety as an outcome.

The evidence we found suggests that:

- CBT-based treatments probably improve symptoms of depression, quality of life and ability to manage daily activities at the end of the
treatment period in people with dementia or MCI, although the effects were small. We could not be sure about any effect on anxiety.
There was some evidence that the effect on depression might depend on how severe the symptoms of depression were before the start of
treatment, whether people had a diagnosis of dementia or MCl and what type of treatment was used, but more research would be needed
to be sure about this.

- Supportive and counselling treatments may have no effect on symptoms of depression at the end of treatment and there was not enough
evidence for us to know if there was any effect on anxiety.

-We cannot be sure about the effect of mindfulness-based therapies or interpersonal therapy because there were very few studies of these
treatments.

There was limited information about unwanted effects associated with any of the treatments.
We also found 14 ongoing studies, so we can expect more evidence about our question to become available in the next few years.
What are the limitations of the evidence?

We could be moderately certain about the small positive effects of CBT-based treatments on depression, quality of life and daily activities,
but were less certain about other results. Most people in the review had dementia of mild to moderate severity so the results may not
apply to people with MCI or more severe dementia. Very few studies included only people who had significant levels of depression before
treatment, although these are the people most likely to be offered treatment in practice. There is not yet enough evidence to be able to
say which people are most likely to benefit from which psychological treatments.

How up to date is the evidence?

This review is up to date to February 2021.

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 3
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SUMMARY OF FINDINGS

Summary of findings 1. CBT treatments compared to treatment as usual for depression and anxiety for people with

dementia and MCI

CBT treatments compared to treatment as usual for depression and anxiety for people with dementia and MCI

Patient or population: depression and anxiety for people with dementia and MCI

Setting: community or long-term care
Intervention: CBT treatments

Comparison: treatment as usual (usual care, attention-control education, diagnostic feedback, or services slightly above usual care

comprising active control conditions)

Outcomes SMD (95% ClI) Ne of partici- Certainty ofthe = Comments

meta-analysis/ rel- pants evidence

ative effect (95% (studies) (GRADE)

Cl)
Depressive symptoms post-treatment SMD 0.23 lower 893 SDDO Higher scores indi-
assessed with: GDS, HDRS, MADRS, PHQ-9, (0.37 lower to 0.10 (13 RCTs) Moderated cate higher symp-
and CSDD lower) toms of depression.
Follow-up: range 8 weeks to 24 months
Depression remission post-treatment RR 1.84 146 D00 ARR> 1 favours the
assessed with: MADRS, and DSM-III-R (1.18 to 2.88) (2 RCTs) Lowa,b intervention group.
Follow-up: range 10 weeks to 12 weeks
Anxiety symptoms post-treatment SMD 0.03 lower 143 @000 Higher scores indi-
assessed with: GAI, RAID, and NPI-A (0.36 lower to 0.30 (3RCTs) Very lowa,b.d cate higher symp-
Follow-up: range 3 months to 15 weeks higher) toms of anxiety.
Quality of life post-treatment SMD 0.31 higher 459 @DDO Higher scores indi-
assessed with: DEMQOL, QolL-AD, LSI-A, and (0.13 higher to 0.50 (7 RCTs) Moderated cate better quality of
QoL-AD NH higher) life.
Follow-up: range 8 weeks to 15 weeks
Activities of daily living post-treatment SMD 0.25 lower 680 SDDO Lower scores indi-
assessed with: ADL-PI, SDS, WHODAS 2.0, B- (0.40 lower to 0.09 (7 RCTs) Moderated cate better perfor-
ADL, ADCS-ADL, BADLS, and UPSA lower) mance of ADL.
Follow-up: range 12 weeks to 2 years
Cognition post-treatment SMD 0.13 higher 535 DO Higher scores indi-
assessed with: MMSE (0.04 lower to 0.30 (5 RCTs) Lowa,d cate better cogni-
Follow-up: range 10 weeks to 2 years higher) tion.
Neuropsychiatric symptoms post-treatment ~ SMD 0.06 lower 401 @000 Higher scores indi-
assessed with: NPI, RMBPC, and BEHAVE-AD  (0.26 lower to 0.14 (5RCTs) Very lowab,c cate more or more

Follow-up: range 10 weeks to 3 months

higher)

severe neuropsychi-
atric symptoms.

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the
relative effect of the intervention (and its 95% Cl).

Cl: confidence interval; OR: odds ratio; RR: risk ratio; SMD: standardised mean difference

GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect
Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the ef-
fect, but there is a possibility that it is substantially different

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 4
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Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the
effect

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect

apowngraded once for serious limitations to study quality

bDowngraded twice for very serious imprecision

¢Downgraded once for serious inconsistency

dDowngraded once for serious imprecision

ADCS-ADL: Alzheimer's Disease Cooperative Study - Activities of Daily Living Inventory; ADL-PI: Activities of Daily-Living Prevention
Instrument; B-ADL: Bayer Activities of Daily Living Scale; BADLS: Bristol Activities of Daily Living Scale; BEHAVE-AD: Behavioral Pathology
in Alzheimer's Disease; CBT: cognitive behavioural therapy; CSDD: Cornell Scale for Depression in Dementia; DEMQOL: Dementia Quality
of Life Instrument; DSM-III-R: Diagnostic and Statistical Manual of Mental Disorders, 3rd Edition, Revised; GAI: Geriatric Anxiety Inventory;
GDS: Geriatric Depression Scale; HDRS: Hamilton Depression Rating Scale; LSI-A: Life Satisfaction Index; MADRS: Montgomery-Asberg
Depression Rating Scale; MMSE: Mini-Mental State Examination; NPI: Neuropsychiatric Inventory; NPI-A: Neuropsychiatric Inventory-
Anxiety; PHQ-9: Patient Health Questionnaire-9; QoL-AD: Quality of Life-Alzheimer’s Disease; QoL-AD NH: Quality of Life in Alzheimer’s
Disease in Nursing Homes; RAID: Rating Anxiety in Dementia; RMBPC: Revised Memory and Behavior Problems Checklist; SDS: Sheehan
Disability Scale; UPSA: University of California San Diego Performance-Based Skills Assessment; WHODAS 2.0: World Health Organization
Disability Assessment Schedule 2.0

Summary of findings 2. Supportive and counselling interventions compared to treatment as usual for depression
and anxiety for people with dementia

Supportive and counselling interventions compared to treatment as usual for depression and anxiety for people with demen-
tia

Patient or population: depression and anxiety for people with dementia

Setting: community or long-term care

Intervention: supportive and counselling interventions

Comparison: treatment as usual (usual care, attention-control education, diagnostic feedback, or services slightly above usual care)

Outcomes SMD (95% CI) meta-  Ne of partici- Certainty of the = Comments
analysis pants evidence
(studies) (GRADE)
Depressive symptoms post-treatment SMD 0.05 lower 994 BDOO Higher scores indi-
assessed with: CSDD, BDI, GDS, and MADRS  (0.18 lower to 0.07 (9 RCTs) Lowa,b cate higher symp-
Follow-up: range 9 weeks to 3 years higher) toms of depression.
Depression remission post-treatment Not measured
Anxiety symptoms post-treatment as- MD 0.80 lower 24 @000 Higher scores indi-
sessed with: HADS (3.07 lower to 1.47 Very lowa,c.d cate higher symp-
higher) (1RCT) toms of anxiety.
Follow-up: mean 3 months
Quality of life post-treatment SMD 0.15 higher 935 DDDO Higher scores indi-
assessed with: EQ-5D, QolL-AD, and 15D (0.02 higher to 0.28 (8 RCTs) Moderated cate better quality of
Follow-up: range 9 weeks to 3 years higher) life.
Activities of daily living post-treatment SMD 0.17 higher 511 @000 Lower scores indi-
assessed with: ADCS-ADL and Barthel In- (0.01 lower to 0.34 (3 RCTs) Very lowasc cate better perfor-
dex higher) mance of ADL.

Follow-up: range 6 months to 3 years

Cognition post-treatment SMD 0.11 higher 730 ®&B00 Higher scores indi-
assessed with: MMSE and CDT (0.03 lower to 0.26 (6 RCTs) Lowa,b cate better cogni-
Follow-up: range 10 weeks to 3 years higher) tion.
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Neuropsychiatric symptoms post-treat- SMD 0.11 higher 538 BEOO Higher scores indi-
ment (0.06 lower to 0.29 (3 RCTs) Very lowa,c.d cate more or more
assessed with: NPl and RMBPC higher) severe neuropsychi-
Follow-up: range 9 weeks to 3 years atric symptoms.

*The risk in the intervention group (and its 95% confidence interval) is based on the assumed risk in the comparison group and the
relative effect of the intervention (and its 95% Cl).

Cl: confidence interval; MD: mean difference; OR: odds ratio; RR: risk ratio; SMD: standardised mean difference

GRADE Working Group grades of evidence

High certainty: we are very confident that the true effect lies close to that of the estimate of the effect

Moderate certainty: we are moderately confident in the effect estimate: the true effect is likely to be close to the estimate of the ef-
fect, but there is a possibility that it is substantially different

Low certainty: our confidence in the effect estimate is limited: the true effect may be substantially different from the estimate of the
effect

Very low certainty: we have very little confidence in the effect estimate: the true effect is likely to be substantially different from the
estimate of effect

aDowngraded once for serious limitations to study quality

bDowngraded once for serious imprecision

¢Downgraded twice for very serious imprecision

dDowngraded once for serious inconsistency

ADCS-ADL: Alzheimer's Disease Cooperative Study - Activities of Daily Living Inventory; BDI: Beck Depression Inventory; CDT: Clock
Drawing Test; CSDD: Cornell Scale for Depression in Dementia; EQ-5D: EuroQoL-5 Dimension; 15D: 15D instrument; GDS: Geriatric
Depression Scale; HADS: Hospital Anxiety and Depression Scale; MADRS: Montgomery-Asberg Depression Rating Scale; MMSE: Mini-
Mental State Examination; NPI: Neuropsychiatric Inventory; QoL-AD: Quality of Life-Alzheimer’s Disease; RMBPC: Revised Memory and
Behavior Problems Checklist
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BACKGROUND

Description of the condition

People living with dementia are twice as likely as age-matched
controls to be diagnosed with major depressive disorder, which
has a significant impact on quality of life (Enache 2011). The most
recent comprehensive systematic review of the prevalence of major
depressive disorder in all-cause dementia has shown that it is
common, affecting approximately 15.9% of the population (Asmer
2018). Prevalence is higher in vascular dementia (24.7%) than in
dementia due to Alzheimer's disease (AD) (14.8%). Younger age,
a family history of psychiatric disorder, and presence of sleep
disturbances and aggression are all associated with higher rates of
clinical depression in AD (Steck 2018). In mild cognitive impairment
(MCI), depressive symptoms are also common, with overall pooled
prevalence reported to be 32%, and greater burden reported in
clinic-based samples (Ismail 2017).

Although anxiety symptoms are common in people with dementia
and MCI (Hwang 2004), there is a lack of consensus about how
to define and conceptualise anxiety in the context of cognitive
impairment. Starkstein 2007 has proposed a revision of diagnostic
criteria for generalised anxiety disorder for people with dementia,
consisting of excessive anxiety and worry (criteria A and B of
the Diagnostic and Statistical Manual of Mental Disorders, 4th
Edition (DSM-1V)) and any three of the symptoms of restlessness,
irritability, muscle tension, fear, and respiratory symptoms. Anxiety
is more common in individuals with dementia than those without.
Prevalence rates for anxiety disorders are generally similar to those
for depression, with overall estimates at around 14% for both
dementia (Kuring 2018), and MCI populations (Chen 2018), and
evidence of slightly higher estimates in clinic-based samples.

Regarding the impact of the conditions, studies show that the
severity of both anxiety and depression increases the severity
of neurological impairment, which impacts on independence
(Stogmann 2016), caregiver burden (Cheng 2017), and risk
of entering long-term care (Cepoiu-Martin 2016). Symptoms
of depression in MCI can be persistent and refractory to
antidepressant medication (Devanand 2003), and generally
predictive of higher rates of progression to AD dementia (Cooper
2015).

Description of the intervention

The main psychotherapeutic approaches in treating depression
and anxiety in adults, according to the World Health Organization
(WHO), are cognitive behavioural therapy (CBT), behavioural
activation (BA), problem-solving therapy (PST), interpersonal
therapy (IPT), and integrative approaches such as counselling,
and psychodynamic therapies (WHO 2019). 'Third-wave CBT'
approachesinclude interventions characterised by techniques that
focus on the process, rather than the content of thoughts, helping
people accept their thoughts in a non-judgmental way (Hofmann
2010). Examples of 'third-wave' approaches include interventions
such as mindfulness-based cognitive therapy (MBCT) (Teasdale
1995), and acceptance and commitment therapy (Lars-Goran 2014).
Other psychological interventions include humanistic approaches
(Cain 2002), and systemic therapies (MacFarlane 2003). Offering
psychological treatments to older people is generally worthwhile
as it promotes improvements in depression and anxiety and

increases general psychological well-being (Hall 2016; Jonsson
2016; Kirkham 2016).

Pharmacological treatments for depression and anxiety are
prescribed for people with dementia, despite evidence that
their clinical effectiveness, at least for depression, may be
limited (Dudas 2018; Orgeta 2017). Psychological interventions
are currently recommended for the management of depression
and anxiety for people with dementia and are part of current
clinical guidelines in several countries, such as in the UK (NICE
2018). These interventions have been adapted for people who
experience dementia and cognitive impairment, through the use
of behavioural techniques, in order to compensate for losses in
cognition and declining sensory function (Grant 1995).

A wide variety of psychological interventions has been studied
within the context of improving affective function for people
with dementia and cognitive impairment. CBT is an umbrella
term encompassing a wide range of therapeutic approaches that
combine cognitive components (aimed at thinking processes
such as identifying and challenging unrealistic negative thoughts)
and behavioural components (aimed at increasing rewarding
activities). BA is a component of CBT but also considered a
psychological intervention on its own, comparable to CBT in
terms of clinical effectiveness for depression (Richards 2016).
BA is focused on reducing depressive symptoms by supporting
individuals to set goals and engage in pleasant activities on
a daily basis, and to modify precipitants of distress (Teri
2003). Other psychotherapies include IPT, which focuses on
the connection between depressive symptoms and interpersonal
problems (Churchill 2018), cognitive analytic therapy, or other
integrative therapies such as counselling. Interventions for people
with dementia and cognitive impairment may also focus on
building social support, aiming to foster social networks and to help
people to cope with cognitive loss in order to reduce psychological
distress.

Although there are a number of other types of interventions
which incorporate some psychological elements and which target
depression and anxiety in dementia, such as reminiscence (Woods
2018), and interventions focusing on environmental changes or
exercise (Gitlin 2003; Rolland 2007), the present review focuses on
psychological interventions; that is, interventions primarily based
on psychological models as defined by WHO 2019.

How the intervention might work

Most psychological treatments based on the cognitive-behavioural
model emphasise the need to modify dysfunctional beliefs as
well as incorporating components of behavioural therapy. Their
aim is to challenge negative cognitions that maintain depressive
symptomatology and anxiety symptoms (WHO 2019). An important
component of CBT is monitoring and identifying thoughts and
behaviours that contribute to depression or anxiety (Beck 1979).
Treatment components of CBT for anxiety often include additional
techniques such as teaching of relaxation skills (Stanley 2004).
Modifications of CBT emphasise cognitive strategies in early-stage
dementia and behavioural strategies in later stages, reducing
cognitive load and utilising concrete examples (Gellis 2009). PST
aims to help people learn skills to actively, constructively, and
effectively solve problems they face in their daily life (Nezu 2010).
Treatment goals often include the development of a positive
problem-solving orientation, through the use of rational strategies,
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and reducing the tendency to avoid problems (D'Zurilla 2010).
BA, which is an integral part of CBT, can also be provided as a
brief psychotherapeutic approach on its own (Dimidjian 2006).
Techniques incorporated into treatment include changing the way
a person interacts with their environment, by increasing access
to positive reinforcers of healthy behaviours, reducing behaviours
that limit access to positive reinforcement, and addressing barriers
to activation (Dimidjian 2006; Jacobson 2001).

Psychodynamic therapies use the therapeutic alliance between
patient and therapist to support the development of self-
awareness, helping people to recognise and modify interpersonal
patterns that contribute to psychological distress (Shedler 2010).

IPT focuses on stressful life events, interpersonal difficulties, and
important life transitions that may contribute to the onset and
maintenance of depressive symptoms, in order to help individuals
connect with social support networks and improve the quality of
their interpersonal relationships (Ravitz 2019).

Third-wave CBT approaches conceptualise cognitions as
psychological or 'private’ events and use strategies such as mindful
exercises and acceptance of unwanted thoughts to elicit change in
the thinking process and reduce depression (Hofmann 2010).

Counselling interventions focus on enhancing subjective
experiences during treatment by focusing on a range of
issues such as needs, relationships, and attachments, using
structured methods to encourage change (Churchill 2001). Social
support interventions have been implemented in diverse chronic
conditions, and aim to improve physical and psychosocial
health by fostering emotional support and information exchange,
empowering individuals to enhance their skills and daily
functioning (Dennis 2003). Psychological therapies for people with
dementia may involve both the individual and their caregiver(s) in
the therapeutic approach (Teri 2003).

Why it is important to do this review

Recommendations stress that the treatment of anxiety and
depressive symptoms is an essential part of the treatment of AD
and other dementias (Alexopoulos 2005; Azermai 2012). Currently,
pharmacological approaches are commonly used for anxiety and
depression in dementia, despite research indicative of poor efficacy
and side effects of antidepressants (Banerjee 2011; Dudas 2018).
Evidence that more than 30% of people with dementia are being
prescribed antidepressants indicates potentially inappropriate and
unnecessary prescribing (Puranen 2017). Symptoms of anxiety and
depression may also contribute to the overuse of antipsychotics,
which are associated with substantial adverse effects, such as an
increased risk of sedation, falls, and death (Van der Hooft 2008).

Although most current clinical practice guidelines recommend
the use of non-pharmacological interventions as the first line
of treatment for both anxiety and depression in dementia
(Hogan 2008; Salzman 2008), the evidence base supporting the
efficacy of particular psychological interventions remains small.
In the previous version of this review, published in 2014, we
systematically synthesised evidence on a variety of psychological
interventions that were generally based on well-defined, theory-
driven psychological models that were primarily aimed at people
with dementia.

Despite recent reviews being published on the effectiveness of
psychological interventions for people with dementia, most focus
on behavioural and psychological symptoms in general as opposed
to depression and anxiety (Li 2021), and the majority provide
narrative reviews of the available literature (Carrion 2018). Given
the growth of research in the area and the importance of offering
psychological treatments to people with dementia and MCI, this
review aims to provide a comprehensive and up-to-date evaluation
of current evidence, which will be useful for informing clinical
guidelines and future research. In conducting this review, we
followed the protocol that we published in the Cochrane Database
of Systematic Reviews (Orgeta 2011).

OBJECTIVES

Primary objective

To assess the clinical effectiveness of psychological interventionsin
reducing depression and anxiety in people with dementia or MCI.

Secondary objectives

To determine whether psychological interventions improve
individuals' quality of life, cognition, activities of daily living (ADL),
and reduce behavioural and psychological symptoms of dementia,
and whether they improve caregiver quality of life or reduce
caregiver burden.

METHODS

Criteria for considering studies for this review
Types of studies

We included studies in this review if they fulfilled these criteria:

« theywererandomised controlled trials (RCTs), including cluster-
randomised trials;

« they included a control group (usual care) or a comparison
group receiving no specific psychological intervention; and

« they provided separate data on participants with dementia or
MCI, or both, if the study was of a mixed population (also
including older adults with normal cognition).

We identified ongoing studies but did notinclude these in the meta-
analysis.

Types of participants

The inclusion criteria for participants were:

« people diagnosed with dementia of any type according to
validated diagnostic criteria (Diagnostic and Statistical Manual
(DSM) or International Classification of Diseases, or other
validated criteria), and people with a diagnosis of MCI. Any
definition of MCI was acceptable as long as the criteria used
were published and included evidence of objective cognitive
impairment but no dementia (e.g. Petersen 1999; Petersen 2003;
Visser 2005)

« any setting (e.g. home, community, long-term care/nursing
homes, hospital).

Types of interventions

For the purposes of this review, we defined a psychological
intervention as an intervention that: (a) was designed to reduce
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anxiety and depression or improve adaptive functioning, or both;
(b) was based on a psychological theory (for example, learning
theory); and (c) involved a structured interaction between a
facilitator and a participant which incorporated psychological
methods (for example,behavioural, cognitive behavioural, family
systems), in line with previous meta-analytic studies and Cochrane
Reviews in the general population (Churchill 2018; Uphoff 2020).We
included interventions facilitated by psychologists, therapists in
training,and other trained professionals. We grouped eligible
interventions, where possible, in line with definitions provided by
WHO 2019 into these five categories:

o CBT therapies (which included CBT, PST, BA or behaviour
management therapy);

« third-wave CBT therapies, including MBCT;

« psychodynamic therapies (including brief psychotherapy and
insight-oriented psychotherapy);

« interpersonal therapies; and
« supportive and counselling therapies.

We excluded treatments identifiedas medication, exercise,
reminiscence therapy, music therapy, art and drama therapy,
yoga/meditation, befriending, or bibliotherapy. If an intervention
could not be grouped into any of the preceding categories, we
classified it as psychological, and included it in the review if
there was some attempt to teach participants skills to reduce
psychological distress such as depression and anxiety. We
included both individual and group psychological interventions.
The treatment could be of any intensity, duration, or frequency.
Control conditions included no treatment (usual care) or a
comparison group engaging in non-specific psychosocial activity
(for example, attention-control, or active control conditions
controlling for effects of staff attention or social contact). We did not
consider comparisons with other therapeutic interventions in this
review. We included studies that used combinations of different
psychological treatments, or combinations of pharmacological
and psychological interventions. In the case of combinations
of pharmacological and psychological treatments, a comparison
group of the pharmacological intervention alone or with the above
control treatments was required.

Types of outcome measures

Weincluded studies that measured any of the primary or secondary
outcomes specified below. We pre-specified clinically important
outcomes which are relevant to people with dementia and MClI,
carers, and healthcare providers.

Primary outcomes

o Scale-based measures of depressive symptoms (e.g. Cornell
Scale for Depression in Dementia, Hamilton Depression Rating
Scale (HDRS), Beck Depression Inventory, Geriatric Depression
Scale (GDS)) and anxiety symptoms (e.g. Rating Anxiety in
Dementia)

« Depression remission (defined by a pre-specified threshold on
a depression scale or no longer meeting clinical criteria for
depression). We accepted the authors' definition provided that
the remission scores were based on changes in depression
measures that were either clinician-rated or other validated
measures, and that these were similar to definitions used in the
literature.

Secondary outcomes

« Quality of life

« Performance of activities of daily living (ADL)

« Cognition

« Neuropsychiatric symptoms

« Caregivers' quality of life, burden, and depressive symptoms

Search methods for identification of studies
Electronic searches

We searched ALOIS (www.medicine.ox.ac.uk/alois) - the
Cochrane Dementia and Cognitive Improvement Group (CDCIG)
Specialised Register. We searched all "Treatment MCI" and
"Treatment Dementia" studies in combination with the following
terms or phrases: Depression or Dysthymi* or "Adjustment
Disorder/s" or "Mood Disorder/s" or "Affective Disorder/s"
or "Affective Symptoms", Anxiety or Anxious or phobia/s or
"Panic Disorder", psychotherapy, "cognitive therapy", "behaviour
therapy", "cognitive behaviour therapy". ALOIS is maintained by
the Information Specialists for CDCIG and contains dementia
(prevention and treatment), mild cognitive impairment and
cognitive improvement studies. The studies are identified from:

« monthly searches of a number of major healthcare databases:
MEDLINE, Embase, Cumulative Index to Nursing and Allied
Health Literature (CINHAL), PsycINFO, and Latin American and
Caribbean Health Science Information database (LILACS);

« monthly searches of a number of trials registers: meta
Register of Controlled Trials (mRCT); Umin Japan Trial Register;
World Health Organization International Clinical Trials Registry
Platform (ICTRP/WHO) portal (which covers ClinicalTrials.gov;
ISRCTN; Chinese Clinical Trials Register; German Clinical Trials
Register; Iranian Registry of Clinical Trials, and the Netherlands
National Trials Register, plus others);

« quarterly searches of the Central Register of Controlled Trials
(CENTRAL) in the Cochrane Library; and

« six-monthly searches of a number of grey literature sources: ISI
Web of knowledge Conference Proceedings; Index to Theses;
Australasian Digital Theses.

To view a list of all sources searched for ALOIS see About ALOIS on
the ALOIS website. We ran additional separate searches in many of
the above sources to ensure that the most up-to-date results were
retrieved. We describe the search strategies used in Appendix 1. The
most recent search was carried out on 18 February 2021.

Searching other resources

We searched identified citations for additional trials and contacted
the corresponding authors of identified trials for additional
references and unpublished data. We scanned the reference lists of
identified publications and all review papers that were related to
psychological treatments for people with dementia and MCI.

Data collection and analysis

We used standard methodological procedures as recommended by
Cochrane.
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Selection of studies

Four review authors (VO, PL, RAPC, AM) worked independently to
identify RCTs that met the inclusion criteria, and discussed any
disagreements. We excluded those studies that clearly did not
meet the inclusion criteria and obtained copies of the full texts
of potentially relevant references. We documented reasons for
exclusion of studies. Where necessary, we requested additional
information from study authors.

Data extraction and management

Three review authors (VO, PL, AM) independently extracted data,
using a standardised data extraction form which was piloted
before use. We contacted the authors of the primary trials if
there were doubts regarding missing data or methodological
details of the trial. The extracted information included data on:
participants, methods, interventions, outcomes, and results for all
studies meeting the inclusion criteria; ongoing studies; and studies
awaiting classification. These details included the following.

« Participants: characteristics of the sample (age, diagnostic
criteria, severity of cognitive impairment, and exclusion
criteria).

« Methods: data on methodologies used for randomisation,
blinding, outcome reporting, and participant dropout.

« Interventions: duration, intensity, type, and frequency of
psychological and control interventions.

« Outcomes: primary outcomes were ratings of depressive
and anxiety symptoms, and depression remission. Secondary
outcomes were measures of quality of life, ADL, cognition, and
neuropsychiatric symptoms for people with dementia and MClI,
and quality of life, depressive symptoms, and carer burden for
caregivers.

« Results: where data were available, we collected the number
of participants for whom the outcome was measured in each
group, means and standard deviations (SDs). We used change
from baseline scores for all analyses reported (except for the
reporting of findings of the study by Quinn 2016) and, if
necessary, calculated the change scores. Calculations of the
SD of change scores were based on an assumption that the
correlation between measurements at baseline and those at
subsequent time points is zero. This method overestimates the
SD of the change from baseline, but is considered preferable in
a meta-analysis to take a conservative approach.

Assessment of risk of bias in included studies

We used Cochrane's tool for assessing risk of bias to evaluate
the methodological quality of the included studies (Higgins 2011).
The tool addresses six specific domains: sequence generation,
allocation concealment, blinding, incomplete outcome data,
selective reporting, and other sources of bias. Three review authors
(VO, PL, AM) independently assessed each domain, resolving any
differences through discussion with a fourth review author. In cases
where no information was available to make a judgement, we
explicitly stated this.

Measures of treatment effect

All outcomes except depression remission at post-treatment were
continuous, and a variety of different scales contributed data to
each meta-analysis. We therefore used the standardised mean
difference (SMD) as the measure of treatment effect. For the

dichotomous outcome of depression remission, we used risk ratio
(RR). For reporting findings of the study by Quinn 2016, we used the
mean difference as the measure of treatment effect.

Unit of analysis issues

We identified one trial that had multiple treatment groups: the Teri
1997 study, which contributed two independent comparisons of BA
and PST. For this study, we combined the two control conditions
and then divided the combined group in the meta-analysis in line
with the methods recommended by Cochrane (Higgins 2011).

Dealing with missing data

We reported the number of participants included in the final
analysis as a proportion of all participants in the study. For each
study, we noted what approach had been taken to missing data
and considered how each method may have contributed to a risk
of bias.

Assessment of heterogeneity

We used the I? statistic to assess heterogeneity amongst studies. We
defined substantial heterogeneity as an I> of more than 70%.

Assessment of reporting biases

We assessed publication bias by producing funnel plots and
inspecting them visually for all analyses combining six studies or
more (Egger 1997). Due to the small number of studies combined in
meta-analyses, we did not conduct statistical tests for funnel plot
asymmetry.

Data synthesis

We undertook separate comparisons of each of our intervention
categories with control interventions at end of treatment, and -
where data were available - also at post-treatment follow-up.

Where studies were sufficiently similar, we pooled data in meta-
analyses, using a fixed-effect model to present overall estimated
effects. This assumes that all studies are estimating the same
(fixed) treatment effect. In practice, we were able to perform meta-
analyses for the following comparisons:

« CBT interventions versus treatment as usual (TAU) immediately
post-intervention;

« CBT interventions versus TAU at long-term follow-up;

« supportive and counselling
immediately post-intervention.

interventions versus TAU

We used Review Manager 5 to conduct all meta-analyses (Review
Manager 2014).

Subgroup analysis and investigation of heterogeneity

We used subgroup analyses to evaluate the effect of these effect
modifiers:

« cognitive diagnosis: dementia versus MCI; and

« depression at baseline: studies in which all participants met
diagnostic criteria for a depressive disorder or exceeded a
specified threshold on a depressive symptom scale at baseline
versus studies with no depression-related inclusion criteria.
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Sensitivity analysis

We performed sensitivity analyses to examine the effect of type
of control comparison (TAU or active control). Where possible,
we performed sensitivity analyses by excluding from the analysis
studies at high risk of bias.

Summary of findings and assessment of the certainty of the
evidence

We used the GRADE approach to assess the certainty of the
evidence for all outcomes, independently judged by two review
authors (Guyatt 2011). Results of our analyses of CBT treatments
versus TAU or active control are presented in Summary of findings
1, and of supportive and counselling interventions versus TAU
in Summary of findings 2. Our summary of findings tables included
these seven primary and secondary outcomes, measured at the end
of the intervention period:

« depressive symptoms;
« depression remission;
o anxiety symptoms;

« quality of life;

« activities of daily living;
« cognition; and

« neuropsychiatric symptoms.
RESULTS

Description of studies
Results of the search

We identified a total of 4693 references through database
searching. The search covered December 2011 to February 2021
and consisted of five searches (first search: 292 results; second
search: 58 results, plus 3 studies identified by handsearching; third
search: 715 results, plus 4 studies identified by handsearching;
fourth search: 1511 results; fifth search: 2108 results, plus 2 studies
identified by handsearching). The latest search was conducted on
18 February 2021.

We screened a total of 100 full-text articles for eligibility: we
excluded 53 with reasons (see Characteristics of excluded studies);
29 met the inclusion criteria (of which one contributed two
independent comparisons, and six were included in the previous
version of the review); 14 studies are ongoing (see Characteristics of
ongoing studies); and four studies are awaiting classification whilst
further information is obtained (see Characteristics of studies
awaiting classification). See Figure 1 for a PRISMA flow diagram
detailing the search process.
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Figure 1. Study flow diagram
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Included studies

See Characteristics of included studies.

Four studies evaluated the effectiveness of CBT versus
TAU: Belleville 2018, Burgener 2008, Spector 2015, and Stanley
2013. Eight studies evaluated BA versus TAU: Kurz 2012, Lai
2020, Lichtenberg 2005, Lu 2016, Orgeta 2019, Rovner 2018 (BA
versus an active control condition), Teri 1997 (pleasant-event
scheduling versus typical care control), and Travers 2017. Three
studies evaluated PST versus TAU: Kiosses 2010 (PST versus an

active control condition), Kiosses 2015 (PST versus an active
control condition), and Teri 1997 (problem-solving versus waiting-
list control). Eleven studies assessed the effectiveness of supportive
and counselling interventions versus TAU: Bruvik 2013, Jha
2013, Koivisto 2016, Laakkonen 2016, Logsdon 2010, Marshall
2015, Nordheim 2019, Quinn 2016, Tappen 2009, Waldorff
2012, and Young 2014. Three studies evaluated MBCT versus
TAU: Churcher Clarke 2017, Larouche 2019, and Wells 2013. One
study evaluated IPT versus TAU: Burns 2005.
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The majority of studies reported receiving national government
funding (Belleville 2018; Bruvik 2013; Kiosses 2010; Kiosses 2015;
Kurz 2012; Logsdon 2010; Lu 2016; Marshall 2015; Nordheim
2019; Quinn 2016; Rovner 2018; Spector 2015; Stanley 2013; Teri
1997; Waldorff 2012; Wells 2013). Two studies reported receiving
university research funding (Burgener 2008; Young 2014). The
studies by Burns 2005, Orgeta 2019, Travers 2017 and Tappen 2009
received funding from dementia research charities and trusts. One
study reported receiving funding from both the pharmaceutical
industry and government sectors (Koivisto 2016). Laakkonen
2016 and Larouche 2019 reported receiving funding from both the
government and voluntary sectors. The studies by Churcher Clarke
2017, Jha 2013, Lai 2020, and Lichtenberg 2005 did not report their
funding source.

Design

All 29 studies were RCTs that compared an eligible psychological
intervention to a control intervention (TAU or waiting list or active
control condition). Across all included studies, there were 2599
participants (n =252 for CBT; n =696 for BA; n =137 for PST; n=1381
for supportive and counselling interventions; n = 93 for MBCT; n =
40 for IPT).

CBT-based therapies
Cognitive behavioural therapy (CBT)
Participants and setting

Belleville 2018 recruited people meeting criteria for single- or
multiple-domain amnestic MCI (Petersen 2004), from memory
clinics in Canada. Burgener 2008 recruited people living with mild
dementia in the USA but did not specify the setting. Spector
2015 recruited people with mild to moderate dementia and clinical
anxiety living in the community in the UK. Stanley 2013 recruited
people with mild to moderate dementia and clinical anxiety living
in the community in the USA.

Intervention and control groups

Belleville 2018 evaluated group CBT versus a no-contact control
condition. Burgener 2008 tested the effectiveness of a multimodal
intervention consisting of tai chi, CBT, and support groups
versus a control condition which consisted of information about
educational programs available. Both Spector 2015 and Stanley
2013 evaluated CBT-based interventions adapted for people with
anxiety and dementia versus TAU (medication or no treatment
in Spector 2015; diagnostic feedback in Stanley 2013).

Outcomes

All the CBT trials assessed both depression and anxiety
except Burgener 2008, which assessed only depression. We
present the outcomes assessed across all CBT studies (Belleville
2018; Burgener 2008; Spector 2015; Stanley 2013), the details of
participants recruited, and interventions evaluated, in Table 1. All
four studies measured persistence of effects (assessed at 6 months,
and 40 weeks), but for Burgener 2008 and Spector 2015, data were
not available.

Behavioural activation (BA)
Participants and setting

Kurz 2012 recruited people living with mild Alzheimer's disease
(AD) in community settings in Germany, and Lai 2020 recruited

people living with mild to moderate dementia in their own home
in Hong Kong. The Lichtenberg 2005 study was conducted in
special dementia care nursing home units in the USA. Both Lu
2016 and Rovner 2018 recruited people with a diagnosis of MCI
living in the community in the USA, and Orgeta 2019 recruited
people living with mild dementia in the community in the UK. In
the Teri 1997 trial, participants lived in their own home (USA), and
in the Travers 2017 study, participants were people with dementia
living in nursing homes (Australia). Both the Teri 1997 and Travers
2017 studies recruited people with mild to moderate dementia
and depression or depressive symptoms at baseline. In the Teri
1997 trial, all participants met Research Diagnostic Criteria (RDC)
and Diagnostic and Statistical Manual of Mental Disorders, 3rd
Edition, Revised (DSM-III-R) criteria for major or minor depressive
disorder and had a Hamilton Depression Rating Scale (HDRS) score
of at least 10. In the study by Travers 2017, participants scored 4 or
higher on the 12-item Geriatric Depression Scale (GDS).

Intervention and control groups

Kurz 2012 evaluated a BA program versus a control
intervention incorporating standard medical management for early
dementia. Lai 2020 evaluated behavioural activity scheduling
versus dementia care education over 10 weeks. Lichtenberg
2005 evaluated a behavioural treatment program adapted for
people living with dementia in nursing homes versus usual care
comprised of regular activities provided within the home. Lu
2016 evaluated an intervention primarily aimed at increasing
meaningful activity through planning, versus a control intervention
comprised of receiving an educational brochure and follow-
up calls every two weeks. Orgeta 2019 evaluated BA adapted
for people living with mild dementia versus TAU, comprising
treatments in line with the National Institute for Health and Care
Excellence (NICE) guidelines. Rovner 2018 evaluated BA aimed
at increasing cognitive, physical, and/or social activity versus a
supportive control intervention focusing on conveying empathy
and optimism. Teri 1997 evaluated pleasant-event scheduling
(of enjoyable activities) and modifying problem behaviours
(behavioural and psychological symptoms) versus usual care,
consisting of advice and information about support services
available and a separate waiting list-control group. Travers
2017 evaluated pleasant-event scheduling of enjoyable activities
versus a walking and talking intervention with a volunteer for 30
minutes each week.

Outcomes

All studies except Lai 2020 assessed depression. None of the
trials assessed anxiety. We present the outcomes assessed across
all BA studies (Kurz 2012; Lai 2020; Lichtenberg 2005; Lu 2016;
Orgeta 2019; Rovner 2018; Teri 1997; Travers 2017), the details of
participants recruited, and the interventions evaluated, in Table 2.
Persistence of effects was assessed by Orgeta 2019 (six months)
and Teri 1997 (six months), but study data were not available for
the Teri 1997 study.

Problem-solving therapy (PST)
Participants and setting

Kiosses 2010 and Kiosses 2015 recruited older people with major
depression, advanced cognitive impairment, and disability living
in the community in the USA. Teri 1997 included people with mild
to moderate dementia living in the community, also in the USA.
In this study, all participants met RDC and DSM-III-R criteria for
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major or minor depressive disorder and had a HDRS score of at
least 10. Kiosses 2010 recruited people with a diagnosis of unipolar
major depressive disorder based on Structured Clinical Interview
for DMS (SCID) and Structured Clinical Interview for DSM-IV (SCID-
IV) criteria, and who had a score of 17 or higher on the HDRS. In the
study by Kiosses 2015, all participants had non-psychotic, unipolar
major depressive disorder based on Structured Clinical Interview
for DSM-IV-TR (SCID-R) criteria, and scored 17 or higher on the
Montgomery-Asberg Depression Rating Scale.

Intervention and control groups

Kiosses 2010 and Kiosses 2015 evaluated Problem Adaptation
Therapy, aimed at reducing depression and disability versus
a home-delivered supportive control intervention focusing on
empathic listening, encouragement, and use of reflection and
emotion processing. Teri 1997 evaluated problem-solving therapy
versus usual care (consisting of advice and information about
support services available and a separate waiting list-control

group).
Outcomes

Both the Kiosses 2010 and Kiosses 2015 studies measured
depression at the end of 12-week interventions, and Teri 1997 at the
end of a 10-week intervention. None of the PST studies measured
anxiety as an outcome. We present the outcomes assessed across
all PST studies (Kiosses 2010; Kiosses 2015; Teri 1997), the details
of participants recruited, and the interventions evaluated, in Table
3. Teri 1997 measured persistence of effects at six months but data
were not available.

Supportive and counselling therapies
Participants and setting

Bruvik 2013 recruited people living with mild dementia in
the community in Norway. The studies by Jha 2013, Marshall
2015, and Quinn 2016 recruited people living with dementia
in their own home in the UK. Both the Koivisto 2016 and
the Laakkonen 2016 studies recruited people living with dementia
in Finland. Logsdon 2010 recruited people living with mild to
moderate dementia in the community in the USA. Nordheim
2019 recruited people living with mild to moderate dementia in
community settings in Germany. Tappen 2009 recruited people
living with dementia in a long-term care facility in the USA,
and Waldorff 2012 recruited community-dwelling people living with
mild AD in Denmark. Young 2014 recruited people living with mild
dementia in China.

Intervention and control groups

Bruvik 2013 evaluated a counselling intervention versus a control
condition comprised of receiving information about available
services or support as required. Jha 2013 evaluated a well-
being recovery-orientated counselling intervention versus a fixed
package of care consisting of monthly visits for six months. Koivisto
2016 evaluated enhanced counselling support versus basic
information about AD and access to regular services. Laakkonen
2016 evaluated a supportive therapy intervention based on
psychosocial rehabilitation versus usual care which comprised
regular health and social care services and advice about
nutrition and exercise. Logsdon 2010 evaluated the effectiveness
of structured support groups versus a waiting-list control
condition comprised of educational materials about dementia and

support services available. Marshall 2015 evaluated a supportive
therapy intervention known as Living Well with Dementia,
incorporating psycho-education about dementia, versus usual
care. Nordheim 2019 evaluated couples-based counselling versus
standard care. Quinn 2016 evaluated a supportive group therapy
intervention incorporating information about dementia versus TAU
comprised of access to routine memory clinic services. Tappen
2009 assessed a counselling intervention adapted for people
living with dementia in care homes versus usual care provided
by staff at the long-term care facility. Waldorff 2012 assessed
the effectiveness of a counselling intervention versus information
about local support available. Young 2014 evaluated a supportive
therapy intervention incorporating provision of information and
support about dementia versus standardised educational written
materials about dementia.

Outcomes

All studies except Laakkonen 2016 measured depression, and
only the study by Quinn 2016 measured anxiety as an outcome.
We present the outcomes assessed across all supportive and
counselling intervention studies (Bruvik 2013; Jha 2013; Koivisto
2016; Laakkonen 2016; Logsdon 2010; Marshall 2015; Nordheim
2019; Quinn 2016; Tappen 2009; Waldorff 2012; Young 2014), the
details of participants recruited, and the interventions evaluated,
in Table 4. Marshall 2015 assessed persistence of effects at 22
weeks, and Quinn 2016 assessed persistence of effects at six
months post-intervention (but data were not reported in a form
that could be included in a meta-analysis). The study by Waldorff
2012 examined persistence of effects of the intervention at three
years.

Third-wave mindfulness-based interventions
Participants and setting

Churcher Clarke 2017 recruited people with mild to moderate
dementia living in care homes in the UK. Both the Larouche
2019 and Wells 2013 studies recruited people with MCI living in the
community in Canada and the USA, respectively.

Intervention and control groups

Churcher Clarke 2017 evaluated an adapted group-based
mindfulness intervention versus regular services provided within
the home. Both Larouche 2019 and Wells 2013 evaluated
mindfulness-based group cognitive therapy versus usual care
(comprised of psycho-education about ageing and dementia and
coping with cognitive decline in Larouche 2019; usual care in Wells
2013).

Outcomes

The studies by Churcher Clarke 2017 and Larouche 2019 assessed
both depression and anxiety. Wells 2013 assessed only depression.
We present the outcomes assessed across all third-wave MBCT
interventions (Churcher Clarke 2017; Larouche 2019; Wells 2013),
the details of participants recruited, and the interventions
evaluated, in Table 5. Larouche 2019 assessed persistence of effects
at three months.

Interpersonal therapy (IPT)
Participants and setting

Burns 2005 recruited people with mild AD living in the community
in the UK.
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Intervention and control groups

The study evaluated a brief psychodynamic IPT intervention versus
standard care which consisted of general advice about dementia,
treatments and outpatient review.

Outcomes

Burns 2005 measured depression, but not anxiety, as an outcome.
We present all other outcomes assessed by Burns 2005, the details
of participants and of the intervention in Table 6. The study also
assessed persistence of effects at three months.

Excluded studies

We excluded a total of 53 studies after detailed examination, and
provide the reasons for exclusion in the Characteristics of excluded
studies table.

Risk of bias in included studies

Three review authors (VO, PL, AM) independently extracted
information about risk of bias. Figure 2 presents a summary
of judgments about each risk of bias item for each included
study, and Figure 3 presents the assessments about each risk of
bias item presented as percentages across all included studies
(Characteristics of included studies). None of the studies were
classified as having low risk of bias in all domains of risk
assessment.
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Figure 2. Risk of bias summary: review authors' judgements about each risk of bias item for each included study
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Figure 3. Risk of bias graph: review authors' judgements about each risk of bias item presented as percentages

across all included studies

Random sequence generation (selection bias) [N |

Allocation concealment (selection bias) [N |

Blinding of participants and personnel (performance bias): All outcomes | |
Blinding of outcome assessment (detection bias): All outcomes [NNEEEEEEEY B
Incomplete outcome data (attrition bias): All outcomes [N |

Selective reporting (reporting bias) DI ]

Other bias [

0%

25% 50% 75%  100%

| I Low risk of bias

[] Unclear risk of bias

Bl High risk of bias |

Allocation

For the domain of random sequence generation, we considered 11
studies to be at unclear risk of bias due to insufficient information
on how the random assignment was performed (Burgener 2008;
Kiosses 2010; Lichtenberg 2005; Logsdon 2010; Lu 2016; Marshall
2015; Stanley 2013; Tappen 2009; Teri 1997; Wells 2013; Young
2014). We judged the remaining studies to be at low risk of bias in
this domain.

For the allocation concealment domain, we judged 14 studies to
be at unclear risk of bias, due to insufficient information provided
in the published reports (Burgener 2008; Churcher Clarke 2017;
Kiosses 2010; Kiosses 2015; Kurz 2012; Larouche 2019; Lichtenberg
2005; Logsdon 2010; Stanley 2013; Tappen 2009; Teri 1997; Travers
2017; Wells 2013; Young 2014). We judged the remaining studies to
be at low risk of bias in this domain.

Blinding

We rated all studies as having an unclear risk in the domain of
performance bias, given that both personnel and participants were
not blinded in most of the studies.

We assessed the majority of studies as low risk in the domain of
detection bias, with most studies reporting that assessors were
blind to treatment allocation. However, four studies did not provide
information as to whether assessors were blind (Burgener 2008;
Burns 2005; Logsdon 2010; Lu 2016), and we therefore rated these
as having an unclear risk in this domain. We assessed one study,
Travers 2017, to be at high risk of detection bias, as this study

reported that it was not possible to blind all or some assessors to
treatment allocation.

Incomplete outcome data

We rated most studies as low risk in the domain of attrition bias.
However, we judged four studies to have an unclear risk of bias
in this domain due to not providing sufficient information on how
missing data were handled (Jha 2013; Lu 2016; Teri 1997; Tappen
2009).

Selective reporting

For four studies (Burns 2005; Kurz 2012; Quinn 2016; Teri 1997),
there was evidence of selective reporting; we therefore judged
these studies as having an unclear risk in this domain. All the
remaining studies reported all pre-specified outcomes, and we
classified these as low risk of bias. We were able to access study
protocols for the following studies: Belleville 2018, Kiosses 2015,
Marshall 2015, Nordheim 2019, Orgeta 2019, Quinn 2016, Rovner
2018, Spector 2015, and Waldorff 2012. For the remaining studies,
we relied on the list of outcomes provided in the methods section
of the articles to assess this form of bias.

Other potential sources of bias

Weidentified no otherapparent biasin each of theincluded studies.

Effects of interventions

See: Summary of findings 1 CBT treatments compared to
treatment as usual for depression and anxiety for people with
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dementia and MCI; Summary of findings 2 Supportive and
counselling interventions compared to treatment as usual for
depression and anxiety for people with dementia

We were able to conduct a number of meta-analyses for
the comparisons of CBT-based interventions and supportive
and counselling interventions with control conditions (which
varied from usual care, to psycho-education, and services above
usual care including active control conditions for the CBT-based
treatments). We were able to extract data on the primary
outcome of depressive symptoms for both CBT-based interventions
and supportive and counselling interventions versus TAU. Data
on depression remission were only available for CBT-based
interventions. We also examined the effectiveness of CBT-based
treatments and supportive and counselling interventions on
symptoms of anxiety versus TAU. Only one study of the supportive
and counselling interventions assessed anxiety as an outcome and
no studies assessed depression remission.

We were able to undertake meta-analyses on the secondary
outcomes of quality of life, ADL, cognition, neuropsychiatric
symptoms, and carer depressive symptoms for both CBT-based
and supportive and counselling interventions versus control
conditions. In addition, we examined the effectiveness of CBT-
based interventions versus usual care for carer burden.

We report narratively the results of the one study of IPT and the
three studies of third-wave mindfulness-based interventions.

A negative effect size favours psychological interventions for the
outcomes of depression, anxiety, ADL, neuropsychiatric symptomes,
carer depression, and carer burden. A positive effect size favours
psychological interventions for the outcomes of depression
remission, quality of life, and cognition.

All outcomes were assessed at the end of the treatment periods.
We were also able to examine the persistence of effects of CBT-
based treatments for five outcomes (depressive symptoms, anxiety
symptoms, quality of life, ADL, and carer depressive symptoms).

Effects of CBT-based treatments versus treatment as usual or
active control

We present a summary of findings and assessment of the certainty
of the evidence in the Summary of findings 1.

Primary outcomes
Depression

The meta-analysis of effects of CBT-based treatments (CBT, BA,
PST) on depressive symptoms measured at the end of treatment
included 893 participants and pooled data from 13 studies.
We found that CBT-based interventions were probably slightly
better than TAU or active control (SMD -0.23, 95% Cl -0.37 to
-0.10; moderate-certainty evidence; Analysis 1.1; Figure 4) in
reducing depressive symptoms for people with dementia and
MCI at post-treatment, representing a small effect; with moderate
heterogeneity between studies (12 = 54%); and very low risk of
publication bias when examining the funnel plot (Figure 5).

Figure 4. Forest plot of comparison: 1 Cognitive behavioural therapies versus treatment as usual, outcome: 1.1

Depressive symptoms post-treatment.

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
1.1.1 Criterion-based depression diagnosis at baseline

Kiosses 2010 -13.48 5.65 15 -8.65 6.37 15 3.2% -0.78 [-1.53, -0.03]

Kiosses 2015 -10.53 7.29 37 -5.72 7.44 37 8.2% -0.65 [-1.11, -0.18] —_—

Teri 1997 -5.3 4 23 0.1 3.86 15 3.4% -1.34[-2.06, -0.62]

Teri 1997 -3.8 2.3 19 0.1 3.86 15 3.2% -1.24[-1.98, -0.49]

Travers 2017 0.5 3.41 10 1.5 4.89 8 2.0% -0.23 [-1.16, 0.70] [ E—
Subtotal (95% CI) 104 90  20.0% -0.84 [-1.14, -0.54] ‘
Heterogeneity: Chi? = 5.23, df = 4 (P = 0.26); I = 24%

Test for overall effect: Z = 5.50 (P < 0.00001)

1.1.2 No criterion-based depression diagnosis at baseline

Belleville 2018 -0.18 4.5 40 0.24 3.73 38 9.0% -0.10 [-0.54 , 0.34] —
Burgener 2008 0.4 4.47 19 0.9 4.47 14 3.7% -0.11 [-0.80, 0.58] —
Kurz 2012 -1.58 3.83 92 -0.75 4.13 97  21.8% -0.21[-0.49, 0.08] —]
Lichtenberg 2005 0.3 4.67 9 1.3 4.02 11 2.3% -0.22[-1.11, 0.66] _
Lu 2016 -1.02 5.36 20 -1.97 5.48 20 4.6% 0.17 [-0.45, 0.79] JR
Orgeta 2019 -2.04 6.37 36 -0.8 6.7 17 5.3% -0.19[-0.77, 0.39] —_—
Rovner 2018 -0.07 1.38 111 -0.14 1.27 110 25.7% 0.05[-0.21, 0.32] N
Spector 2015 -3.62 7.68 21 -1.28 10.1 18 4.5% -0.26 [-0.89, 0.37] —
Stanley 2013 -1.5 8.41 11 -1.5 9.11 15 3.0% 0.00[-0.78, 0.78] R U
Subtotal (95% CI) 359 340 80.0% -0.08 [-0.23, 0.07] ‘
Heterogeneity: Chi? = 2.96, df = 8 (P = 0.94); 12 = 0%

Test for overall effect: Z = 1.04 (P = 0.30)

Total (95% CI) 463 430 100.0% -0.23 [-0.37, -0.10] ‘
Heterogeneity: Chi2 = 27.99, df = 13 (P = 0.009); 12 = 54%

Test for overall effect: Z = 3.39 (P = 0.0007) _:2 _:1 :1 é

Test for subgroup differences: Chi2 = 19.80, df = 1 (P < 0.00001), 12 = 95.0%
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Figure 5. Funnel plot of comparison: 1 Cognitive behavioural therapies versus treatment as usual, outcome: 1.1
Depressive symptoms post-treatment.
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We investigated whether the effect of CBT-based treatments
on depressive symptoms at the end of treatment varied with
participants' level of depression at baseline (Analysis 1.1). One
subgroup consisted of studies in which all participants had either
a criterion-based diagnosis of a depressive disorder or clinically
significant depressive symptoms at baseline; in the other subgroup,
there were no depression-related participant inclusion criteria.
There was a large effect favouring CBT treatments in studies
which included people with a depression diagnosis or depressive
symptoms at baseline (SMD -0.84, 95% Cl -1.14 to -0.54; 1? = 24%;
4 studies, 194 participants), but little or no effect of treatment
in studies including people with no diagnosis of depression or
depressive symptoms at baseline (SMD -0.08, 95% Cl -0.23 t0 0.07; |2
=0%; 9 studies, 699 participants). However, we also noted that the
four studies which recruited participants who had either a criterion-

based diagnosis of a depressive disorder or clinically significant
depressive symptoms at baseline included all three of the studies
of problem-solving therapy; these three studies accounted for 138
of the 194 participants in this subgroup.

In a second between-study subgroup analysis, we investigated
whether the effect of CBT-based treatments on depressive
symptoms at the end of treatment varied with cognitive diagnosis
(dementia or MCI). Results are presented in Analysis 1.2; Figure 6.
We found a significant difference between subgroups, suggesting
that CBT interventions may be superior to TAU for people with
dementia (SMD -0.40, 95% CI -0.57 to -0.23; 1 = 44%; 10 studies, 554
participants), but not for people with MCI (SMD 0.03, 95% CI -0.18
to 0.24; 12 = 0%; 3 studies, 339 participants).
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Figure 6. Forest plot of comparison: 1 Cognitive behavioural therapies versus treatment as usual, outcome: 1.2
Depressive symptoms post-treatment subgroup analysis - type of cognitive diagnosis (dementia vs MCI).

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
1.2.1 Dementia

Burgener 2008 0.4 4.47 19 0.9 4.47 14 3.7% -0.11[-0.80, 0.58] _
Kiosses 2010 -13.48 5.65 15 -8.65 6.37 15 3.2% -0.78 [-1.53, -0.03]

Kiosses 2015 -10.53 7.29 37 -5.72 7.44 37 8.2% -0.65[-1.11,-0.18] —_—

Kurz 2012 -1.58 3.83 92 -0.75 4.13 97 21.8% -0.21[-0.49, 0.08] —
Lichtenberg 2005 0.3 4.67 9 1.3 4.02 11 2.3% -0.22 [-1.11, 0.66] _
Orgeta 2019 -2.04 6.37 36 -0.8 6.7 17 5.3% -0.19 [-0.77, 0.39] —_—
Spector 2015 -3.62 7.68 21 -1.28 10.1 18 4.5% -0.26 [-0.89, 0.37] —_—
Stanley 2013 -1.5 8.41 11 -1.5 9.11 15 3.0% 0.00 [-0.78, 0.78] R S
Teri 1997 -5.3 4 23 0.1 3.86 15 3.4% -1.34[-2.06 , -0.62]

Teri 1997 -3.8 23 19 0.1 3.86 15 3.2% -1.24[-1.98, -0.49]

Travers 2017 0.5 341 10 1.5 4.89 8 2.0% -0.23[-1.16, 0.70] R —
Subtotal (95% CI) 292 262 60.6% -0.40 [-0.57 , -0.23] ‘
Heterogeneity: Chi2 = 17.79, df = 10 (P = 0.06); 12 = 44%

Test for overall effect: Z = 4.59 (P < 0.00001)

1.2.2 MCI

Belleville 2018 -0.18 4.5 40 0.24 3.73 38 9.0% -0.10 [-0.54 , 0.34] —
Lu 2016 -1.02 5.36 20 -1.97 5.48 20 4.6% 0.17 [-0.45, 0.79] PR
Rovner 2018 -0.07 1.38 111 -0.14 1.27 110 25.7% 0.05[-0.21, 0.32] ——
Subtotal (95% CI) 171 168  39.4% 0.03 [-0.18 , 0.24]

Heterogeneity: Chi2 = 0.56, df = 2 (P = 0.76); 2= 0%

Test for overall effect: Z = 0.29 (P = 0.77)

Total (95% CI) 463 430 100.0% -0.23 [-0.37, -0.10] ‘
Heterogeneity: Chi2 = 27.99, df = 13 (P = 0.009); 12 = 54%

Test for overall effect: Z = 3.39 (P = 0.0007) 4 3

Test for subgroup differences: Chi2 = 9.65, df = 1 (P = 0.002), 12 = 89.6%

We found low-certainty evidence that CBT treatments may be
favoured in comparison to TAU or active control for depression
remission at the end of treatment (risk ratio (RR) 1.84, 95% ClI

Favours treatment Favours usual care

1.18 to 2.88, I> = 0%; 2 studies, with one study contributing two
independent comparisons, 146 participants; Analysis 1.3; Figure 7),
representing a large effect.

Figure 7. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.2

Depression remission post-treatment.

Cognitive behavioural therapies

Treatment as usual

Risk Ratio Risk Ratio

Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI

Kiosses 2015 14 37 5 37 26.4% 2.80[1.12,6.98] -

Teri 1997 12 23 6 15  38.3% 1.30[0.63, 2.71] -

Teri 1997 13 19 6 15 35.4% 1.71[0.86, 3.41] .

Total (95% CI) 79 67 100.0% 1.84[1.18, 2.88] ‘

Total events: 39 17

Heterogeneity: Chiz = 1.70, df = 2 (P = 0.43); 2 = 0% 0.001 01 10 1000

Test for overall effect: Z = 2.68 (P = 0.007)
Test for subgroup differences: Not applicable

CBT-based interventions may not differ from control interventions
in their long-term effect on depressive symptoms (SMD -0.13, 95%
Cl -0.35 to 0.09; I = 0%; 4 studies, 317 participants; low-certainty
evidence; Analysis 1.4).

Anxiety

We found very low-certainty evidence that CBT-based treatments
did not differ from control in reducing anxiety symptoms measured

Favours usual care Favours treatment

at end of treatment (SMD -0.03, 95% Cl -0.36 to 0.30; |12 = 36%;
3 studies, 143 participants; Analysis 1.5; Figure 8), and long-
term (SMD -0.06, 95% Cl| -0.47 to 0.35; 12 = 40%; 2 studies, 95
participants; Analysis 1.6).
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Figure 8. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.4

Anxiety symptoms post-treatment.

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI

Belleville 2018 033 6.71 40 -1.06 699 38 55.3% 0.20 [-0.24, 0.65]

Spector 2015 -4.43 8.51 21 311 841 18 27.5% -0.15[-0.78,, 0.48]

Stanley 2013 -36 441 11 07 492 15 17.2% -0.60 [-1.39, 0.20]

Total (95% CI) 72 71 100.0% -0.03 [-0.36, 0.30]

Heterogeneity: Chi2 = 3.11, df = 2 (P = 0.21); 2 = 36%

Test for overall effect: Z = 0.20 (P = 0.84) 4 2 0 2 4

Test for subgroup differences: Not applicable Favours treatment Favours usual care
Secondary outcomes 9), representing a small effect. We found no evidence of publication
Quality of life bias (Figure 10). We found very low-certainty evidence that CBT may

also be associated with a small improvement in patient carer-rated

There was moderate-certainty evidence that CBT-based quality of life measured at long-term follow-up, but this result is

interventions probably improve patient carer-rated quality of life
compared to usual care at the end of treatment (SMD 0.31, 95% Cl
0.13t0 0.50; 1>=29%; 7 studies, 459 participants; Analysis 1.7; Figure

imprecise and very uncertain (SMD 0.20, 95% CI -0.05 to 0.45; > =
0%; 3 studies, 249 participants; Analysis 1.8).

Figure 9. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.6

Quality of life post-treatment.

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI

Kurz 2012 -1.1 10.4 92 -2.06 13.08 97  42.8% 0.08 [-0.20, 0.37] L

Lai 2020 4.07 2.61 50 0.54 5.82 50 21.0% 0.78 [0.37, 1.18] —_

Lu 2016 2.35 9.03 16 1.07 9.22 19 7.9% 0.14 [-0.53, 0.80] —

Orgeta 2019 7.29 19.62 36 -1.78 14.72 17 10.2% 0.49 [-0.09, 1.08] I

Spector 2015 0.05 7.11 20 -2.39 8.57 18 8.5% 0.30 [-0.34, 0.95] —-—

Stanley 2013 2 8.57 11 -2.5 10.86 15 5.6% 0.44[-0.35, 1.23] —_—

Travers 2017 0.5 8.07 10 -1 20.72 8 4.0% 0.10[-0.84, 1.03] —_,

Total (95% CI) 235 224 100.0% 0.31[0.13, 0.50] ‘

Heterogeneity: Chi? = 8.46, df = 6 (P = 0.21); I2=29%

Test for overall effect: Z = 3.28 (P = 0.001) D 1 0 1 2

Test for subgroup differences: Not applicable Favours usual care Favours treatment
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Figure 10. Funnel plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.6

Quality of life post-treatment.
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Activities of daily living (ADL) publication bias present (Figure 12). There was no evidence of
There was moderate-certainty evidence that CBT-based a persistent effect meafured at long tfarm follow UP'(SMD 0.01,
95% Cl -0.24 to 0.23; I* = 0%; 3 studies, 291 participants; very

interventions are probably better than TAU or active control at
improving ADL for people with dementia and MCI at end of
treatment (SMD -0.25, 95% CI -0.40 to -0.09; |12 = 34%; 7 studies,
680 participants; Analysis 1.9; Figure 11), with no evidence of

low-certainty evidence; Analysis 1.10). There was no evidence of a
significant difference between subgroups of people with dementia
and those with MCI for activities of daily living at the end of
treatment (Analysis 1.11; Figure 13).

Figure 11. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.8

Activities of daily living post-treatment.

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference
1V, Fixed, 95% CI

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI

Belleville 2018 -0.61 7.25 40 -0.54 7.93 38 11.8% -0.01 [-0.45, 0.43] ——

Kiosses 2010 -10.58 7.33 15 -2.88 6.92 15 3.9% -1.05 [-1.82, -0.28]

Kiosses 2015 -5.83 10.47 37 -0.16 7.86 37 10.7% -0.61 [-1.07 , -0.14] —

Kurz 2012 0.13 1.25 92 0.28 1.53 97  28.5% -0.11 [-0.39, 0.18] -

Lu 2016 -1.03 11.68 16 -0.95 12.48 19 5.2% -0.01 [-0.67 , 0.66] JR S

Orgeta 2019 -0.84 10.56 36 1.96 10.4 17 6.9% -0.26 [-0.84 , 0.32] —

Rovner 2018 -0.15 10.15 111 2.56 9.31 110 33.0% -0.28 [-0.54 , -0.01] -

Total (95% CI) 347 333 100.0% -0.25 [-0.40 , -0.09] ‘
Heterogeneity: Chi? =9.05, df =6 (P =0.17); I = 34% ) ) )

Test for overall effect: Z = 3.18 (P = 0.001)
Test for subgroup differences: Not applicable

2 1 0 1 2
Favours treatment Favours usual care
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Figure 12. Funnel plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.8
Activities of daily living post-treatment.
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Figure 13. Forest plot of comparison: 1 Cognitive behavioural therapies versus treatment as usual, outcome: 1.11
Activities of daily living post-treatment subgroup analysis - type of cognitive diagnosis (dementia vs MCI).

Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
1.11.1 Dementia
Kiosses 2010 -10.58 7.33 15 -2.88 6.92 15 3.9% -1.05[-1.82,-0.28] ¢——
Kiosses 2015 -5.83 10.47 37 -0.16 7.86 37 10.7% -0.61 [-1.07 , -0.14] —_—
Kurz 2012 0.13 1.25 92 0.28 1.53 97  28.5% -0.11 [-0.39, 0.18] —
Orgeta 2019 -0.84 10.56 36 1.96 10.4 17 6.9% -0.26 [-0.84 , 0.32] _
Subtotal (95% CI) 180 166  49.9% -0.31 [-0.52, -0.09] ‘

Heterogeneity: Chi2 = 7.08, df = 3 (P = 0.07); 12 = 58%
Test for overall effect: Z = 2.81 (P = 0.005)

1.11.2 MCI

Belleville 2018 -0.61 7.25 40 -0.54 7.93 38 11.8% -0.01[-0.45, 0.43] RN S
Lu 2016 -1.03 11.68 16 -0.95 12.48 19 5.2% -0.01[-0.67, 0.66] RN S
Rovner 2018 -0.15 10.15 111 2.56 9.31 110 33.0% -0.28 [-0.54, -0.01] — |
Subtotal (95% CI) 167 167  50.1% -0.19 [-0.40, 0.03] ‘

Heterogeneity: Chi? = 1.35, df = 2 (P = 0.51); I> = 0%
Test for overall effect: Z = 1.69 (P = 0.09)

Total (95% CI) 347 333 100.0% -0.25 [-0.40, -0.09] ‘

Heterogeneity: Chi? = 9.05, df =6 (P =0.17); I = 34%

Test for overall effect: Z = 3.18 (P = 0.001) 1 05 0 05 1

Test for subgroup differences: Chi2 = 0.62, df = 1 (P = 0.43), 12 = 0% Favours treatment Favours usual care
Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 23

Copyright © 2022 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Cognition

We found low-certainty evidence that there may be little or no
difference between CBT-based interventions and usual care or

active control for the cognitive function of people with dementia

and MCI at the end of treatment (SMD 0.13, 95% Cl -0.04 to 0.30; I?

=0%; 5 studies, 535 participants; Analysis 1.12; Figure 14).

Figure 14. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.10

Cognition post-treatment.

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Burgener 2008 0.4 4.67 19 -0.5 9.21 14 6.1% 0.13[-0.56 , 0.82] [ F—

Kurz 2012 -1.48 3.77 83 -2.22 3.24 88 32.1% 0.21[-0.09, 0.51] e

Rovner 2018 0.11 2.1265 111 -0.2 1.905 110 41.6% 0.15[-0.11, 0.42] =

Spector 2015 1.3 6.72 20 -0.17 8.47 18 7.1% 0.19 [-0.45, 0.83] —

Teri 1997 -0.9 3.1 23 -0.43 3.69 15 6.8% -0.14[-0.79, 0.51] —_—

Teri 1997 -1 2.9 19 -0.43 3.69 15 6.3% -0.17 [-0.85, 0.51]

Total (95% CI) 275 260 100.0% 0.13 [-0.04, 0.30]

Heterogeneity: Chi? = 1.74, df = 5 (P = 0.88); I = 0% r

Test for overall effect: Z = 1.52 (P = 0.13) _:2 R 0 1 j

Test for subgroup differences: Not applicable

Neuropsychiatric symptoms

There was very low-certainty evidence that CBT-based treatments
may not differ from usual care for patient neuropsychiatric

Favours usual care Favours treatment

symptoms at the end of treatment (SMD -0.06, 95% CI -0.26 to 0.14;
I2 = 55%; 5 studies, 401 participants; Analysis 1.13; Figure 15).

Figure 15. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.11

Neuropsychiatric symptoms post-treatment.

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 0.11 6.43 92 -1.38 6.09 97  48.2% 0.24[-0.05, 0.52]

Lai 2020 -3.7 8.43 50 0.5 9.14 50  25.0% -0.47 [-0.87 , -0.08] -
Lichtenberg 2005 -7.5 10.51 9 -5.4 8.28 11 5.1% -0.22 [-1.10, 0.67]

Orgeta 2019 -3.17 16.09 36 0.85 14.41 17 11.8% -0.25[-0.83, 0.32]

Spector 2015 -3.29 24.78 21 0.61 18.2 18 9.9% -0.17 [-0.80, 0.46]

Total (95% CI) 208 193 100.0% -0.06 [-0.26 , 0.14]

Heterogeneity: Chi? = 8.98, df = 4 (P = 0.06); I2 = 55%
Test for overall effect: Z = 0.61 (P = 0.54)
Test for subgroup differences: Not applicable

Carer depression

We pooled six studies to assess the effectiveness of CBT-
based treatments compared to usual care on carers' depressive
symptoms. We found very low-certainty evidence that CBT-based
treatments may not differ from usual care in their effect at the end
of treatment (SMD -0.09, 95% Cl -0.29 to 0.10; 12 = 53%); 6 studies,

+ t t + t
2 -1 0 1 2
Favours treatment Favours usual care

413 participants; Analysis 1.14; Figure 16), with no evidence of
publication bias (Figure 17). Similarly, we found very low-certainty
evidence of little or no difference between CBT-based interventions
and control conditions for carer depression measured at long-term
follow-up (SMD 0.00, 95% Cl -0.25 to 0.26; |2 = 0%; 3 studies, 248
participants; Analysis 1.15).
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Figure 16. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.12

Carer depressive symptoms post-treatment.

Cognitive behavioural therapies

Treatment as usual

Total

Weight

Std. Mean Difference
1V, Fixed, 95% CI

Std. Mean Difference
1V, Fixed, 95% CI

Study or Subgroup Mean SD Mean SD
Kurz 2012 -0.07 4.99 92 -0.34 4.86 97  47.7% 0.05[-0.23, 0.34] L
Lu 2016 -0.71 4.3 17 -0.58 4.3 18 8.8% -0.03 [-0.69, 0.63] —
Orgeta 2019 0.12 4.65 36 0.32 3.92 17 11.7% -0.04 [-0.62, 0.53] ——
Spector 2015 -0.8 4.96 20 -1.06 3.04 18 9.6% 0.06 [-0.58 , 0.70] —_
Stanley 2013 0.3 4.79 11 -1.6 8.39 15 6.4% 0.26 [-0.52, 1.04] —
Teri 1997 -1.7 4.5 23 0.6 2.81 15 8.8% -0.57 [-1.24, 0.09] —
Teri 1997 -3.2 33 19 0.6 2.81 15 7.1% -1.20 [-1.94, -0.46] —_—

218 195 100.0% -0.09 [-0.29, 0.10]

Total (95% CI)

Heterogeneity: Chi? = 12.63, df = 6 (P = 0.05); I* = 53%
Test for overall effect: Z = 0.94 (P = 0.35)

_

t
2 -1
Favours treatment

Favours usual care

Test for subgroup differences: Not applicable

Figure 17. Funnel plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.12
Carer depressive symptoms post-treatment.

0+ SE(SMD) '
n
II\
1
T
[
I : \
0.1+ /I ! \\
/A
1 : \
II 1 O ‘\
1 ! \
1 | \
! | \
0.2+ oo
1 I \
] l \
I l \
] I \
I | \
1 | \
1 I \
0.3+ : o '
1 1 \
I \
o L
1 ] \
] | \
I \
O 1 : \
] \
0.4+ , o
] \ \
I | \
] | \
I X \
I . \
,’ I ‘\ SMD
0.5 } ; 1 f f
-2 -1 0 1 2
Carer burden the end of treatment (SMD 0.06, 95% CI -0.18 to 0.29; 2 studies,

289 participants; Analysis 1.16; Figure 18). There was substantial

We found very low-certainty evidence from two studies that CBT- . o
heterogeneity between these two studies (1> = 87%).

based treatments may have little or no effect on carer burden at
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Figure 18. Forest plot of comparison: 2 Cognitive behavioural therapies versus treatment as usual, outcome: 2.14

Carer burden post-treatment.

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 2.18 7.498 92 -0.27 8.74 97  65.6% 0.30[0.01, 0.59]
Lai 2020 -2.73 6.02 50 -0.35 5.67 50 34.4% -0.40 [-0.80, -0.01]
Total (95% CI) 142 147 100.0% 0.06 [-0.18 , 0.29]

Heterogeneity: Chi2 = 7.94, df = 1 (P = 0.005); I* = 87%
Test for overall effect: Z = 0.48 (P = 0.63)
Test for subgroup differences: Not applicable

Effects of supportive and counselling interventions versus
treatment as usual

We present a summary of findings and assessment of the certainty
of the evidence in the Summary of findings 2.

Primary outcomes
Depression

Pooling data from nine studies showed that, at the end of the
treatment period, supportive and counselling interventions may

4 2 0 2 4
Favours treatment Favours usual care

have little or no effect on depressive symptoms in people with
dementia compared to TAU (SMD -0.05, 95% Cl -0.18 to 0.07; > =
4%; 994 participants; low-certainty evidence; Analysis 2.1; Figure
19). We found no evidence of publication bias (Figure 20). Quinn
2016 conducted a very small pilot study (24 participants). They did
notreportdata on depression outcomes atthe end of treatmentina
formthat could beincluded in the meta-analysis, but because of the
size of the study, we do not consider this likely to have introduced
important publication bias.

Figure 19. Forest plot of comparison: 2 Supportive and counselling interventions versus treatment as usual,

outcome: 2.1 Depressive symptoms post-treatment.

Supportive and counselling therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Bruvik 2013 -0.7 7.78 93 -0.5 8.27 102 20.1% -0.02 [-0.31, 0.26] —

Jha 2013 -24 3.11 16 -2.4 3.5 17 3.4% 0.00 [-0.68 , 0.68] [ SE—
Koivisto 2016 -0.5 9.83 54 -2.27 11.69 76 13.0% 0.16 [-0.19, 0.51] J
Logsdon 2010 -0.29 4.93 92 0.64 5.25 44 12.3% -0.18[-0.54, 0.18] R
Marshall 2015 -0.8 6.08 28 0 5.52 27 5.7% -0.14[-0.66 , 0.39] PR B
Nordheim 2019 0.3 3.02 56 -0.4 29 52 11.1% 0.23[-0.14, 0.61] J I
Tappen 2009 -4.47 12.99 15 3.99 12.06 15 2.9% -0.66 [-1.39, 0.08] R
Waldorff 2012 0.4 4.71 130 1.31 5.23 141 27.9% -0.18 [-0.42, 0.06] —

Young 2014 -1.48 2.59 20 -1.9 3.5 16 3.7% 0.14 [-0.52, 0.79] R EN—
Total (95% CI) 504 490 100.0% -0.05 [-0.18, 0.07]

Heterogeneity: Chi2 = 8.32, df = 8 (P = 0.40); 12 = 4%

Test for overall effect: Z = 0.83 (P = 0.41) _’1 _(;_5 0 OfS i

Test for subgroup differences: Not applicable

Favours treatment Favours usual care
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Figure 20. Funnel plot of comparison: 2 Supportive and counselling interventions versus treatment as usual,

outcome: 2.1 Depressive symptoms post-treatment.

0- SE(SMD) A
//'\\
VAL
/ | \
VA T
/ | \
/ 1 \
0.1+ )/ ! Y
/O Y
/I o \\
/ : \
/ O \
0ol S 9 o\
/ 1 \
/ ) \
/ | \
/ X \
/ | \
/I O] : \\
034 /! ' \
/ I \
’ | \
/ I O \
// :O \\
/ \
O : \
0.4+ // ! \\
/ ! \
/ | \
/ I \
’ | \
/ 1 \
/ | \
/ I \ SMD
0.5 4 : Ly : —
-1 -0.5 0 0.5 1

Anxiety

In this comparison, only Quinn 2016 reported anxiety as an
outcome in a small pilot study of 24 participants (MD -0.80, 95% Cl

-3.07 to 1.47; very-low certainty evidence; Analysis 2.2; Figure 21).
This evidence is very uncertain and we cannot determine any effect
of supportive and counselling interventions on anxiety symptoms
in people with dementia.

Figure 21. Forest plot of comparison: 2 Supportive and counselling interventions versus treatment as usual,

outcome: 2.2 Anxiety symptoms post-treatment.

Mean Difference

Mean Difference

Study or Subgroup MD SE Weight 1V, Fixed, 95% CI IV, Fixed, 95% CI
Quinn 2016 -0.8  1.1582 100.0% -0.80 [-3.07, 1.47]
Total (95% CI) 100.0% -0.80 [-3.07 , 1.47]

Heterogeneity: Not applicable
Test for overall effect: Z = 0.69 (P = 0.49)
Test for subgroup differences: Not applicable

Secondary outcomes
Quality of life

Moderate-certainty evidence showed that supportive and
counselling interventions were probably slightly favoured
compared to TAU for patient quality of life measured at post-
treatment (SMD 0.15, 95% CI 0.02 to 0.28; 12 = 36%; 8 studies, 935

10 20
Favours usual care

20 -10 0

Favours treatment

participants; Analysis 2.3; Figure 22), representing a small effect;
inspection of the funnel plot showed no evidence of publication
bias (Figure 23). We were not able to include data from Quinn
2016 in the meta-analysis, but in this small study (24 participants),
people with dementia taking part in the supportive intervention
also had higher quality of life at three months than those receiving
usual care. Because of the small size of this study, we do not
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consider that its absence from the meta-analysis is likely to have
introduced bias.

Figure 22, Forest plot of comparison: 2 Supportive and counselling interventions versus treatment as usual,

outcome: 2.2 Quality of life post-treatment.

Supportive and counselling therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
Jha 2013 4 18.44 17 -2 52.95 17 3.7% 0.15[-0.53, 0.82] PR S
Koivisto 2016 -0.36 6.2283 54 1.22  7.0457 76 13.9% -0.23[-0.58, 0.12] =t
Laakkonen 2016 -0.03 0.041 67 -0.04 0.041 67 14.7% 0.24[-0.10, 0.58] S
Logsdon 2010 0.6 7.99 92 -1.07 8.38 44 13.1% 0.20[-0.16, 0.56] i -
Marshall 2015 -1.2 9.62 28 -1.1 8.72 27 6.1% -0.01[-0.54, 0.52] 4
Nordheim 2019 -2 8.07 56 -0.8 8.2 52 11.9% -0.15[-0.52, 0.23] JE .
Waldorff 2012 -0.7 4.64 130 -2.44 5.24 144 29.7% 0.35[0.11, 0.59] -
Young 2014 1.72 4.64 32 0.29 3.33 32 7.0% 0.35[-0.14, 0.84] J I
Total (95% CI) 476 459 100.0% 0.15 [0.02, 0.28]

Heterogeneity: Chi2 = 11.01, df = 7 (P = 0.14); I2 = 36%
Test for overall effect: Z = 2.19 (P = 0.03)
Test for subgroup differences: Not applicable
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Figure 23. Funnel plot of comparison: 3 Supportive and counselling interventions versus treatment as usual,

outcome: 3.2 Quality of life post-treatment.
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Usual care was slightly favoured compared to supportive and
counselling interventions at the end of treatment for performance

of ADL (SMD 0.17, 95% CI -0.01 to 0.34; 1> = 9%; 3 studies, 511
participants; very low-certainty evidence; Analysis 2.4; Figure 24),
but this result was very uncertain so we are unable to draw any
conclusion.
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Figure 24. Forest plot of comparison: 3 Supportive and counselling interventions versus treatment as usual,

outcome: 3.3 Activities of daily living post-treatment.

Supportive and counselling therapies Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
Koivisto 2016 25.25 16.01 54 19.2 17.85 76 24.7% 0.35[-0.00, 0.70]
Nordheim 2019 4.2 3.11 56 34 3.25 52 21.2% 0.25[-0.13, 0.63]
Waldorff 2012 6.21 10.3 130 5.64 12.6 143 54.1% 0.05[-0.19, 0.29]
Total (95% CI) 240 271 100.0% 0.17 [-0.01, 0.34]

Heterogeneity: Chi2 = 2.19, df =2 (P = 0.34); 2= 9%
Test for overall effect: Z = 1.87 (P = 0.06)
Test for subgroup differences: Not applicable

Cognition

We found low-certainty evidence that supportive and counselling
interventions may have little or no effect on cognition at the end

Favours treatment Favours usual care

of treatment (SMD 0.11, 95% Cl -0.03 to 0.26; |2 = 29%; 6 studies,
730 participants; Analysis 2.5; Figure 25); with no evidence of
publication bias (Figure 26).

Figure 25. Forest plot of comparison: 2 Supportive and counselling interventions versus treatment as usual,

outcome: 2.3 Cognition post-treatment.

Supportive and counselling therapies Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Jha 2013 0 8.48 17 -1 7.81 17 4.7% 0.12[-0.55, 0.79] PR R
Koivisto 2016 -7.09 491 54 -6.34 5.56 76 17.5% -0.14 [-0.49, 0.21] —=
Laakkonen 2016 -0.11 1.4349 67 -0.65 1.5169 67 18.3% 0.36 [0.02, 0.71] | =
Marshall 2015 -1.2 5.87 28 0.5 4.83 27 7.5% -0.31[-0.84, 0.22] —_—
Nordheim 2019 -1.4 6.54 56 -3.1 7.23 52 14.8% 0.25[-0.13, 0.62] i
Waldorff 2012 -1.44 3.22 130 -1.96 4.13 139 37.2% 0.14[-0.10, 0.38]

Total (95% CI) 352 378 100.0% 0.11 [-0.03 , 0.26]

Heterogeneity: Chi2 = 7.05, df =5 (P = 0.22); 2= 29%
Test for overall effect: Z = 1.51 (P = 0.13)
Test for subgroup differences: Not applicable
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Figure 26. Funnel plot of comparison: 3 Supportive and counselling interventions versus treatment as usual,
outcome: 3.4 Cognition post-treatment.
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Figure 27. Forest plot of comparison: 3 Supportive and counselling interventions versus treatment as usual,
outcome: 3.5 Neuropsychiatric symptoms post-treatment.

Supportive and counselling therapies Treatment as usual

Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Koivisto 2016 10.25 15.09 54 7.02 16.89 76 24.4% 0.20[-0.15, 0.55]
Logsdon 2010 -0.17 1.02 92 -0.04 1.02 44 23.1% -0.13[-0.49, 0.23]
Waldorff 2012 1.02 3.84 129 0.33 3.91 143 52.5%

0.18 [-0.06, 0.42]

Total (95% CI) 275 263 100.0% 0.11 [-0.06, 0.29]

Heterogeneity: Chi? = 2.22, df =2 (P = 0.33); I> = 10%

Test for overall effect: Z = 1.27 (P = 0.20) B 1 0 1 2
Test for subgroup differences: Not applicable Favours usual care

Favours treatment

Carer depression depression at the end of the intervention period (SMD 0.02, 95%

_ C 12 = A00%- : P . : .
We found very low-certainty evidence that supportive and (FZ_I 0.13;;0 0.17; I” = 40%; 4 studies, 704 participants; Analysis 2.7;
counselling interventions may have little or no effect on carer igure 28).
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Figure 28. Forest plot of comparison: 2 Supportive and counselling interventions versus treatment as usual,

outcome: 2.4 Carer depressive symptoms post-treatment.

Supportive and counselling therapies

Treatment as usual

Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI

Bruvik 2013 0 9.41 93 0 8.14 102 27.9% 0.00 [-0.28, 0.28] -
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Nordheim 2019 -0.1 3.02 56 0.5 29 52 15.4% -0.20 [-0.58 , 0.18] —=l

Waldorff 2012 1.16 4.59 128 0.2 4.27 143 38.6% 0.22 [-0.02, 0.46] tam

Total (95% CI) 331 373 100.0% 0.02 [-0.13, 0.17] 0

Heterogeneity: Chi? = 4.98, df = 3 (P = 0.17); 12 = 40%

Test for overall effect: Z =0.30 (P = 0.76) -2 -1 1 2

Test for subgroup differences: Not applicable Favours treatment Favours usual care
Persistence of effects of supportive and counselling Interpersonal therapy

interventions

Marshall 2015, Quinn 2016, and Waldorff 2012 were the only
studies measuring persistence of effects long-term, at 22 weeks,
6 months, and 3 years, respectively. Marshall 2015 reported no
long-term differences between a supportive intervention and a
control intervention for all outcomes other than self-esteem, which
increased for the intervention group at 22 weeks. In the study
by Quinn 2016 (data not in an extractable format suitable for meta-
analysis), depression was lower in the intervention group at six
months and quality of life ratings higher; however, intervention
participants had higher anxiety scores at long-term follow-
up. Waldorff 2012 reported no differences between counselling
and control groups on any of the outcomes assessed at three-
year follow-up. We decided not to extract data from the Marshall
2015 and Waldorff 2012 studies due to the large variation in the
long-term follow-up reported between these two studies (five
months versus three years).

Third-wave interventions

We decided not to pool any data from studies investigating third-
wave interventions as extractable data were available for only
two of the studies (Churcher Clarke 2017; Larouche 2019), and
these tested effectiveness of third-wave interventions in different
populations and settings: people living with dementia in nursing
homes (Churcher Clarke 2017), versus people with MCI living in
community settings (Larouche 2019).

Churcher Clarke 2017 reported a significantimprovement in quality
of life in the intervention group compared to control at end of
treatment (10 weeks; P = 0.05), but no other significant differences
were observed in the remaining outcomes tested, which included
depression (P =0.87), anxiety (P =0.97), and cognition (P =0.26).

In the study by Larouche 2019, there were no significant differences
between intervention and control at end of treatment (eight weeks)
or at three months on any of the outcomes tested, which were
depression (P =0.65), anxiety (P =0.90), and quality of life (P =0.98).

Wells 2013 reported that mindfulness-based stress reduction
was no different to treatment as usual in improving depressive
symptoms (P =0.35), or quality of life (P =0.25) in people with MCl at
end of treatment. The study authors reported that, in two cognitive
measures, the control group performed better (P = 0.04; P = 0.01).
We were not able to extract data for this study.

In the study by Burns 2005, there were no differences between
IPT and TAU in any of the patient or carer outcomes at the end of
treatment (six weeks) or at three-month follow-up.

Adverse events
Adverse events for CBT interventions

Orgeta 2019 and Spector 2015 reported no adverse events related
to the intervention. In the Kiosses 2015 study, all adverse events
were reported as unrelated to the study. Rovner 2018 reported
details of serious adverse events over two years, of which none were
related to the intervention. In the remaining trials, adverse events
were not specified.

Adverse events for supportive and counselling interventions

Laakkonen 2016 and Marshall 2015 reported no adverse events.
The remaining studies did not specify whether adverse events were
present or not.

Adverse events for third-wave interventions

Churcher Clarke 2017 and Wells 2013 reported no adverse events
related to the study protocol. Larouche 2019 did not specify adverse
events.

Adverse events for interpersonal therapy

Burns 2005 did not specify whether there were any adverse events.

Subgroup analyses

For the effects of CBT-based treatments on depressive symptoms,
we conducted subgroup analyses based on participants' cognitive
diagnosis (MCl or dementia) and on the presence or absence
of a criterion-based depression diagnosis or clinically significant
depressive symptoms at baseline. The results are presented above.
We were unable to conduct corresponding subgroup analyses for
the comparison of supportive and counselling therapies with TAU
because there were no studies of these interventions in people with
MCI, nor participants with depression at baseline.

Sensitivity analyses
Type of control comparison
CBT treatments

We explored the influence of type of control intervention to
examine the impact of active control conditions on effect sizes.
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Three studies used a comparison control condition which could be
classified as beyond usual care with potentially active elements
(Kiosses 2010; Kiosses 2015; Rovner 2018). When we excluded these
three trials from the meta-analysis, there was little change in the
SMD for depressive symptoms at the end of treatment (SMD -0.27,
95% CI -0.43 to -0.10; Analysis 3.1), very similar to the pooled SMD
for all 13 trials (SMD -0.23, 95% CI -0.37 to -0.10). When these trials
were excluded, the SMD for activities of daily living at the end of
treatment was reduced and the result no longer reached statistical
significance (SMD-0.10,95% CI-0.31to 0.12; Analysis 3.2). Excluding
these trials had little effect on the results for cognition measured at
the end of treatment (SMD 0.12, 95% CI -0.11 to 0.34; Analysis 3.3).

Risk of bias
CBT treatments

We considered only one study to be at overall high risk of bias due to
detection bias (Travers 2017). This study was included in two meta-
analyses of effects of CBT treatments - on depressive symptoms
post-treatment and quality of life post-treatment - but excluding
it had little effect on the results and did not alter the conclusions
(Analysis 4.1; Analysis 4.2).

DISCUSSION

Summary of main results

The aim of the current review was to evaluate current evidence on
the effects of psychological treatments for depression and anxiety
for people with dementia and mild cognitive impairment (MCI).
We found 29 studies meeting our inclusion criteria. Key findings of
our review are that CBT treatments probably have a small positive
effect for depressive symptoms for people with dementia and MCI
immediately after treatment and probably provide a small benefit
in terms of improving quality of life and activities of daily living at
end of treatment. Beyond depressive symptoms, CBT interventions
may benefit people with dementia in terms of depression remission
at end of treatment; however, our certainty for this finding is
low. We found no evidence that CBT treatments improve anxiety
at end of treatment for people with dementia; however, these
results were based on very low-certainty evidence. Similarly, CBT
treatments may not benefit people with dementia in terms of
a reduction in neuropsychiatric symptoms at end of treatment,
or improve outcomes for carers. However, our certainty in these
findings remains low or very low, with findings overall imprecise
and the numbers of studies low.

We also carried out analyses on effects of supportive and
counselling interventions for people with dementia, and found
that interventions such as counselling and social support and
well-being groups probably provide a small benefit in comparison
to usual care in terms of improving quality of life at the end of
treatment. We found no evidence that supportive and counselling
interventions improve anxiety and depressive symptoms or
cognition for people with dementia at end of treatment, but
the results were generally imprecise and our confidence in
these findings is low or very low. We found no evidence that
supportive and counselling interventions confer benefit compared
to treatment as usual for carers, such as reducing carer depression;
however, the certainty of evidence is very low.

A limitation of the evidence is that most studies recruited people
living with mild dementia, which means that results may not

be applicable to people experiencing more advanced dementia.
Additionally, there was variation between studies in terms of the
nature, duration, and intensity of the psychological intervention
being evaluated, so interpreting the data is not straightforward.
However, despite these limitations, these results compare
favourably with minimal or no benefits of pharmacological
interventions in treating depression in dementia (Dudas 2018;
Orgeta 2017), and highlight the need for continuing research in the
area. Theresults may be particularly noteworthy asin some studies,
the control group received additions to standard care, but we found
that the effect of CBT-based therapies on depressive symptoms
was still present when we excluded studies in which the control
intervention had potentially active elements (not amounting to a
specific psychological treatment).

The psychological interventions we included all targeted
symptoms of anxiety and depression through a structured
psychological approach involving therapist and patient
communication, which included directly teaching people with
dementia and MCI skills to reduce anxiety and depression
and improve general psychological well-being. Nevertheless, the
included trials evaluated a range of different psychological
interventions, and some used a combination of treatments. The
length and duration of interventions also varied in the studies,
leading to differences in intensity and 'dosage’ of the psychological
treatments. Adherence to treatment appears to have been good
in most studies, but adherence in randomised controlled trials
may not translate into similar levels of adherence in everyday
clinical settings. Despite these limitations, our review shows that
psychological interventions may provide a small benefit to people
with dementia and MCI by reducing depressive symptoms and
improving quality of life and activities of daily living at end
of treatment. Our findings also suggest that specific types of
interventions, such as CBT, may potentially benefit people with
dementia and MCl in several other outcomes, such as remission of
symptoms of depression in the short term.

Overall completeness and applicability of evidence

The current review included 29 randomised controlled trials
(RCTs), making it the largest systematic review on the topic.
A total of 23 new studies have been published since the first
version, which included only six studies. The large number of
studies accumulating is not surprising given the recent focus in
international policy on living well with dementia, and the clinical
guideline recommendations in several countries on the use of
psychological treatments for people with dementia (e.g. NICE
2018). The included studies were conducted in nine countries in
total, with the majority of studies conducted in the USA (11 studies)
and the UK (7 studies). The remainder were conducted in other
European countries; one study was conducted in Australia; and
two recent studies in China. The publication of a large number
of studies from different countries contributing to this review is
important as it strengthens our confidence in the reported findings.
However, future research in other countries is highly recommended
to maximise applicability of the evidence. Considering diversity,
inclusion, and culture in future work, by involving diverse groups
of participants in the development and evaluation of interventions,
is important for improving equity of access to psychological
interventions for people with dementia and MCI around the globe
(WHO 2019).
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Participants, outcome measures, and comparators

Our analyses pooled studies of both people with dementia and
people with a diagnosis of MCI; however, most of the evidence
was in people living with a diagnosis of dementia. We found a
very small number of studies in people with MCI, and although
we did conduct a subgroup analysis for the CBT-based therapies,
investigating the effect of cognitive diagnosis (dementia versus
MCI), we consider the certainty of this result to be very low, which
remains an important limitation of our review. Studies also differed
in terms of whether participants had a diagnosis of depression or
depressive symptoms at baseline. Although our subgroup analyses
for CBT-based therapies showed that the effect size varied with
the presence or absence of a depression diagnosis or supra-
threshold depressive symptoms at baseline, this is low-certainty
evidence from a subgroup analysis. Furthermore, of the four studies
recruiting people with depression at baseline, three specifically
used PST. These were all of the studies using PST which were
included in the review. Therefore, it is possible that the subgroup
effect may be due to the type of CBT treatment as opposed to
baseline depression. Nevertheless, our results raise the possibility
that CBT approaches may reduce symptoms of depression mainly
in people who are more depressed at baseline, making this an
important variable to consider in future studies. We were also able
to examine the effect of type of control comparison group on the
results. Our sensitivity analyses showed that excluding studies in
which the control comparison group was above usual care and had
potentially 'active components' did not influence the effectiveness
of psychological treatments for depressive symptoms measured
at end of treatment. Although the effect was no longer significant
for the outcome of activities of daily living measured at post-
treatment, this result should be interpreted with caution as very
few studies remained in the analysis.

Overall, the review focused on a large number of outcomes for
people with dementia and MCl, additionally analysed outcomes for
carers, and followed our specified plan of considering depression
and anxiety as primary outcomes. Our first primary outcome -
depressive symptoms at post-treatment - was evaluated by 13
studies with a total of 893 participants in CBT trials and by 9
studies with a total of 994 participants in supportive therapy and
counselling trials. However, anxiety symptoms at post-treatment
were evaluated by only three studies which were generally small,
with a total of 143 participants for CBT-based therapies, and by one
study with 24 participants for supportive and counselling therapies.
Although there was no effect for CBT treatments, there was
evidence of inconsistency and imprecision, limiting the certainty of
the findings. We were able to test for several important outcomes,
such as quality of life and activities of daily living. It is encouraging
that CBT treatments were favoured compared to control conditions
for several outcomes other than depressive symptoms, such as
quality of life and activities of daily living. However, it is not clear
whether these changes are clinically meaningful, and so findings
should be interpreted with caution.

CBT versus supportive and counselling interventions

In view of the expanded evidence base for this updated review,
we decided to conduct separate meta-analyses for different types
of psychological interventions, but we acknowledge that there
is substantial overlap between some of the psychotherapeutic
approaches. Also, although all interventions primarily targeted
depression and anxiety and/or psychological stress, they were

still to some extent heterogeneous within our groupings. We
grouped together cognitive behavioural therapy, behavioural
activation, and problem-solving therapy interventions as cognitive
behavioural therapies. We decided also to group together
supportive and counselling interventions as these were similar
in nature and aimed at supporting the well-being of people
with dementia. Although in most studies interventions were
clearly defined, several studies evaluated a range of different
psychological interventions. In some trials, such as in the Burgener
2008 study, a combination of treatments was evaluated (CBT and
social support groups, which we categorised as primarily a CBT
intervention). The settings of the studies varied (with some studies
conducted in community settings and others taking place in long-
term care), and so did the intervention 'doses' Heterogeneity
across our analyses was low to moderate overall (except for
the analyses investigating effects on carer burden), indicative of
no major differences across studies that would preclude meta-
analyses.

Intervention adherence

Reference to intervention adherence was made in the majority
of studies, indicating that psychological treatments are generally
associated with high adherence across several settings. However,
only a small number of studies made reference to assessing
or monitoring fidelity, and only a minority of studies provided
information about availability of intervention protocols. Although
evidence generally of high adherence is encouraging, the lack
of monitoring of fidelity parameters and access to treatment
protocols is likely to make replicability of interventions difficult
across settings. Nevertheless, adherence to treatment protocols
can be afrequentbarrierin interventions research in dementia, and
our observations that, generally, studies did not report low levels of
adherence is important for implementation of these interventions
in real-life settings for people with dementia and MCI.

Quality of the evidence

We used the GRADE approach to assess our confidence in the
findings of the review by rating the risk of bias in each of the
included studies, inconsistency and imprecision in the results,
directness of the evidence, and publication bias for all outcomes.
When comparing psychological treatments to TAU or active
controls, we can be relatively confident in our finding of a small
benefit of CBT treatments for depressive symptoms, quality of life
and activities of daily living measured at the end of treatment, as
certainty of evidence was moderate. Similarly, certainty of evidence
was also moderate for the effects of supportive and counselling
interventions on improving patient quality of life at the end of
sessions. However, our confidence for a potential large benefit for
depression remission at end of treatment for CBT interventions is
low, as results were based on low-certainty evidence.

Potential biases in the review process

We used a comprehensive and sensitive strategy to identify studies
that could potentially meet the inclusion criteria for this review.
We also contacted first authors of included studies, as well as
authors of relevant references, to identify further studies. Four
review authors (VO, PL, RdPC, and AM) independently selected
studies, and three review authors (VO, PL, and AM) independently
extracted data and carried out risk of bias assessments. We
resolved any disagreements through discussion amongst the
review author team, or by contacting the authors of the studies for
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further information. The present review presents and discusses all
outcomes described in the protocol that were available for analysis,
regardless of whether there was statistical significance.

Agreements and disagreements with other studies or
reviews

The current review is distinctive in systematically synthesising the
evidence base of psychological interventions to reduce anxiety
or depression that are conducted primarily with people with
dementia or MCI, rather than focusing on environmental changes
or skills-building interventions for family carers (Brodaty 2012).
Previous reviews have concentrated on the effectiveness of
other interventions of a psychosocial nature (including cognitive
stimulation, cognitive rehabilitation, reminiscence, activities-
based interventions, promoting a healthy lifestyle, etc.), which
are not aimed specifically at anxiety or depression. These reviews
do suggest that non-pharmacological interventions can be useful,
and potentially cost-effective, in terms of improving outcomes for
people with dementia (Olazaran 2010).

AUTHORS' CONCLUSIONS

Implications for practice

There is moderate-certainty evidence that cognitive behavioural
therapy (CBT) treatments, relative to treatment as usual (TAU)
or active control, probably provide a small benefit for people
with dementia and mild cognitive impairment (MCI) by slightly
reducing depressive symptoms at the end of treatment and, with
lower certainty, may also improve rates of remission of depression
at the end of treatment. CBT treatments may also provide a
small benefit for patient quality of life and activities of daily
living compared to usual care or active control at the end of
treatment. We found no evidence that supportive and counselling
interventions improve symptoms of depression, but moderate-
certainty evidence of a small benefitin terms of improving quality of
life atthe end of treatment. For all types of psychological treatment,
the evidence related to anxiety symptoms was of very low certainty
and hence, inconclusive, so further research on the effectiveness
of psychological interventions for reducing anxiety symptoms is
necessary. Due to a lack of reporting, we were not able to determine
whether these treatments have any adverse effects.

It is important to recognise that the results relate to psychological
treatments which vary in content, and that most of the evidence is
for people living with mild dementia in community settings.

Despite the limitations of the current evidence base, results
indicative of potential benefit of these interventions are

encouraging, especially in light of the lack of evidence of benefit
and potential harms from pharmacological treatments.

Implications for research

The evidence indicates that further small trials in cognitive
behaviouraltherapy (CBT), behavioural activation (BA), or problem-
solving therapy (PST) for depression would not add greatly to
the current evidence base, and that there should be a focus
on large clinical trials that additionally investigate the cost-
effectiveness of these approaches in diverse settings. Assessment
of treatment benefits in terms of reduced costs in health and
social care are lacking. Future randomised controlled trials (RCTs)
should adhere to the current highest standards of methodology
and reporting, following the Consolidated Standards of Reporting
Trials and should include long-term follow-up to determine
whether any benefits persist. They will be most helpful if they
focus on well-defined psychological approaches, rather than on
multimodal approaches which combine a variety of treatments.
Future trials in the area should pay particular attention to
baseline depression and anxiety, when designing and evaluating
psychological interventions for people with dementia and MCl, and
to the type of control intervention used as a comparison.

More research is needed into psychological treatments for people
with MCI, acknowledging the challenge of how best to define
MCI and that there is currently no standard definition universally
accepted for use in clinical trials (Stephan 2013). Research is also
needed to investigate the effect of the severity of dementia on
treatment efficacy.

Initiatives aimed at harmonising and standardising interventions
in the area would be important for pooling data in future meta-
analyses. There is a need to include a variety of key outcomes,
particularly quality of life, and activities of daily living. There is also
a need for novel treatments that have been developed alongside
service users, understanding mechanisms of action and how these
interventions can be sustained and maintained across settings to
improve outcomes for people with dementia and MCI and those
contributing to their care.
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CHARACTERISTICS OF STUDIES

Characteristics of included studies [ordered by study ID]

Belleville 2018

Study characteristics

Methods

Randomised controlled trial (RCT) of memory training versus group cognitive behavioural therapy
(CBT) versus no contact control condition in people with mild cognitive impairment (MCI).

Participants

Inclusion criteria:

1) people with single- or multiple-domain MCI meeting Petersen 2004 criteria, 2) performing at least 1.5
standard deviations (SDs) below the average of age-matched controls on standardised memory tests,
3) = 24 on the Mini-Mental State Examination (MMSE), 4) reporting a memory complaint, and 5) with
normal vision and hearing.

Exclusion criteria:

1) probable or possible Alzheimer's disease (AD) (Diagnostic and Statistical Manual of Mental Disor-
ders, 4th Edition (DSM-IV); National Institute of Neurological and Communicative Disorders and Stroke
- Alzheimer's Disease and Related Disorders Association (NINCDS-ADRDA) criteria) or other forms of de-
mentia, 2) significant cerebrovascular disorder/neurological disorder, 3) severe psychiatric illness or
alcoholism, 4) general anaesthesia in the previous six months/head trauma, and 5) significant impair-
ment in physical mobility.

N =127 (male (M) =57, female (F) = 70)
Mean age = 72.6 years
Mean depression score at baseline = 3.3 on the Geriatric Depression Scale (GDS-15)

Mean cognition at baseline = 24.4 on the Montreal Cognitive Assessment (MoCA)

Interventions

Group CBT focusing on psycho-education, exploring links between activities and ageing, cognitive re-
structuring of thoughts and beliefs, behavioural activation, and breathing techniques, delivered by
qualified clinicians.

8 sessions of 2 hours each, plus a single booster session over 8 weeks.

Control group: no contact condition (no additional contact other than assessments).

Outcomes

Primary outcomes

Cognition

1) Immediate episodic memory - word list and face name association tasks (z scores)
2) Delayed episodic memory - as above

Anxiety

3) Geriatric Anxiety Inventory (GAI)

Depression

4) GDS-15

Well-being

5) General Well-Being Schedule

Secondary outcomes
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Belleville 2018 (continued)

Memory strategies

6) Multifactorial Memory Questionnaire—Memory Strategies
Subjective cognitive complaints

7) Questionnaire d’Auto-Evaluation de la Mémoire

Function

8) Activities of Daily Living-Prevention Instrument
Outcomes assessed at 1 week, 3 months and 6 months.

Outcomes at 3 (post-treatment) and 6 (long-term) months were included in the meta-analysis.

Notes Three-arm RCT; cites government funding
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Low risk Mentions use of a computerised random list.
tion (selection bias)
Allocation concealment Low risk Mentions centralised randomisation by a statistician not involved in the
(selection bias) project.
Blinding of participants Unclear risk Participants and personnel were not blind to treatment allocation.
and personnel (perfor-
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk Low levels of attrition; balanced between groups; specific reasons reported.
(attrition bias)
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Bruvik 2013
Study characteristics
Methods RCT of a multi-component counselling intervention for depression for people with dementia versus

treatment as usual.

Participants

Inclusion criteria:

1) people with a diagnosis of dementia (International Classification of Diseases, 10th Revision (ICD-10)
criteria for research), 2) living at home, 3) scoring = 15 on the MMSE, 4) able to give informed consent,
and 4) an available carer scoring = 15 on the Relative Stress Scale.
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Bruvik 2013 (continued)

N =230 (M107, F123)
Mean age = 78.4 years
Mean depression at baseline = 8.0 on the Cornell Scale for Depression in Dementia (CSDD)

Mean cognition at baseline =21.2 (MMSE)

Interventions

Counselling intervention which incorporated individual counselling sessions addressing unmet needs
through problem solving, community-based educational sessions about dementia, and social support
meetings focusing on coping with dementia, and pleasant events.

5individual counselling sessions, one educational session, and 6 social support group meetings of 1
hour each over 12 months.

Control group: received information about available services in local authority, and were free to seek
additional support.

Outcomes

Primary outcomes

Depression

1) CSDD

Carer outcomes

Depression

2) GDS

Outcomes assessed at 12 months.

Outcomes at 12 months (post-treatment) were included in the meta-analysis.

Notes

Cites government funding.

Risk of bias

Bias

Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions use of a computer program.
tion (selection bias)
Allocation concealment Low risk Mentions randomisation completed by a statistician.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk 22 participants lost to follow-up in intervention group, and 12 in control group;
(attrition bias) specific reasons reported; use of intention-to-treat analysis.
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
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Bruvik 2013 (continued)

Other bias Low risk No other apparent bias.
Burgener 2008
Study characteristics
Methods RCT of multimodal CBT including tai chi exercises, and support group sessions for people with mild de-

mentia versus attention control education.

Participants Inclusion criteria:

1) confirmed diagnosis of dementia (AD, Lewy body, vascular, frontal lobe, or mixed dementia), and
2) scoring < 2.0 on the Clinical Dementia Rating (CDR) scale. Diagnostic criteria for dementia were not
specified and authors mentioned that participants were screened using the MMSE and the CDR.

N =43 (M23, F20)
Mean age =76.9 years
Mean depression score at baseline = 3.1 (GDS-15)

Mean cognition at baseline = 23.8 (MMSE)

Interventions Multimodal intervention combining tai chi (strength and balance training and relaxation), CBT (chal-
lenging dysfunctional cognitions and developing positive coping skills), and a support group (coping
with dementia and positive problem solving).

Tai chi 1-hour classes offered weekly for 20 weeks, CBT of 90-minute sessions offered bi-weekly, sup-
port group of 90-minute sessions offered bi-weekly alternating with CBT.

Control group: attention-control receiving information about educational programs available.

Outcomes Primary outcomes
Cognition
1) MMSE
Physical function
2) Single-Leg Stance
3) Berg Balance Scale
4) Cumulative Illness Rating Scale
Secondary outcomes
Depression
5) GDS-15
Self-esteem
6) Rosenberg Self-Esteem Scale (RSES)
Outcomes measured at 20 weeks, and 40 (only for the control group) weeks.

Outcomes at 20 weeks (post-treatment) were included in the meta-analysis.
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Burgener 2008 (Continued)

Notes Although the intervention was offered for 40 weeks, comparison data are provided only for 20 weeks;
cites university research funding.
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Mentions random assignment, no further details; insufficient information to
tion (selection bias) permit judgement.
Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Unclear risk Insufficient information to permit judgement.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk Low levels of attrition; balanced between groups; specific reasons reported.
(attrition bias)
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Burns 2005
Study characteristics
Methods RCT of brief psychodynamic interpersonal therapy for people with mild dementia living in the commu-

nity versus treatment as usual.

Participants

Inclusion criteria:

1) diagnosis of dementia (NINCDS-ADRDA), 2) CDR = 1 indicative of mild dementia, 3) = 15 on the MMSE,
4) living in own home with carer in regular contact, and 5) ability to communicate verbally.

N =40 (M20, F20)
Mean age = 75.8 years
Mean depression at baseline = 5.5 (CSDD)

Mean cognition at baseline =22.9 (MMSE)

Interventions

Brief psychodynamic interpersonal therapy aimed at identifying interpersonal conflicts or difficulties
causing or maintaining emotional distress. Components included finding and testing solutions to prob-
lems and encouraging practical changes.

6 individual sessions lasting 50 minutes each over 6 weeks.

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 52
Copyright © 2022 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

Burns 2005 (Continued)

Control group: received standard care which consisted of general advice about diagnosis and treat-
ment of dementia with outpatient review.

Outcomes Primary outcomes
Depression
1) CSDD
Cogpnition
2) MMSE
Function
3) Bristol Activities of Daily Living Scale (BADLS)
Problem behaviours
4) Revised Memory and Behavior Problems Checklist (RMBPC) - Carers reaction
Global assessment
5) Clinical Global Impressions Scale
Carer outcomes
General Health
6) General Health Questionnaire (GHQ)
Depression
7) Beck Depression Inventory (BDI)
Coping
8) Ways of Coping Checklist

Outcomes assessed at 8 weeks, and 3 months.

Notes This study was not included in any meta-analysis; cites voluntary sector funding.
Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions computer-generated randomisation list.

tion (selection bias)

Allocation concealment Low risk Mentions randomisation completed by independent unit.
(selection bias)

Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)

All outcomes

Blinding of outcome as- Unclear risk No information provided, insufficient information to permit judgement.
sessment (detection bias)
All outcomes
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Burns 2005 (Continued)

Incomplete outcome data  Low risk No attrition in the study; use of intention-to-treat analysis.
(attrition bias)
All outcomes

Selective reporting (re- Unclear risk All outcomes reported except for carer depression.
porting bias)

Other bias Low risk No other apparent bias.
Churcher Clarke 2017
Study characteristics
Methods RCT of mindfulness-based cognitive therapy (MBCT) for people with mild to moderate dementia in care

homes versus treatment as usual.

Participants Inclusion criteria:

1) diagnosis of dementia (DSM-IV criteria), 2) mild to moderate cognitive impairment with MMSE scores
between 10 - 26, 3) capacity to provide consent and some ability to communicate, 4) ability to see and
hear well enough and maintain some concentration in a 45- to 60-minute session, with minimal chal-
lenging behaviour, and 5) ability to speak English.

Exclusion criteria:

1) major physical illness/disability, 2) learning disability, 3) practising meditation or yoga, and 4) histo-
ry of brain lesions/head trauma.

N =31 (M16, F15)
Mean age = 80.6 years
Mean depression at baseline = 7.3 (CSDD)

Mean cognition at baseline = 15.3 (MMSE)

Interventions Adapted group-based mindfulness intervention consisting of mindfulness meditation, mindful breath-
ing, and movement, and practising mindful listening, seeing, smelling, and touch. Components includ-
ed group discussions, orientation to the programme, and mindful warm-up activities.

10 1-hour group sessions, running twice a week for 5 weeks.

Control group: received regular services provided within the care home.

Outcomes Primary outcomes
Depression
1) CSDD
Anxiety
2) Rating Anxiety in Dementia (RAID)
Quality of life
3) Quality of Life-Alzheimer’s Disease (QoL-AD)
Cognition

4) MMSE
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Churcher Clarke 2017 (Continued)
Stress

5) Perceived Stress Scale (PSS)

Outcomes assessed at 10 weeks (post-treatment).

Notes This study is not included in any meta-analysis; no funding specified.
Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Low risk Mentions use of a computer program.

tion (selection bias)

Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)

Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.

mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.

sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk 3 participants lost in control group; specific reasons reported; use of inten-
(attrition bias) tion-to-treat analysis.
All outcomes

Selective reporting (re- Low risk All outcomes reported.
porting bias)

Other bias Low risk No other apparent bias.
Jha 2013
Study characteristics
Methods RCT of a recovery-orientated post-diagnostic counselling intervention versus treatment as usual for

people with MCl and mild dementia.

Participants Inclusion criteria:
1) people with memory problems, MCl, or suspected dementia (ICD-10).
N =48 (M16, F32)
Mean age = 78.7 years
Mean depression at baseline = 6.6 (CSDD)

Mean cognition at baseline =22.0 (MMSE)

Interventions A well-being recovery-orientated counselling intervention consisting of pre-diagnostic counselling,
therapeutic diagnostic consultation, and written feedback primarily aimed at improving well-being.
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Jha 2013 (continued)

Components included well-being assessment, psychiatric consultation, post-diagnostic counselling
and support.

Monthly 1-hour visits over 6 months.

Control group: offered a fixed package of care of monthly visits for 6 months without being assessed for
well-being.

Outcomes Primary outcomes
Well-being
1. WHO 5-item Well-Being Index
Secondary outcomes
Cogpnition
2. MMSE
Depression
3.CSbD
Quality of life
4. EuroQoL-5 Dimension (EQ-5D)
Carer outcomes
5. Zarit Burden Interview (ZBI)
Outcomes assessed at 6 months.

Outcomes at 6 months (post-treatment) were included in the meta-analysis.

Notes No funding specified.

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions computer-generated randomisation list.

tion (selection bias)

Allocation concealment Low risk Mentions random allocation sequence was concealed from the study team.
(selection bias)

Blinding of participants Unclear risk Participants were not blind to treatment allocation; no information about per-
and personnel (perfor- sonnel; probably not blind to treatment allocation.
mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes

Incomplete outcome data  Unclear risk Moderate to high levels of attrition; balanced between groups; specific reasons
(attrition bias) reported; insufficient detail of handling of missing data.
All outcomes
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Jha 2013 (continued)

Selective reporting (re- Low risk All outcomes reported.
porting bias)

Other bias Low risk No other apparent bias.

Kiosses 2010

Study characteristics

Methods RCT of problem adaptation therapy (PATH) vs. home-delivered supportive therapy (ST) for older people
with major depression, cognitive impairment, and disability.

Participants Inclusion criteria:

1) older people with a diagnosis of major depression (Structured Clinical Interview for DSM-IV (SCID-1V)
criteria), 2) a score = 17 on the HDRS, 3) cognitive impairment defined by a score lower than 2 SDs of the
mean of age-matched controls on the Dementia Rating Scale Initiation/Perseveration subscale (score <
30), or < 18 on the Stroop Color-Word Test, without history/presence of psychiatric disorders, 4) disabil-
ity defined by = 1 on the Multilevel Assessment Instrument (MAI), 5) limited mobility, 6) available care-
giver, and 7) not on psychotropic drugs/on stable dosage.

Exclusion criteria:

1) Axis 1 disorder, 2) severe medical illness, 3) involved in psychotherapy, 4) scoring <19 on the MMSE,
5) aphasia/dysarthria, and 6) inability to speak English.

N =30 (M9, F21)
Mean age = 79.4 years
Mean depression score at baseline =21.9 (HDRS)

Mean cognition at baseline = 26.6 (MMSE)

Interventions Home-delivered PATH aimed at reducing depression and disability, integrating environmental adapta-
tion and caregiver participation, focusing on the patients' ecosystem.

12 weekly individual sessions.

Control group: home-delivered supportive active control comparison consisting of nonspecific support
such as empathic listening, reflection, emotional processing, and encouragement.

Outcomes Primary outcomes
Depression
1) HDRS
Disability
2) Sheehan Disability Scale
Outcomes assessed at 6 and 12 weeks.

Outcomes at 12 weeks (post-treatment) were included in the meta-analysis.

Notes Cites government funding.

Risk of bias
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Kiosses 2010 (Continued)

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Mentions random assignment, no further details; insufficient information to
permit judgement.

Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind

and personnel (perfor-
mance bias)
All outcomes

to treatment allocation.

Blinding of outcome as- Low risk Raters were blind to treatment allocation.

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk 2 participants lost to follow-up in intervention group, and 3 in control group;

(attrition bias)

specific reasons reported; use of intention-to-treat analysis.

All outcomes

Selective reporting (re- Low risk All primary outcomes reported.
porting bias)

Other bias Low risk No other apparent bias.

Kiosses 2015

Study characteristics

Methods

RCT of PATH vs ST in reducing depression and disability in older people with major depression, cogni-
tive impairment, and disability.

Participants

Inclusion criteria:

1) older people with unipolar major depression DSM-IV diagnosis (SCID-R), 2) a score of 217 on the
Montgomery-Asberg Depression Rating Scale (MADRS), 3) at least mild cognitive deficits (< 7 on the De-
mentia Rating Scale (DRS)), 4) disability (defined by score = 1 on the MAI), and 5) not taking antidepres-
sants, cholinesterase inhibitors, or memantine, or on a stable dosage.

Exclusion criteria:

1) other Axis | psychiatric disorder (except comorbid anxiety disorders), 2) acute/severe medical illness,
3) prescribed drugs known to cause depression, 4) involvement in psychotherapy, 5) advanced demen-
tia (MMSE < 17), and 6) aphasia or inability to speak English.

N =74 (M23, F51)
Mean age = 80.9 years
Mean depression score at baseline =21.2 (MADRS)

Mean severity score at baseline = 118.5 (DRS)

Interventions

Individual home-based problem adaptation therapy integrating a problem-solving approach with com-
pensatory strategies, environmental adaptations, and caregiver participation to improve participants’
emotion regulation.
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Kiosses 2015 (Continued)

Individual weekly sessions over 12 weeks.

Control group: home-delivered supportive active control comparison consisting of nonspecific support
such as empathic listening, reflection, emotional processing, and encouragement.

Outcomes Primary outcomes
Depression
1) MADRS
Disability
2) World Health Organization Disability Assessment Schedule 2.0
Outcomes assessed at 4, 8, and 12 weeks.
Outcomes at 12 weeks (post-treatment) were included in the meta-analysis.
Notes Cites government funding.
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Low risk Mentions random assignment, and use of a Statistical Analysis Software ran-
tion (selection bias) domisation function.
Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk 6 participants lost to follow-up in intervention group, and 5 in control group;
(attrition bias) specific reasons reported; use of intention-to-treat analysis.
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.

Koivisto 2016

Study characteristics

Methods

RCT of individual counselling, education, and support for people with mild dementia versus treatment
as usual.

Participants

Inclusion criteria:
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Koivisto 2016 (Continued)

1) very mild (CDR =0.5) or mild (CDR = 1) AD diagnosed by specialists (NINCDS-ADRDA), 2) able to speak
and understand Finnish, 3) living in the community, 4) able to complete the Consortium to Establish a
Registry for Alzheimer's Disease neuropsychological battery (CERAD-NB), and 5) having a family carer.

N =236 (M115, F121)
Mean age = 75.6 years
Mean depression at baseline = 10.7 (BDI)

Mean cognition at baseline =21.5 (MMSE)

Interventions Education, counselling, and social support sessions, including both group and individual sessions,
aimed at enhancing knowledge, reducing social isolation and caregiver distress, supporting functional
ability, and managing everyday life situations.

12 sessions in total over 2 years.

Control group: participated in annual follow-up visits, and received regular healthcare services.

Outcomes Primary outcomes
Institutionalisation
1. Rate of institutionalisation
Secondary outcomes
Disease severity
2.CDR
Cognition
3. CERAD-NB
4. MMSE
Function
5. Alzheimer's Disease Cooperative Study - Activities of Daily Living Inventory (ADCS-ADL)
Depression
6. BDI
Neuropsychiatric symptoms
7. Neuropsychiatric Inventory (NPI)
Quality of life
8. QoL-AD
Carer outcomes
Depression
9. BDI
Sense of Coherence
10. Sense of Coherence Scale
General health

11. GHQ
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Koivisto 2016 (Continued)

Quality of life
12. 15D instrument (15D)
Outcomes assessed at 36 months.

Outcomes at 36 months (post-treatment) were included in the meta-analysis.

Notes A 1-item scale was used to measure quality of life in both people with dementia and carers; cites fund-
ing from pharmaceutical industry and government funding.
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Low risk Mentions computer-generated randomisation list.
tion (selection bias)
Allocation concealment Low risk Mentions random allocation sequence was concealed from the study team.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk 30 participants lost to follow-up in intervention group, and 76 in control group;
(attrition bias) specific reasons other than death not reported; use of intention-to-treat analy-
All outcomes sis.
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Kurz 2012
Study characteristics
Methods RCT of behavorial activation (BA) with memory rehabilitation elements versus treatment as usual for

people with mild dementia.

Participants

Inclusion criteria:

1) people with AD meeting criteria of mild AD (ICD-10), 2) scoring = 21 on the MMSE, and 3) looked after
by a carer several times per week.

Exclusion criteria:

1) acute psychiatric or physical disorder, 2) poor command of German, 3) undertaking psychotherapy
or cognitive training, 4) regular visits to day care, and 5) alcohol or substance dependence.

N =201 (M113, F88)
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Kurz 2012 (Continued)

Mean age =73.7 years
Mean depression score at baseline = 8.9 (GDS-30)

Mean cognition at baseline = 25.1 (MMSE)

Interventions

BA aimed towards facilitating daily structuring, activity planning, and resuming former activities with
areview of individual goals set by participants, and mobilising support based on neuro-rehabilitation,

and psychotherapy strategies.

12 weekly 1-hour sessions over 12 weeks.

Control group: site-specific standard medical management for early dementia.

Outcomes

Primary outcomes

Function

1) Bayer Activities of Daily Living Scale
Secondary Outcomes

Function

2) Aachen Functional Item Inventory
Depression

3) GDS-30

Quality of Life

4) Dementia Quality of Life Instrument (DEMQOL)
Neuropsychiatric symptoms

5) NPI

Cogpnition

General cognition

6) MMSE

Memory

7) Wechsler Memory Scale Revised Logical Memory
8) Trail Making Test (TMT) A

Verbal fluency

9) Regensburg Word Fluency Test
Caregiver outcomes

Depression

10) BDI

Burden

11) ZBI

Outcomes assessed at 3 and 9 months.
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Kurz 2012 (Continued)

Outcomes at 3 (post-treatment) and 9 (long-term) months were included in the meta-analysis; for the
cognition meta-analysis, 9-month data were included (as data at 3 months were not available).

Notes Cites government funding.
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Low risk Mentions use of a computerised random list.
tion (selection bias)
Allocation concealment Unclear risk Mentions group allocation was concealed from outcome raters; insufficient in-
(selection bias) formation to permit judgement.
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk 8 participants lost to follow-up in intervention group, and 4 in control group;
(attrition bias) specific reasons reported; use of intention-to-treat analysis and multiple im-
All outcomes putations.
Selective reporting (re- Unclear risk All outcomes reported except for cognition at 3 months.
porting bias)
Other bias Low risk No other apparent bias.
Laakkonen 2016
Study characteristics
Methods RCT of a social support intervention based on psychosocial rehabilitation versus usual care for people

with dementia living in the community.

Participants

Inclusion criteria:

1) people with a diagnosis of dementia (using Finnish National Guidelines), 2) living at home, 3) have a
carer, and 4) are Finnish-speaking.

Exclusion criteria:

1) unable to walk, 2) unable to hear speech, and 3) having a terminal illness.
N = 136 (M85, F51)

Mean age =77.0 years

Mean cognition at baseline =20.8 (MMSE)

Interventions

Social support based on psychosocial rehabilitation which was primarily aimed at maintaining self-ef-
ficacy, and provision of information and social support. Principles included respecting participant au-
tonomy, use of own resources, problem-solving skills, and mastery of everyday life.
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Laakkonen 2016 (continued)

4-hour group sessions once a week over 8 weeks.

Control group: usual care consisting of regular health and social services, and provision of advice on
nutrition and exercise.

Outcomes Primary outcomes
Health-related quality of life
1) 15D
Secondary outcomes
Cogpnition
2) CDR
3) Verbal Fluency
4) Clock Drawing Test
Carer outcomes
Primary outcomes
Health-related quality of life
5) RAND 36-Item Health Survey
Secondary outcomes
Sense of competence
6) Sense of Competence Questionnaire (SCQ)
Mastery
7) Pearlin Mastery Scale (PM)
Outcomes assessed at 3, 9, and 24 (costs only) months.

Outcomes at 9 months (post-treatment) were included in the meta-analysis.

Notes Cites funding from government and voluntary sector.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Low risk Mentions use of a computerised random list.

tion (selection bias)

Allocation concealment Low risk Mentions telephone-based randomisation by a person not involved in the in-
(selection bias) tervention unaware of peoples' identities.

Blinding of participants Unclear risk Personnel not blind to treatment allocation; no information about partici-
and personnel (perfor- pants; probably not blind to treatment allocation.

mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
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Laakkonen 2016 (continued)

Incomplete outcome data

(attrition bias)
All outcomes

Low risk 5 participants lost to follow-up in control group; specific reasons reported; use
of intention-to-treat analysis.

Selective reporting (re- Low risk All outcomes reported except the mental health subscale for carers.
porting bias)
Other bias Low risk No other apparent bias.
Lai 2020
Study characteristics
Methods RCT of activity scheduling and dementia education versus dementia care education for people with

mild and moderate dementia and their spouses, living in the community.

Participants

Inclusion criteria:

1) aged 65 to 80 years for both people with dementia and carers, 2) no chronic disease or other medical
comorbidity for carers, 3) diagnosis of dementia (ICD-10 criteria) by a psychiatrist, 4) scoring > 26 on
MoCA for carers, and 5) a score < 21 on MoCA for people with dementia.

Exclusion criteria:

1) psychiatric disorder, or a known history of substance abuse for person with dementia or carer.
N =100 (M52, F48)

Mean age = 69.7 years

Mean cognition at baseline = 18.1 (MoCA)

Interventions

Dementia care education and activity scheduling focusing on pleasant activities in line with life values
and goals, and improving communication. Additional components included enhancing motivation,
weekly ratings of enjoyment, and achievement, monitoring of mood, and reassessment.

10 weekly sessions provided by occupational therapists over 10 weeks with weekly telephone fol-
low-ups.

Control group: dementia care education over 10 weeks provided weekly.

In the first two weeks, participants in both groups received health education (information on exercise
and healthy eating, sleep management, counselling, acceptance therapy, and commitment therapy).

Outcomes

Primary outcomes
Caregiver burden

1.Z8BI

Secondary outcomes
Problem behaviours

2. RMBPC

Caregiving time

3. Caregiver Activity Survey

Quality of life for person with dementia
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Lai 2020 (continued)

4. QoL-AD
Outcomes assessed at 12 weeks.

Outcomes at 12 weeks (post-treatment) were included in the meta-analysis.

Notes No funding specified.
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Low risk Mentions use of a computerised random list.
tion (selection bias)
Allocation concealment Low risk Mentions allocation was concealed by using sealed envelopes.
(selection bias)
Blinding of participants Unclear risk Personnel blind to treatment allocation; no information about participants;
and personnel (perfor- probably not blind to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk Low levels of attrition; balanced between groups; specific reasons reported.
(attrition bias)
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Larouche 2019
Study characteristics
Methods RCT of MBCT for people with MCl versus psycho-education.

Participants

Inclusion criteria:

1) complaint about cognitive changes expressed by participant, relative, or clinician, 2) objective im-
pairment in one or more cognitive domains, including at least episodic memory, with a performance
under -1.5 SDs based on local norms, 3) preserved overall function, 4) absence of dementia, and 5) di-
agnosis of MCI based on National Institute on Aging - Alzheimer's Association (NIA-AA) criteria, validat-
ed in consensus meetings by two licensed neuro-psychologists.

Exclusion criteria:

1) history of neurological disease, traumatic brain injury, intracranial surgery, or stroke, 2) current psy-
chiatricillness, or substance abuse in the last 12 months, 3) general anaesthesia or oncologic treat-
ment in the past 6 months, 4) uncorrected vision/hearing impairments, 5) untreated or unstable meta-
bolic condition, 6) recent treatment that may impact cognition, and 7) recent or sustained meditative
experience.
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Larouche 2019 (continued)

N = 48 (for N = 45 (M26, F19))
Mean age =70.9 years
Mean depression at baseline = 7.9 (GDS-30)

Mean cognition at baseline = 24.4 (MoCA)

Interventions

MBCT consisting of psycho-education for mindfulness, handling obstacles, and supporting meditation
practice, and stress management. Components included acceptance of one's situation, taking better
care of oneself, and sustaining meditation practice.

8 sessions of two and a half hours each, over 8 weeks.

Control group: received psycho-education about ageing and dementia, and information about coping
with cognitive decline.

Outcomes

Primary outcomes

Depression

1) GDS

Anxiety

2) GAI

Perceived stress

3) PSS

Quality of life

4) World Health Organization Quality of Life Brief scale (WHOQOL-BREF)
5) World Health Organization Quality of Life for Older Persons
Cogpnition

6) Episodic memory delayed and immediate recall
Secondary outcomes

Coping

7) Brief-COPE (Coping Orientation to Problems Experienced Inventory)
Mindfulness

8) Five Facet Mindfulness Questionnaire

Rumination

9) Ruminative Response Scale

Physiological stress

10) Cortisol awakening response

Outcomes assessed at 8 weeks, and 3 months.

Notes

This study is not included in any meta-analysis; cites funding from government and voluntary sector.

Risk of bias
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Larouche 2019 (continued)

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Low risk Mentions random assignment via the use of Microsoft Excel random function
and use of a freelance procedure.

Allocation concealment
(selection bias)

Unclear risk Insufficient information to permit judgement.

Blinding of participants
and personnel (perfor-
mance bias)
All outcomes

Unclear risk Participants and personnel were not blind to treatment allocation.

Blinding of outcome as-
sessment (detection bias)
All outcomes

Low risk Raters were blind to treatment allocation.

Incomplete outcome data
(attrition bias)

Low risk 1 participant lost to follow-up in intervention group, and 2 in control group;
specific reasons reported; use of intention-to-treat analysis.

All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.

Lichtenberg 2005

Study characteristics

Methods

RCT of BA in specialist dementia care units in people with dementia versus treatment as usual.

Participants

Inclusion criteria:

1) people with a diagnosis of dementia (criteria not specified).
N =20 (M2, F18)

Mean age = 84.9 years

Mean depression score at baseline = 4.0 (GDS-15)

Mean cognition at baseline = 14.2 (MMSE)

Interventions

BA intervention based on BA principles incorporating introduction to BA, pleasant-event scheduling,
mood monitoring, and relaxation strategies adapted for people living with dementia in nursing homes.

3 weekly sessions lasting 20 to 30 minutes each over 3 months.

Control group: usual care comprised of regular activities taking place within the home.

Outcomes Primary outcomes
Behavioural symptoms
1) Behavioral Pathology in Alzheimer’s Disease
Depression
Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 68
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Lichtenberg 2005 (Continued)

2) GDS-15
3) CSDD
Outcomes assessed at 13 weeks.

Outcomes at 13 weeks (post-treatment) were included in the meta-analysis.

Notes No funding specified.
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Mentions random assignment, no further details; insufficient information to
tion (selection bias) permit judgement.
Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk No attrition in the study.
(attrition bias)
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Logsdon 2010
Study characteristics
Methods RCT of structured social support groups aimed at improving quality of life versus a waiting-list control

condition for people with dementia and their carers.

Participants

Inclusion criteria:

1) people with a diagnosis of dementia confirmed by a primary care physician, 2) scoring = 18 on the
MMSE, 3) aware of their memory loss and able to communicate verbally, 4) able to participate indepen-
dently in a group setting, 5) no history of severe mental illness, and 6) having an available carer.

N =142 (M72, F70)
Mean age = 74.9 years
Mean depression at baseline = 5.3 (GDS)

Mean cognition at baseline = 23.4 (MMSE)
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Logsdon 2010 (Continued)

Interventions

Social support intervention known as the Early-Stage Memory Loss programme comprised of struc-
tured support groups aimed at improving quality of life, sharing experiences, and concerns about de-
mentia, reducing feelings of isolation, and providing assistance with long-term care planning.

90-minute sessions weekly over 9 weeks.

Control group: waiting-list condition where people received written educational materials about de-
mentia and AD, and services available.

Outcomes Primary outcomes
Quality of life
1) QoL-AD
Health-related quality of life
2) Medical Outcomes Study Short Form 36
Secondary outcomes
Depression
3) GDS
Communication
4) Family Assessment Measure
Self-efficacy
5) Self-Efficacy Scale
Perceived stress
6) PSS
Problem behaviours
7) RMBPC - Carer reaction
Outcomes assessed at 9 weeks.
Outcomes at 9 weeks (post-treatment) were included in the meta-analysis.
Notes Cites government funding.
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Mentions random assignment, no further details; insufficient information to
tion (selection bias) permit judgement.
Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
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Logsdon 2010 (Continued)

Blinding of outcome as- Unclear risk Insufficient information to permit judgement.

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk 4 participants lost to follow-up in intervention group, and 2 in control group;

(attrition bias)
All outcomes

specific reasons not reported; use of intention-to-treat analysis.

Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Lu 2016
Study characteristics
Methods RCT of BA through enhancement of meaningful activity versus information support for people with MCI

and their carers.

Participants

Inclusion criteria:

1) a diagnosis of MCI (criteria by Albert 2011), 2) aged = 60 years, 3) having a carer who scores = 4 on the
6-item MMSE, and 4) able to speak English.

Exclusion criteria:

1) significant neurologic disease, 2) current major depression, and 3) carer having bipolar disorder or
untreated schizophrenia.

N =40 (M23, F17)
Mean age = 73.8 years

38% of the sample scored = 5 on the Patient Health Questionnaire-9 (PHQ-9) indicative of depression.

Interventions

BA primarily aimed at increasing meaningful activity through planning, addressing barriers to engage-
ment, problem solving, learning strategies for living with MCI, and establishing a manageable and real-
istic plan for meaningful activity.

6 biweekly 1-hour sessions (2 in-person and 4 telephone sessions) over 3 months.

Control group: received educational brochure describing MCl, and had opportunities to answer ques-
tions through biweekly follow-up phone calls.

Outcomes

Primary outcomes

Function

1) Dementia Deficits Scale

2) Nowotny Hope Scale - Confidence Subscale

3) ADCS-ADL

Meaningful activity

4) Canadian Occupational Performance Measure

Depression
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Lu 2016 (Continued)
5) PHQ-9

Communication

6) Communication and Affective Expression Subscales of the Family Assessment Device

Quality of life

7) Life Satisfaction Index

Carer outcomes

Depression

8) PHQ-9

Caregiver life changes

9) Bakas Caregiving Outcomes Scale

Outcomes assessed at 3 months.

Outcomes at 3 months (post-treatment) were included in the meta-analysis.

Notes Cites government funding.

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Mentions random assignment, no further details; insufficient information to
tion (selection bias) permit judgement.

Allocation concealment Low risk Mentions block-randomisation approach with an independently-generated al-
(selection bias) location sequence.

Blinding of participants Unclear risk Personnel blind to treatment allocation; no information about participants;
and personnel (perfor- probably not blind to treatment allocation.

mance bias)

All outcomes

Blinding of outcome as- Unclear risk No details, insufficient information to permit judgement.

sessment (detection bias)
All outcomes

Incomplete outcome data  Unclear risk 3 participants lost to follow-up in intervention group, and 1 in control group;
(attrition bias) specific reasons reported; insufficient detail of handling of missing data.

All outcomes

Selective reporting (re- Low risk All outcomes reported.
porting bias)

Other bias Low risk No other apparent bias.

Marshall 2015

Study characteristics
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Marshall 2015 (continued)
Methods

RCT of Living Well with Dementia support groups aimed at improving quality of life for people with a re-
cent diagnosis of dementia versus waiting-list control.

Participants

Inclusion criteria:

1) a recent diagnosis of dementia (NINCDS-ADRDA; National Institute of Neurological Disorders and
Stroke-Association Internationale pour la Recherche et ’Enseignement en Neurosciences criteria), 2)
participant acknowledging they have a memory problem, and 3) scoring = 18 on the MMSE.

Exclusion criteria:

1) pre-morbid history of mental health problems, and 2) taking part in similar groups.
N =58 (M25, F33)

Mean age = 75.6 years

Mean depression at baseline =6.2 (CSDD)

Mean cognition at baseline = 23.0 (MMSE)

Interventions

Social support groups incorporating elements of psychotherapy and psycho-education which com-
prised provision of information about dementia, coping with stress, use of memory aids, and living as
well as you can.

75-minute sessions weekly over 10 weeks.

Control group: a waiting-list condition in which participants received usual care.

Outcomes

Primary outcomes
Quality of life

1) QoL-AD
Secondary outcomes
Depression

2) CSDD

Self-esteem

3) RSES

Cogpnition

4) MMSE

Carer outcomes
General health

5) GHQ

Outcomes assessed at 10 and 22 weeks.

Outcomes at 10 weeks (post-treatment) were included in the meta-analysis.

Notes

Cites government funding.

Risk of bias

Bias

Authors' judgement Support for judgement
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Marshall 2015 (continued)

Random sequence genera-
tion (selection bias)

Unclear risk Mentions random assignment, no further details; insufficient information to
permit judgement.

Allocation concealment Low risk Mentions online secure system provided by a clinical trials unit.
(selection bias)
Blinding of participants Unclear risk Participants were not blind to treatment allocation; no information about per-

and personnel (perfor-
mance bias)
All outcomes

sonnel; probably not blind to treatment allocation.

Blinding of outcome as- Low risk Raters were blind to treatment allocation.

sessment (detection bias)

All outcomes

Incomplete outcome data  Low risk 3 participants lost to follow-up in control group; specific reasons reported; use

(attrition bias)
All outcomes

of intention-to-treat analysis.

Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Nordheim 2019
Study characteristics
Methods RCT of a couples-based counselling intervention for people with mild to moderate dementia and their

partners versus standard care.

Participants

Inclusion criteria:

1) community-dwelling couples with one partner diagnosed with dementia (NIA-AA criteria), and 2)
having a diagnosis of mild to moderate dementia (= 15 on the MMSE).

Exclusion criteria:

1) severe depression, 2) psychotic disorders, 3) addictive disorders for both partners, and 4) a dementia
diagnosis in the spousal caregiver.

N =108 (M66, F42)
Mean age = 85 years
Mean depression score at baseline =5.5 (GDS-15)

Mean cognition score at baseline =22.8 (MMSE)

Interventions

Couples-based counselling intervention incorporating information about dementia, couples commu-
nication training, coping and problem-solving strategies, network and activity analysis, counselling for
living space adaptations, and relaxation techniques provided by a psychotherapist and a social worker.

Two weekly sessions of 1 to 2 hours each offered over 10 to 12 weeks.

Control group: received standard care incorporating 1 to 2 hours of consultation according to the stan-
dards of German memory clinics.
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Nordheim 2019 (continued)

Outcomes Primary outcomes
Quality of life
1) QoL-AD
Carer primary outcome
Quality of life
2) WHOQOL-BREF
Other participant outcomes
Activities of daily living
3) Barthel Index
4) Instrumental Activities of Daily Living Scale
5) Overprotection Scale For Adults
Cogpnition
6) MMSE
Depression
7) GDS-15
Other carer outcomes
Carer competence
8) SCQ
Dyadic coping
9) Dyadic Coping Inventory
Social support
10) Social Support Questionnaire
Depression
11) GDS-15
Outcomes assessed at 6 months.

Outcomes at 6 months (post-treatment) were included in the meta-analysis.

Notes Cites government funding.

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions the use of a computer package to generate a random allocation se-
tion (selection bias) quence.

Allocation concealment Low risk Mentions central randomisation and that generating the random allocation
(selection bias) sequence, enrolling participants, and assigning participants to interventions

were strictly separated.
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Blinding of participants Unclear risk Participants were not blind to treatment allocation; no information about per-
and personnel (perfor- sonnel; probably not blind to treatment allocation.

mance bias)
All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.

sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk 9 participants lost to follow-up in intervention group, and 11 in control group;
(attrition bias) specific reasons reported; use of intention-to-treat analysis.
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Orgeta 2019
Study characteristics
Methods RCT of BA for people with mild dementia living in the community versus treatment as usual.

Participants

Inclusion criteria:

1) people living with a diagnosis of dementia in the community (NINCDS-ADRDA), 2) having a diagnosis
of mild dementia (= 18 MMSE), and 3) an available carer to participate in the research and support the
person in the intervention.

Exclusion criteria:

1) at risk of self-harm or a risk to others, 2) difficulties communicating in English, and 3) taking part in
another intervention study.

N =63 (M28, F35)
Mean age = 80.4 years
Mean depression score at baseline = 7.2 (CSDD)

Mean cognition at baseline = 24.5 (MMSE)

Interventions

BA adapted for people living with mild dementia, which incorporated introduction to BA, pleas-
ant-event scheduling based on life values and individual preferences, addressing barriers, and practis-
ing relaxation strategies.

8 weekly sessions lasting from 1 hour to 1 hour and 30 minutes over 12 weeks.

Control group: treatment as usual comprising treatments in line with the National Institute for Health
and Care Excellence guidelines.

Outcomes

Primary outcomes
Function
1) BADLS

Meaningful activity
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Orgeta 2019 (Continued)

2) Meaningful and Enjoyable Activities Scale

Depression

3)CSDD

Quality of life

4) DEMQOL

Health-related quality of life
5) EQ-5D

Neuropsychiatric symptoms
6) NPI

Carer outcomes

Depression

7) HADS

Anxiety

8) HADS

Health-related quality of life

9) EQ-5D

10) 12-Item Short Form Health Survey

Outcomes assessed at 3 and 6 months.

Outcomes at 3 (post-treatment) and 6 months (long-term) were included in the meta-analysis.

Notes Cites voluntary sector funding.

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions use of a computerised random list.

tion (selection bias)

Allocation concealment Low risk Mentions centralised randomisation by a web-based system and inter-

(selection bias)

net-based sealed envelope codes.

Blinding of participants
and personnel (perfor-
mance bias)

All outcomes

Unclear risk Participants and personnel were not blind to treatment allocation.

Blinding of outcome as-
sessment (detection bias)
All outcomes

Low risk Raters were blind to treatment allocation.

Incomplete outcome data
(attrition bias)
All outcomes

Low risk 5 participants lost to follow-up in intervention group, and 4 in control group;
specific reasons reported; use of intention-to-treat analysis and multiple im-

putations.
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Orgeta 2019 (Continued)

Selective reporting (re- Low risk All outcomes reported.
porting bias)

Other bias Low risk No other apparent bias.
Quinn 2016
Study characteristics
Methods RCT of a social support intervention versus treatment as usual for people with early-stage dementia liv-

ing in the community.

Participants Inclusion criteria:

1) people with a diagnosis of AD, vascular dementia, or mixed AD and vascular dementia (ICD-10; World
Health Organization, 1992 criteria), 2) being in the early-stages of dementia with a score =20 on the
MMSE, 3) able to provide informed consent, 4) on a stable dose of cholinesterase inhibitors/meman-
tine, and 5) having a carer who is able to participate.

Exclusion criteria: 1) history of significant neurological problems, psychiatric conditions, or cerebrovas-
cular accidents, 2) significant anxiety or depression, 3) insufficient English, and 4) attending other
group-based psychosocial interventions.

N =24 (M18, F6)
Mean age = 75.6 years
Mean depression at baseline = 4.6 (HADS)

Mean cognition at baseline = 23.6 (MMSE)

Interventions Social support incorporating information about dementia, and practical ways of managing memory
difficulties. Contents included staying well, planning for the future, and accessing local resources.

90-minute weekly sessions over 8 weeks.

Control group: treatment as usual receiving routinely-provided memory clinic services, such as a nurse-
led review, and access to psychiatry, psychology, and social services.

Outcomes Primary outcomes
Self-efficacy
1) General Self-Efficacy Scale (GSE)
Secondary outcomes
Depression
2) HADS
Anxiety
3) HADS
General mental health
4) Clinical Outcomes in Routine Evaluation-Outcome Measure

Health-related quality of life
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Quinn 2016 (Continued)

5) EQ-5D

Well-being

6) ICEpop CAPability measure for Older people
Outcomes assessed at 3 and 6 months.

Outcomes at 3 months (post-treatment) for anxiety were included in the meta-analysis.

Notes We were not able to locate data for depression at 3 months, and data were not available from the pub-
lished paper; cites government funding.
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Low risk Mentions use of a computer-based algorithm.
tion (selection bias)
Allocation concealment Low risk Mentions randomisation completed by an independent clinical trials unit.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk 3 participants lost to follow-up in intervention group, and 1 in control group;
(attrition bias) specific reasons reported; use of intention-to-treat analysis.
All outcomes
Selective reporting (re- Unclear risk All outcomes reported except for depression (3 months) and well-being (3 and
porting bias) 6 months).
Other bias Low risk No other apparent bias.
Rovner 2018
Study characteristics
Methods RCT of BA aimed at increasing cognitive, physical, and social activity versus a supportive active control

intervention in black older people with MCI.

Participants

Inclusion criteria:

1) self-identified black ethnicity, 2) = 65 years, and 3) amnestic-multiple or single-domain MCI (NIA-AA
criteria).

Exclusion criteria:

1) psychiatric diagnoses (e.g. major depression, dementia based on DSM-1V), 2) on anti-dementia med-
ication, and 3) severe sensory deficits.
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N =221 (M46, F175)
Mean age = 75.8 years
Mean depression score at baseline = 3.5 (GDS-15)

Mean cognition at baseline = 25.7 (MMSE)

Interventions

BA aimed at increasing cognitive, physical, and/or social activity, incorporating concepts from the
health belief model to enhance cultural relevance, including respect for personal values, focusing on
enhancement of treatment goals, and review of barriers.

5 in-home 60-minute treatment sessions over 4 months and 6 in-home 60-minute follow-up mainte-
nance sessions over the next 20 months.

Control group: supportive control intervention which was comprised of a structured, nondirective in-
tervention focusing on personal expression, conveying empathy, and optimism.

Outcomes Primary outcomes
Incidence of dementia
1) Hopkins Verbal Learning Test-Revised
2) National Alzheimer’s Coordinating Center Uniform Data Set
Cognition
3) MMSE
Secondary outcomes
Function
4) University of California San Diego Performance-Based Skills Assessment
Function
5) Florida Cognitive Activities Scale
6) US Health Interview Survey
Depression
7) GDS-15
Outcomes measured at 6, 12, 18 and 24 months.
Outcomes at 24 months (post-treatment) were included in the meta-analysis.
Notes Cites government funding.
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Low risk Mentions use of a random numbers table.
tion (selection bias)
Allocation concealment Low risk Mentions use of sealed envelopes.

(selection bias)
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Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk 34 participants lost to follow-up in intervention group, and 23 in control group;
(attrition bias) specific reasons not reported; use of intention-to-treat analysis and multiple
All outcomes imputations.

Selective reporting (re- Low risk All outcomes reported.

porting bias)

Other bias Low risk No other apparent bias.
Spector 2015
Study characteristics
Methods RCT of CBT for people with dementia and anxiety versus treatment as usual.
Participants Inclusion criteria:

1) participants with mild to moderate dementia (DSM-IV criteria; CDR of 0.5, 1 or 2), 2) clinical anxiety
determined by a score of = 11 on RAID, 3) living in the community, 4) has a carer willing to participate in
the intervention, 5) ability to understand and communicate in English, and 6) willing to engage in ther-
apy involving discussion of thoughts and feelings.

Exclusion criteria:

1) comorbid psychiatric disorder (e.g. psychosis), 2) challenging behaviour, 3) learning disability, and 4)
diagnosis of severe physicalillness.

N =50 (M20, F30)

Mean age = 78.5 years

Mean depression score at baseline =15.9 (CSDD)
Mean anxiety baseline score = 19.7 (RAID)

Mean cognition at baseline =20.9 (MMSE)

Interventions Individual CBT which involved identifying and practicing strategies for feeling safe, challenging nega-
tive thoughts, and incorporating calming thoughts, behavioural experiments, and in between sessions,
and telephone support encouraging ongoing work.

10 sessions, each lasting 60 minutes over 15 weeks.

Control group: treatment as usual available to people with anxiety and dementia, which included ei-
ther medication or no treatment.

Outcomes Primary outcomes
Anxiety
1) RAID
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2) HADS-A

Secondary outcomes

Depression

3) CSDD

4) HADS-D

Quality of life

5) QoL-AD

Cogpnition

6) MMSE

Neuropsychiatric symptoms

7) NP

Quality of the care-giving relationship
8) Quality of the Carer-Patient Relationship (QCPR)
Carer outcomes

Depression

9) HADS-D

Anxiety

10) HADS-A

Quality of the care-giving relationship
11) QCPR

Outcomes assessed at 15 weeks and 6 months.

Outcomes at 15 weeks (post-treatment) included in the meta-analysis; 6-month data not available.

Notes Cites government funding.

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions use of a computerised random list.

tion (selection bias)

Allocation concealment Low risk Mentions centralised randomisation by a statistician not involved in the
(selection bias) project.

Blinding of participants Unclear risk Participants and personnel were not blind to treatment allocation.

and personnel (perfor-

mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
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Incomplete outcome data  Low risk 3 participants lost to follow-up in intervention group, and 6 in control group;
(attrition bias) specific reasons reported; use of intention-to-treat analysis.
All outcomes

Selective reporting (re- Low risk All outcomes reported.
porting bias)

Other bias Low risk No other apparent bias.
Stanley 2013
Study characteristics
Methods RCT of CBT for anxiety for people with dementia versus treatment as usual.
Participants Inclusion criteria:

1) people with a diagnosis of dementia (confirmed by the participant’s medical provider), 2) with possi-
ble anxiety judged by scoring = 4 on the Neuropsychiatric Inventory-Anxiety (NPI-A) subscale, 3) able to
communicate in English, and 4) having a collateral/family carer able to take part.

Exclusion criteria:

1) primary psychiatric diagnosis of major depression, 2) psychosis, 3) bipolar disorder, 4) suicidal in-
tent, or 5) verbal or physical aggression.

N =32 (M13, F19)

Mean age = 78.6 years

Mean depression score at baseline = 10.1 (GDS-30)
Mean anxiety baseline score = 4.7 (NPI-A)

Atotal of 47% had a CDR of 0.5 or 1.

Interventions CBT-based intervention known as the Peaceful Mind Program, targeting anxiety in dementia, involving
self-monitoring for anxiety, deep breathing, and optional skills (i.e. coping self-statements, behavioural
activation, and sleep management).

Up to 12 weekly in-home sessions (lasting 30 to 60 minutes over 6 months) over the initial 3 months,
and up to 8 brief telephone booster appointments during months 3 to 6.

Control group: treatment as usual incorporating receiving diagnostic feedback but no additional con-
tact other than assessments.

Outcomes Primary outcomes
Anxiety
1) NPI-A
2) RAID
3) GAI
Depression
4) GDS-30

Worry
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Stanley 2013 (Continued)

5) Penn State Worry Questionnaire-Abbreviated
Quality of Life

5) QoL-AD

Carer outcomes

Depression

6) PHQ-9

Carer distress

7) NPI-A - Carer distress

Outcomes assessed at 3 and 6 months.

Outcomes at 3 (post-treatment) and 6 months (long-term) were included in the meta-analysis.

Notes Cites government funding.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Authors communicated that randomisation was completed in blocks; no fur-
tion (selection bias) ther details, insufficient information to permit judgement.

Allocation concealment Unclear risk Insufficient information to permit judgement.

(selection bias)

Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.

mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.

sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk 5 participants lost to follow-up in intervention group, and 1 in control group;
(attrition bias) specific reasons reported; use of intention-to-treat analysis and multiple im-
All outcomes putations.

Selective reporting (re- Low risk All outcomes reported.

porting bias)

Other bias Low risk No other apparent bias.
Tappen 2009
Study characteristics
Methods RCT of a counselling intervention versus treatment as usual for mood in people with moderate demen-

tia living in nursing homes.

Participants Inclusion criteria:
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Tappen 2009 (Continued)

1) diagnosis of probable AD (NINCDS-ADRDA criteria), 2) MMSE < 25, and 3) able to speak English.
Exclusion criteria:

1) experiencing speech problems.

N =36 (M3, F33)

Mean age = 87.3 years

Mean depression at baseline = 17.4 (MADRS)

Mean cognition at baseline = 11.4 (MMSE)

Interventions

Counselling intervention consisting of individual counselling sessions primarily aimed at forming and
maintaining supportive relationships, providing opportunities for expression, reducing isolation, and
improving mood.

3 sessions of 30 minutes each per week for 16 weeks.

Control group: received usual care provided by staff of the long-term care facility.

Outcomes

Primary outcomes

Mood

1) Dementia Mood Assessment Scale

2) Alzheimer's Disease and Related Dementias Mood Scale
Depression

3) MADRS

Outcomes assessed at 16 weeks.

Outcomes at 16 weeks (post-treatment) were included in the meta-analysis.

Notes

Cites voluntary sector funding.

Risk of bias

Bias

Authors' judgement  Support for judgement

Random sequence genera-
tion (selection bias)

Unclear risk Mentions random assignment, no further details; insufficient information to
permit judgement.

Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind

and personnel (perfor-
mance bias)
All outcomes

to treatment allocation.

Blinding of outcome as- Low risk Raters were blind to treatment allocation.

sessment (detection bias)

All outcomes

Incomplete outcome data ~ Unclear risk Low levels of attrition; balanced between groups; specific reasons reported;

(attrition bias)
All outcomes

insufficient detail of handling of missing data.
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Selective reporting (re- Low risk All outcomes reported.

porting bias)

Other bias Low risk No other apparent bias.
Teri 1997

Study characteristics

Methods RCT of BA versus problem-solving therapy (PST) versus typical care versus waiting-list control for peo-

ple with dementia and depression.

Participants

Inclusion criteria:

1) probable AD (NINCDS-ADRDA criteria), 2) 6-month history of cognitive problems, 3) living with carer
in the community, 4) criteria for major or minor depressive disorder (DSM-I1I-R criteria), and 5) scoring =
10 on the HDRS.

N =72 (M38, F34)
Mean age = 76.4 years
Mean depression score at baseline = 15.4 (HDRS)

Mean cognition at baseline = 16.5 (MMSE)

Interventions

BA focusing on pleasant-event scheduling, mood monitoring, modifying problem behaviours, address-
ing barriers, and developing plans to maintain events for the future.

9 weekly sessions lasting 60 minutes over 9 weeks.

PST using a systematic approach to problem-solve participant depression behaviours of specific con-
cern to caregivers.

9 weekly sessions lasting 60 minutes over 9 weeks.

Control group: treatment as usual incorporating typical advice and support services available in the
community, and a separate waiting-list control group.

Outcomes

Primary outcomes
Depression

1) HDRS

2) CSDD

3) BDI

Cogpnition

4) MMSE

Severity of dementia
5) DRS

Function

6) Record of Independent Living
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Teri 1997 (Continued)

Carer outcomes

Depression

7) HDRS

Caregiver burden

8) ZBI

Outcomes assessed at 10 weeks and 6 months.

Outcomes at 10 weeks (post-treatment) were included in the meta-analysis; 6-month data not avail-
able.

Notes Note this study contributed data for both the BA and PST meta-analysis; cites government funding.
Risk of bias
Bias Authors' judgement  Support for judgement
Random sequence genera-  Unclear risk Mentions random assignment, no further details; insufficient information to
tion (selection bias) permit judgement.
Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk Personnel not blind to treatment allocation; no information about partici-
and personnel (perfor- pants; probably not blind to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Unclear risk Low levels of attrition; unclear whether they were balanced between groups;
(attrition bias) specific reasons not reported; insufficient detail about handling of missing da-
All outcomes ta.
Selective reporting (re- Unclear risk All outcomes at 3 months reported except for function; no outcomes reported
porting bias) at 6 months.
Other bias Low risk No other apparent bias.
Travers 2017
Study characteristics
Methods RCT of BA for improving mood and quality of life in nursing home residents with mild to moderate de-

mentia versus a walking and talking intervention.

Participants

Inclusion criteria:

1) had a score of = 10 on the Standardized Mini-Mental State Examination (SMMSE), 2) scored = 4 on the
GDS-12R, 3) ability to communicate in English, and 4) living in the facility = 3 months.

Exclusion criteria: 1) receiving psychotherapy, and 2) having a terminal illness.
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Travers 2017 (Continued)

N =18 (M2, F16)
Mean age = 86.3 years
Mean depression score at baseline = 4.5 (GDS-12R)

Mean cognition at baseline = 17.8 (SMMSE)

Interventions

BA focusing on pleasant-event scheduling that was feasible and practical, engaging in problem-solving,
and developing individually-tailored plans to increase pleasant activities.

45-minute sessions over 8 weeks.

Control group: received a walking and talking intervention which involved spending 30 minutes walk-
ing and talking with a volunteer of the facility each week.

Outcomes Primary outcomes
Depression
1) GDS-12R
Quality of life
2) Quality of Life in Alzheimer’s Disease in Nursing Homes
Outcomes assessed at 8 weeks.
Outcomes at 8 weeks (post-treatment) were included in the meta-analysis.
Notes Cites voluntary sector funding.
Risk of bias
Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions random assignment, and use of the Statistical Package for the Social
tion (selection bias) Sciences randomisation function.
Allocation concealment Unclear risk Insufficient information to permit judgement.
(selection bias)
Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- High risk Raters were not blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk One loss to follow-up in control group due to death; analyses carried out with
(attrition bias) remaining participants.
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 88

Copyright © 2022 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

Waldorff 2012

Study characteristics

Methods

RCT of a counselling intervention for depression versus treatment as usual for people with mild AD liv-
ing in the community.

Participants

Inclusion criteria:

1) being aged = 50 years, 2) having a diagnosis of AD in the past 12 months (DSM-IV; NINCDS-ADRDA cri-
teria), 3) scoring = 20 on the MMSE, and 4) having a primary caregiver.

Exclusion criteria:

1) having severe somatic or psychiatric comorbidity, 2) participating in other interventions, 3) and liv-
ing in a nursing home, or having frontotemporal dementia.

N =330 (M151, F179)
Mean age = 76.2 years
Mean depression at baseline = 4.8 (CSDD)

Mean cognition at baseline = 24.0 (MMSE)

Interventions

Counselling intervention consisting of individual counselling sessions, education, and telephone sup-
port, primarily aimed at preventing depression and loss of social networks.

Up to 7 individual counselling sessions, 5 educational courses lasting 2 hours each, and 5 to 8 tele-
phone support sessions over 3 to 4 week intervals over 8 to 12 months.

Control group: provided with information and guidance about local support services available.

Outcomes

Primary outcomes
Cognition

1) MMSE

Depression

2) CSDD

Health-related quality of life
3) EQ-5D Visual Analogue Scale (EQ-5D VAS)
Secondary outcomes
Quality of life

4) QoL-AD

Neuropsychiatric symptoms
5) NPI

Function

6) ADCS-ADL

Carer outcomes

Depression

7) GDS
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Waldorff 2012 (continued)

Health-related quality of life
8) EQ-5D VAS
Outcomes measured at 6 and 12 months, and 3 years.

Outcomes at 12 months (post-treatment) were included in the meta-analysis.

Notes Cites government funding.

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Mentions computer-generated randomisation list.

tion (selection bias)

Allocation concealment Low risk Mentions random allocation sequence was concealed from the study team.
(selection bias)

Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk 32 participants lost to follow-up in intervention group, and 22 in control group;
(attrition bias) specific reasons other than death not reported; use of intention-to-treat analy-
All outcomes sis.

Selective reporting (re- Low risk All outcomes reported.

porting bias)

Other bias Low risk No other apparent bias.
Wells 2013
Study characteristics
Methods RCT of mindfulness-based stress reduction (MBSR) for people with MCI versus treatment as usual.
Participants Inclusion criteria:

1) diagnosis of MCl as determined by a neurologist through history, physical examination, and neu-
ropsychological testing (Wechsler Memory Scale Fourth Edition, MMSE, CDR; based on criteria by
Grundman 2004), and 2) aged 55 to 90 years.

Exclusion criteria:

1) actively practicing meditation or yoga, and 2) history of brain lesions or major head trauma.
N = 14 (sex demographics not reported)

Mean age = 74 years

Median depression score at baseline = 6.0 on the Center for Epidemiologic Studies-Depression (CES-D)
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Mean cognition at baseline =27.0 (MMSE)

Interventions MBSR intervention consisting of teaching of mindfulness, defined as non-judgmental moment-to-mo-
ment awareness, through sitting and walking meditation, body scan, and mindful movement.

Eight 2-hour weekly sessions over 8 weeks plus 1 mindfulness retreat day.

Control group: received usual care.

Outcomes Primary outcomes:
Cognition
1) The Alzheimer's Disease Assessment Scale-Cognitive Subscale
2) Rey Auditory Verbal Learning Test
3) TMTA&B
4) Controlled Oral Word Association Test
5) Animal naming
6) Boston Naming Test
Resilience
7) Resilience Scale
Hope
8) Herth Hope Index
Quality of life
9) QoL-AD
Life orientation
10) Life Orientation Test
Depression
11) CES-D
Mindulness attention
12) Mindful Attention Awareness Scale

Outcomes assessed at 8 weeks.

Notes This study is not included in any meta-analysis. We were not able to extract or locate data for this study.
Data were not available from the published paper; cites government funding.

Risk of bias

Bias Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Mentions random assignment, no further details; insufficient information to
tion (selection bias) permit judgement.

Allocation concealment Unclear risk Insufficient information to permit judgement.

(selection bias)
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Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)
All outcomes
Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes
Incomplete outcome data  Low risk No attrition in the study; use of intention-to-treat analysis.
(attrition bias)
All outcomes
Selective reporting (re- Low risk All outcomes reported.
porting bias)
Other bias Low risk No other apparent bias.
Young 2014
Study characteristics
Methods RCT of social support versus treatment as usual for people with mild dementia living in the community.

Participants

Inclusion criteria:

1) people aged = 60 years, 2) having a diagnosis of dementia, 3) with a score = 18 on the MMSE, 4) aware
of their memory loss, and 5) able to participate independently in a group.

N =39 (M22, F17)
Mean age = 80.3 years
Mean depression at baseline =9.0 (GDS)

Mean cognition at baseline =22.0 (MMSE)

Interventions

Social support incorporating provision of information and support about dementia, developing a pos-
itive lifestyle, and adjusting to changes. Contents included identifying strengths, developing a plan for
the future, and identifying sources of support.

90-minute sessions over 10 weeks.

Control group: received standardised educational written material on dementia providing basic infor-
mation.

Outcomes

Primary outcomes
Depression

1) GDS

Secondary outcomes
Self-esteem

2) RSES

Self-Efficacy
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Young 2014 (Continued)

3) GSE

Coping with memory loss

4) Index for Managing Memory Loss
Quality of life

5) QoL-AD

Outcomes assessed at 10 weeks.

Outcomes at 10 weeks (post-treatment) were included in the meta-analysis.

Notes Afollow-up paper reports data on quality of life (N = 64); cites university research funding.

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Mentions random assignment, no further details; insufficient information to
tion (selection bias) permit judgement.

Allocation concealment Unclear risk Insufficient information to permit judgement.

(selection bias)

Blinding of participants Unclear risk No information provided; probably both participants and personnel not blind
and personnel (perfor- to treatment allocation.
mance bias)

All outcomes

Blinding of outcome as- Low risk Raters were blind to treatment allocation.
sessment (detection bias)
All outcomes

Incomplete outcome data  Low risk 3 participants lost to follow-up in control group; specific reasons reported; use
(attrition bias) of intention-to-treat analysis.
All outcomes

Selective reporting (re- Low risk All outcomes reported.
porting bias)

Other bias Low risk No other apparent bias.

Abbreviations: AD: Alzheimer's disease; ADCS-ADL: Alzheimer's Disease Cooperative Study - Activities of Daily Living Inventory; BA:
behavioural activation; BADLS: Bristol Activities of Daily Living Scale; BDI: Beck Depression Inventory; Brief-COPE: Coping Orientation to
Problems Experienced Inventory; CBT: cognitive behavioural therapy; CDR: Clinical Dementia Rating; CERAD-NB: Consortium to Establish
a Registry for Alzheimer's Disease neuropsychological battery; CES-D: Center for Epidemiologic Studies-Depression; CSDD: Cornell Scale
for Depression in Dementia; DEMQOL: Dementia Quality of Life Instrument; DRS: Dementia Rating Scale; DSM-IV: Diagnostic and Statistical
Manual of Mental Disorders, 4th Edition; EQ-5D: EuroQolL-5 Dimension; EQ-5D VAS: EQ-5D Visual Analogue Scale; F: female; 15D: 15D
instrument; GAIl: Geriatric Anxiety Inventory; GDS: Geriatric Depression Scale; GHQ: General Health Questionnaire; GSE: General Self-
Efficacy Scale; HADS: Hospital Anxiety and Depression Scale; HDRS: Hamilton Depression Rating Scale; ICD-10: International Classification
of Diseases, 10th Revision; M: male; MADRS: Montgomery—Asberg Depression Rating Scale; MAI: Multilevel Assessment Instrument; MBCT:
mindfulness-based cognitive therapy; MBSR: mindfulness-based stress reduction; MCI: mild cognitive impairment; MMSE: Mini-Mental
State Examination; MoCA: Montreal Cognitive Assessment; NIA-AA: National Institute on Aging - Alzheimer's Association; NINCDS-ADRDA:
National Institute of Neurological and Communicative Disorders and Stroke - Alzheimer's Disease and Related Disorders Association;
NPI: Neuropsychiatric Inventory; NPI-A: Neuropsychiatric Inventory-Anxiety; PATH: problem-adaptation therapy; PHQ-9: Patient Health
Questionnaire-9; PM: Pearlin Mastery Scale; PSS: Perceived Stress Scale; PST: problem-solving therapy; QCPR: Quality of the Carer-
Patient Relationship; QoL-AD: Quality of Life-Alzheimer’s Disease; RAID: Rating Anxiety in Dementia; RCT: randomised controlled trial;
RMBPC: Revised Memory and Behavior Problems Checklist; SCID: Structured Clinical Interview for DSM-IV; SCQ: Sense of Competence
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Questionnaire; SDs: standard deviations; RSES: Rosenberg Self-Esteem Scale; SMMSE: Standardized Mini-Mental State Examination; ST:
supportive therapy; TMT: Trail Making Test; WHOQOL-BREF: World Health Organization Quality of Life Brief scale; ZBI: Zarit Burden

Interview

Characteristics of excluded studies [ordered by study ID]

Study

Reason for exclusion

Abraham 1992

Ineligible population: in this randomised controlled trial (RCT) of group cognitive behavioural ther-
apy (CBT) for nursing home residents with depression, participants with major cognitive impair-
ment were excluded.

Almeida 2014

Ineligible intervention: this RCT tests a computerised cognitive bias modification intervention for
depression and quality of life in people with dementia and depression that trains participants' at-
tentional resources to reduce repeated exposure and attention to negative stimuli.

Anderson 2018

Ineligible population: in this RCT of CBT for depression and anxiety in older people living in long-
term care, participants with a Mini-Mental State Examination (MMSE) score <24 were excluded.

Auclair 2009 Ineligible design and ineligible population: case vignette data from an RCT of couples' counselling
of which a small number of participants had early-stage Alzheimer's disease (AD).

Bailey 2017 Ineligible intervention: RCT of a multi-component intervention of question-asking, reading, and
reminiscence-incorporating activities in people with dementia and depressive symptoms living in
nursing homes.

Beck 2002 Ineligible intervention: RCT of interventions aimed at increasing psychosocial activities (i.e. draw-
ing, life review, massage): outcomes were direct observations of behaviour (video-taped data).

Berwig 2020 Ineligible trial design: a non-randomised mixed-method feasibility study of Marte Meo® counselling
for people with behavioural variant frontotemporal dementia, and their primary carers.

Brodaty 2003 Ineligible intervention: RCT of case management versus geriatric consultation versus standard pro-

tocol of care in people with dementia, depression, and/or psychosis living in nursing homes.

Chandler 2019

Ineligible intervention: multi-cluster RCT of memory-compensation training, computerised cogni-
tive training, yoga, support groups, and wellness education for people with mild cognitive impair-
ment (MCI); support groups were unstructured, comprising reminiscence and discussing MCl-relat-
ed concerns.

Cheston 2003

Ineligible design: pre-post evaluation feasibility study of a 10-week psychotherapy group aimed at
addressing distress associated with forgetfulness in people with dementia.

Cheston 2009

Ineligible design: pre-post evaluation feasibility study of a 10-week psychotherapy group aimed at
sharing experiences of memory loss versus psycho-education in people with mild dementia.

Collins 2018 Ineligible design: pre-post evaluation feasibility study of a 6-week compassion-focused group ther-
apy for depression and anxiety, for people with mild to late-stage dementia and their carers.
Craig 2018 Ineligible design: pre-post evaluation study testing the feasibility of compassion-focused therapy

for people with dementia and their carers.

Davison 2017

Ineligible population: RCT of acceptance and commitment therapy for depression and anxiety for
older people living in long-term care, of which some had cognitive impairment (scoring between 19
and 23 on the MMSE).

Dozeman 2011

Ineligible population: RCT of self-help behavioural activation (BA) in older people living in nursing
homes; excluded people with MMSE < 21; most people in this study did not have dementia or MCI.
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Study

Reason for exclusion

Farrand 2016

Ineligible design: single-arm, non-randomised feasibility study of BA self-help for mood, well-being,
and quality of life in people with dementia supported by informal carers.

Finnema 2005

Ineligible intervention: RCT of an emotion-oriented care intervention for people with dementia, fo-
cusing on individuals' experiences, life history, and use of empathic skills by nursing staff.

Fischer-Terworth 2011

Ineligible trial design and ineligible intervention: controlled trial of a multi-component interven-
tion in people with mild to moderate dementia, incorporating music and psycho-education of staff
and family carers.

Garcia-Alberca 2017

Ineligible trial design: pre-post open trial evaluating the feasibility and acceptability of CBT for de-
pression in people with AD living in long-term care.

Helcer 2012 Ineligible comparison: RCT of CBT plus memory training versus memory training alone in people
with mild to moderate AD; no control group.

Hummel 2017 Ineligible population: RCT of group CBT in older, medically-ill participants with depression, of
which only 20% had dementia; people with MMSE < 21 were excluded.

Hyer 2009 Ineligible population: RCT of group CBT for older long-term care residents with depression, of

which only a small number had dementia; people with MMSE < 18 were excluded.

lkemata 2017

Ineligible intervention: RCT of progressive muscle relaxation versus a control intervention for neu-
ropsychiatric symptoms, activities of daily living, and immune function in people with dementia
living in nursing homes.

Joosten-Weyn Banningh 2011

Ineligible trial design: controlled trial of group psycho-education and memory rehabilitation using
CBT techniques for depression and well-being in MCl versus a waiting-list control group.

Kashimura 2020

Ineligible design: a single-arm, pre-post study testing the feasibility and acceptability of a CBT pro-
gram for depression and anxiety in people with dementia or MCI.

Klainin-Yobas 2019

Ineligible intervention: RCT of mindfulness versus health education for people with MCI; interven-
tion did not have psychological elements, and was not aimed at stress reduction.

Kolanowski 2011

Ineligible intervention: RCT of an activities-based intervention based on the Needs-Driven Demen-
tia-Compromised Behavior model, aimed at reducing agitation in people with dementia living in
nursing homes.

Konnert 2009

Ineligible population: RCT of group CBT in nursing home residents with depression, of which some
experience cognitive impairment; people with MMSE < 21 were excluded.

Kovach 2018

Ineligible design: controlled cross-over repeated-measures study comparing mindfulness to cogni-
tive therapeutic activity in frail older people and people with dementia; conditions randomised not
participants.

Kulshreshtha 2019

Ineligible design and ineligible comparison: pre-post pilot study in African-Americans with MCl,
testing the feasibility and acceptability of CBT through web-based or in-person group sessions; no
control group.

Lam 2010 Ineligible intervention: RCT of an occupational therapy intervention for improving function and
mood in people with mild and moderate dementia.

Lantz 1997 Ineligible design and ineligible population: pre-post evaluation study of a psychological interven-
tion comprising modified meditation, relaxation, guided imagery, and body awareness for people
living in nursing homes, of which some had dementia.
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Study Reason for exclusion

Leontjevas 2013 Ineligible intervention and ineligible population: RCT of a multidisciplinary care management in-
tervention for depression, incorporating pharmacological and psychosocial interventions, in older
people living in nursing homes, of which some had dementia.

Luo 2020 Ineligible population: cluster-RCT of pleasant-activity scheduling for residents living in a long-term

care facility; only people who did not experience cognitive impairment were recruited to the study.

Marciniak 2020

Ineligible comparison: RCT of mindfulness-based stress reduction practice on depression, cogni-
tion, and immunity in people with MCl versus cognitive training; no control group.

McSweeney 2012 Ineligible intervention: cluster-RCT of a multidisciplinary case management intervention for people
with dementia and depression living in care homes.

Meeks 2015 Ineligible population: RCT of BA for nursing home residents with depression, of which some experi-
enced cognitive impairment (not further specified); people with MMSE < 14 were excluded.

NCT02083237 Ineligible intervention: RCT of a psycho-education and memory-training intervention for people
with MCI versus waiting-list control; intervention does not meet criteria of a psychological treat-
ment.

NCT04426838 Ineligible comparison: RCT comparing face-to-face versus video-conference-based CBT for insom-
nia, incorporating stimulus control, sleep compression, relaxation, sleep hygiene, and cognitive re-
structuring for people with dementia and their carers; no control group.

Novelli 2018 Ineligible intervention: RCT of the Tailored Activity Program - Brazilian version on behavioural

symptoms and quality of life in people with dementia versus usual care; intervention does not
meet criteria of a psychological treatment.

O'Connor 2014

Ineligible intervention: RCT of tailored activities based on individuals' abilities and interests for
people with dementia who experience neuropsychiatric symptoms versus phone-based education;
intervention does not meet criteria of a psychological treatment.

Paller 2015

Ineligible design: pre-post evaluation study of mindfulness-based stress reduction for quality of life
and depression in people with a diagnosis of dementia or MCI, and older people with memory com-
plaints.

Prakash 2019

Ineligible intervention and ineligible population: RCT of progressive muscle relaxation therapy in
older people, of which some had cognitive impairment; people with scores < 17 on the MMSE were
excluded.

Prick 2015

Ineligible intervention: RCT of home-based exercise, psycho-education, support, and promotion of
pleasant activities; intervention primarily aimed at carers; outcomes for people with dementia not
assessed; intervention does not meet criteria of a psychological treatment.

Quintana-Hernandez 2016

Ineligible intervention: RCT of a mindfulness-based Alzheimer’s stimulation program versus cogni-
tive stimulation therapy combined with progressive muscle relaxation versus usual care (control
group); intervention did not have psychological elements and was not aimed at stress reduction.

Reinhardt 2014

Ineligible population: RCT of problem-solving therapy for depression versus social contact in older
people living in long-term care. Although people with mildly impaired cognitive status were not ex-
cluded, this sample was primarily people without cognitive impairment or dementia.

Rodriguez-Sanchez 2018

Ineligible intervention: RCT of a behaviour analysis intervention addressing specific behavioural
problems for family carers of people with dementia attending day care centres versus a control
group intervention.
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Study Reason for exclusion

Teri 2003 Ineligible intervention: RCT of home-based exercise combined with caregiver training aimed at in-
creasing physical activity and decreasing problem behaviours for people with dementia.

Teri 2020 Ineligible intervention: RCT of aerobic/endurance, strength, and balance/flexibility exercises, de-
mentia education, and training carers to increase pleasant events; intervention does not meet cri-
teria of a psychological treatment.

Van Haitsma 2015 Ineligible intervention: RCT of individual activities for behavioural and psychological symptoms in
people living with dementia in nursing homes; outcomes were observations of behaviour.

Vanova 2018 Ineligible intervention: multi-arm RCT of computer-based cognitive rehabilitation versus comput-
er-based psychosocial stimulation (e-health platform) versus combined cognitive rehabilitation
and psychosocial stimulation versus control for cognition and mood for people with mild dementia
and MClI; intervention does not meet criteria of a psychological treatment.

Whitlatch 2017 Ineligible intervention: RCT of a psychosocial intervention aimed at developing a plan of future
care, and increasing use of available services for people with dementia and their carers; interven-
tion does not meet criteria of a psychological treatment.

Yesavage 1981 Ineligible design and ineligible population: pre-post study of supportive counselling versus cogni-
tive training in people with symptoms of senile organic brain disease and moderate cognitive im-
pairment.

AD: Alzheimer's disease; BA: behavioural activation; CBT: cognitive behavioural therapy; MCI: mild cognitive impairment; MMSE: Mini-
Mental State Examination; RCT: randomised controlled trial

Characteristics of studies awaiting classification [ordered by study ID]

Carreel 1990
Methods Unknown whether this study was a randomised controlled trial (RCT) and whether it tested a psy-
chological intervention
Participants Older people with dementia and depression
Interventions Group sessions with therapeutic aim described as conversation groups
Outcomes Linguistic skills
Notes Article in French
ISRCTN42983681
Methods RCT of psychodynamic interpersonal therapy principles in mild cognitive impairment (MCI) versus
standard care
Participants Unknown whether this sample has a diagnosis of MCI.
Inclusion criteria:
1) diagnosis of MCl according to the criteria suggested by the International Psychogeriatric Associa-
tion expert conference on MCl, 2) living with a spouse or partner, 3) ability to speak English, and 4)
Mini-Mental State Examination (MMSE) score > 26.
Exclusion criteria:
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ISRCTN42983681 (Continued)

1) participants/spouses living with serious physical condition.

N =40

Interventions Course of psychotherapy based on psychodynamic interpersonal therapy principles.

Control group: receives standard care.

Outcomes Primary outcome measure
Clinical outcomes in routine evaluation
Secondary outcome measures

1) Geriatric Depression Scale (GDS)

2) Beck Anxiety Inventory

3) Marital Intimacy Scale

4) MMSE

5) Quality of Life-Alzheimer’s Disease (QoL-AD)
6) Relationship Scales Questionnaire

7) Relationship Questionnaire - Attachment

Notes This study appears as completed; data not published; unclear what criteria were used for MCl and
whether there was a control group.

NCT01550718

Methods RCT of physical activity versus social activity versus no intervention for social and physical activity
in early-stage dementia

Participants Inclusion criteria:
1) dementia diagnosis, 2) Clinical Dementia Rating scale score, 3) available care partner, 4) care re-
cipient lives in the community or in a retirement home, and 5) both care partner and care recipient
speak English.
Exclusion criteria:
1) significant physical or psychiatric illness in either care partner or care recipient that would pre-
vent participation, and 2) living out of the study area.
N =152

Interventions Social activity program (90-minute weekly seminars of open discussion and socialising) versus a
physical activity program (90-minute weekly classes of physical exercises and discussion of health
topics) versus no intervention.
Control group: receives no intervention.

Outcomes Primary outcomes
Social activity
1) Pleasant Events Schedule-AD
Physical activity
2) Physical Activity Scale for the Elderly
Quality of life
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NCT01550718 (Continued)

3) QoL-AD
Secondary outcomes
Communication

4) Communication, Affective Expression, and Involvement subscales of the Family Assessment
Measure

Physical function

5) Physical Functioning Scale of the Medical Outcomes Study Short Form 36
Depression

6) GDS

Outcomes measured at 1 and 4 months.

Notes This study appears as ongoing; its status is unclear; unclear if the social support group has a psy-
chological element.
Wong 2016
Methods Unclear design

Participants

Inclusion criteria:
1) clinical diagnosis of MCl, 2) able to give informed consent, and 3) at least 60 years of age.
Exclusion criteria:

1) current/past experience with meditation/yoga, 2) prescribed cognitive intervention/electromag-
netic stimulation, 3) acquired/traumatic brain injury, 4) psychoactive medication/intake of drugs
that alter cognition, 5) drug/alcohol abuse, 6) on cholinesterase inhibitors, 7) having a psychiatric
condition or neurological/cerebrovascular condition, 8) physical condition requiring treatment, 9)
advanced cognitive decline, and 10) major physical or language impairment.

Interventions

Group-based mindfulness training with both formal and informal practice over 8 weeks.

Control group: receives standard care.

Outcomes

Cognition

1) Montreal Cognitive Assessment
Psychological health

2) Depression Anxiety Stress Scales
Mindfulness

3) Freiburg Mindfulness Inventory
Function

4) Bayer Activities of Daily Living Scale

Outcomes assessed at 8 weeks and 1 year.

Notes

Unclear whether this study is a randomised controlled trial.
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CBT: cognitive behavioural therapy; GDS: Geriatric Depression Scale; MCI: mild cognitive impairment; MMSE: Mini-Mental State
Examination; QoL-AD: Quality of Life-Alzheimer’s Disease; RCT: randomised controlled trial

Characteristics of ongoing studies [ordered by study ID]

Aguirre 2017

Study name Mindfulness-based cognitive therapy (MBCT) programme for depression in people with early stages
of dementia: study protocol for a randomised controlled feasibility study
Methods Randomised controlled trial (RCT)

Participants

Inclusion criteria:

1) diagnosis of mild depression (Diagnostic and Statistical Manual of Mental Disorders, 4th Edition
(DSM-1V) criteria), and 2) mild to moderate dementia (Mini-Mental State Examination (MMSE) scores
>18).

Exclusion criteria:

1) learning disability, 2) severe depression, or at high risk of self-harm, 3) within 2 months of be-
reavement, 4) involved in other psychosocial intervention, and 5) experiencing psychosis.

N=32

Interventions

Group MBCT sessions comprising meditation practice, discussion of mood and cognitive symp-
toms, and using both formal and informal mindfulness in distressing situations (i.e. mindful eating,
body scan, mindful stretching, and sitting mindfulness meditation).

Weekly 90-minute sessions over 8 weeks plus homework exercises.

Control group: treatment as usual incorporating General Practice (GP) and memory service sup-
port, antidepressant medication, and psychiatry review and appointments.

Outcomes Primary outcomes

Depression
1) Cornell Scale for Depression in Dementia (CSDD)
2) Patient Health Questionnaire-9 (PHQ-9)
Secondary outcomes
Quality of life
3) Quality of Life-Alzheimer's Disease (QoL-AD)
Mindfulness
4) Cognitive and Affective Mindfulness Scale
Anxiety
5) Generalized Anxiety Disorder 7-item (GAD-7)
6) Rating Anxiety in Dementia (RAID)
Carer-rated patient outcomes
7) CSDD carer-rated
8) QoL-AD carer-rated
9) RAID carer-rated
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Aguirre 2017 (Continued)

Outcomes assessed at 3 and 6 months.

Starting date

21 July 2016

Contact information

elisa.aguirre@nelft.nhs.uk

Notes www.isrctn.com/ISRCTN16382776
Ekman 2020
Study name Evaluation of a novel psychological intervention tailored for patients with early cognitive impair-
ment (PIPCI): study protocol of a randomized controlled trial
Methods RCT

Participants

Inclusion criteria:

1) subjective cognitive decline or mild cognitive impairment (MCI) diagnosis (International Clas-
sification of Diseases, 10th Revision (ICD-10) criteria; all MCI subtypes) aged < 70 years, 2) mild to
moderate psychological symptoms that are indicated to be related to the participant’s cognitive
impairment affecting participant's daily living and behaviour, 3) fluency in Swedish language, 4) ac-
cess to a mobile telephone, and 5) signed informed consent.

Exclusion criteria:

1) dementia diagnosis and/or occurrence of serious illness and/or injury or learning disability, 2)
participation in other psychological treatment over the past 6 months, 3) severe psychiatric comor-
bidity, and/or severe psychiatric disorder, 4) antidepressant medication introduced or alterations
in dosage < 6 months ago (i.e. unstable dose), 5) MMSE score < 26 and/or a Montreal Cognitive As-
sessment (MoCA) score < 24, 6) stroke or head trauma < 6 months ago, and 7) present substance
abuse diagnosis.

N=120

Interventions

Psychological intervention adjusted to people experiencing cognitive impairment, combining: cog-
nitive behavioural therapy (CBT) and acceptance commitment therapy, including validation strate-
gies, and psycho-education. Intervention also aims to focus on increasing motivation for lifestyle
changes, in line with personal goals alongside the teaching of behavioural activation (BA) and
mindfulness.

Weekly sessions of 55 minutes each over 10 weeks plus homework exercises.

Control group: waiting-list control group condition comprised of receiving regular health informa-
tion that is provided after cognitive examination.

Outcomes

Primary outcomes

Psychological health

1) Acceptance and Action Questionnaire-Il (AAQ-II)
Secondary outcomes

Perceived stress

2) Perceived Stress Scale (PSS)

Depression

3) Beck Depression Inventory
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Ekman 2020 (continued)

Quality of life

4) Brunnsviken Brief Quality of Life Scale
General health

5) Medical Outcomes Study Short Form 36
Executive function

6) Stroop Color and Word Test

7) Trail Making Test (TMT) A& B

Memory

8) Brief Visuospatial Memory Test-Revised
Attention

9) Digit-Span - Wechsler Adult Intelligence Scale-Fourth Edition (WAIS-IV)
10) AX-Continuous Performance Task
Processing speed

11) Digit-Symbol (WAIS-IV)

12) Deary-Liewald Reaction Time Task
Biological health measures

13) Telomerase

Costs-effectiveness

14) Quality-Adjusted Life Years

Outcomes assessed at 11 weeks and 6 months.

Starting date 01 February 2021
Contact information urban.ekman@ki.se
Notes clinicaltrials.gov/ct2/show/NCT04356924

Forstmeier 2015

Study name Cognitive behavioural treatment for mild Alzheimer’s patients and their caregivers (CBTAC): study
protocol for a randomized controlled trial

Methods RCT

Participants Inclusion criteria:
1) 50 to 95 years, 2) diagnosis of probable or possible Alzheimer's disease (AD) (National Institute
of Neurological and Communicative Disorders and Stroke - Alzheimer's Disease and Related Disor-
ders Association) criteria, 3) mild dementia severity (Clinical Dementia Rating (CDR) scores 0.5 or 1;
MMSE = 20), 4) with any non-cognitive symptom that motivates acceptance of psychotherapeutic
help, and 5) caregiver available to take part in sessions.

Exclusion criteria:
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Forstmeier 2015 (continued)

1) concomitant alcohol/drug addiction, 2) malignant disease/severe organ failure, and 3) metabol-
ic disorders, or other neurological conditions.

N = 44

Interventions

CBT multi-component programme of goal setting, psycho-education, engagement in pleasant ac-
tivities, cognitive restructuring, caregiver training in behaviour management techniques, life re-
view, and couples counselling.

25 weekly or bi-weekly sessions over 9 months, with 5 single sessions with family caregiver.

Control group: receives standard medical and psychosocial care which includes psycho-education
on dementia, medical treatment, social counselling by specialised staff, memory training, and self-
help group support for both participant and caregiver.

Outcomes

Primary outcomes

Depression
1) Geriatric Depression Scale (GDS-15)

2) CSDD
3) Depressive disorder (Structured Clinical Interview for DSM-IV Axis 1)
Secondary outcomes

Neuropsychiatric symptoms
4) Neuropsychiatric Inventory (NPI)

5) Apathy Evaluation Scale (AES)

Quality of life

6) QoL-AD

Coping

7) Stress Coping Inventory (SCI)

Carer outcomes

Caregiver burden

8) Zarit Burden Interview (ZBI)

Depression

9) Centre for Epidemiologic Studies - Depression
Anxiety

10) State-Trait Anxiety Inventory

Anger

11) State-Trait Anger Expression Inventory
Quality of life

12) Satisfaction with Life Scale

13) 12-Item Short Form Health Survey (SF-12)
Coping

14) SC
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Forstmeier 2015 (Continued)

Outcomes measured at 6 and 12 months.

Starting date February 2011
Contact information s.forstmeier@psychologie.uzh.ch
Notes clinicaltrials.gov/ct2/show/NCT01273272

Gildengers 2016

Study name The design and implementation of an intervention development study: Retaining Cognition While
Avoiding Late-Life Depression (ReCALL)

Methods RCT

Participants Inclusion criteria:

1) 60 years or older, 2) PHQ-9 > 1 with at least a score of 1 on question 1 or 2 (depressed mood or
anhedonia), 3) adequate physical/sensory function and ability to engage in moderate-intensity ex-
ercise, and 4) diagnosed with MCI by cognitive screening (Modified Mini-Mental State Examination
(3MS), TMT, Digit Symbol Substitution Test, and the Quick Mild Cognitive Impairment Screen), and
by clinicians using the revised Petersen 2004 criteria.

Exclusion criteria:

1) not meeting criteria for a major depressive episode/current anxiety disorder, except for specific
phobia (DSM-IV TR), 2) multiple sclerosis, 3) depression/substance disorder in the past year, 4) on
antidepressants, and 5) lifetime history of bipolar disorder or schizophrenia.

N =94

Interventions Problem-solving therapy aimed at teaching individuals to systematically approach and solve prob-
lems, exerting control, promoting pleasurable activities, and helping individuals avoid negative-
ly-charged situations.

Offered up to 16 weeks; additional booster sessions at 3 and 9 months; no further information pro-
vided.

Control group: enhanced usual care which includes mood and cognitive problems assessment, and
referral for medical care.

Outcomes Primary outcomes
Depression
1) Onset of major depression (DSM-IV TR)
Anxiety
2) Onset of anxiety disorder (Primary Care Evaluation of Mental Disorders Questionnaire)

Outcomes assessed at 16 weeks and every 3 months for 12 months.

Starting date 26 June 2013
Contact information gildengersag@upmc.edu
Notes clinicaltrials.gov/ct2/show/NCT01886586
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ISRCTN11185706
Study name Problem adaptation therapy for depression in dementia (PATHFINDER)
Methods RCT

Participants

Inclusion criteria:

1) diagnosis of probable or mixed AD and vascular dementia (National Institute on Aging -
Alzheimer's Association (NIA-AA) criteria), 2) mild to moderate dementia severity (Standardized
Mini-Mental State Examination (SMMSE) score > 10), 3) clinically significant depression (8+ on the
CSDD), 4) aged > 50 years, 5) fluent in English, and 6) available family carer who can act as co-thera-
pist.

Exclusion criteria:

1) rare dementia diagnosis, 2) initiation/change in dose of antidepressant/psychotropics in previ-
ous 4 weeks or plan to change treatment in the next 12 weeks, 3) engaging in psychological thera-
py, and 4) schizophrenia/bipolar disorder/other severe psychiatric disorder or suicidal ideation.

N=334

Interventions

Problem-adaptation therapy that aims at identifying problems hypothesised to maintain the per-
son’s depression, identify solutions and pleasurable activities that the person enjoys, using envi-
ronmental adaptations to help overcome physical and behavioural limitations.

10 face-to-face 1-hour sessions delivered over 12 weeks.

Control group: usual multidisciplinary care.

Outcomes

Primary outcomes

Depression

1) CSDD

Secondary outcomes

Quality of life

2) Dementia Quality of Life Instrument (DEMQOL) and DEMQOL-proxy
3) EuroQoL-5 Dimension (EQ-5D)
Function

4) Bristol Activities of Daily Living Scale
Cognition

5) SMMSE

Anxiety

6) RAID

Carer outcomes

Burden

7) ZBI

Quality of life
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ISRCTN11185706 (Continued)

8) General Health Questionnaire-12

Outcomes assessed at 3, 6, and 12 months.

Starting date

01 September 2018

Contact information

robert.howard@ucl.ac.uk

Notes

doi.org/10.1186/ISRCTN11185706

Janssen 2017

Study name

BA by mental health nurses for late-life depression in primary care: a randomised controlled trial

Methods

Cluster RCT

Participants

Inclusion criteria:

1) older people = 65 years, 2) with PHQ-9 score > 9 recruited from primary care, and 3) who may
have MCI or mild dementia.

Exclusion criteria:

1) severe mental illness, 2) high suicide risk, drug and/or alcohol abuse, 3) prior psychotherapy, 4)
change in medication, and 5) moderate to severe cognitive impairment.

N =200

Interventions

BA encouraging engaging in rewarding activities and reducing avoidance behaviour, diminishing
distress using functional analysis, activity registration, activity scheduling and relapse prevention.

8 weekly 30-minute face-to-face sessions delivered by a trained mental health nurse.

Control group: unrestricted access to GP treatment options including pharmacological treatment,
psychological treatment by a mental heath nurse or a psychologist, or watchful waiting.

Outcomes

Primary outcomes

Depression

1) Quick Inventory of Depressive Symptomatology
2) PHQ-9

Depressive disorder and psychiatric comorbidity
3) Mini-International Neuropsychiatric Interview
Quality of life

4) EQ-5D

Outcomes assessed at 52 weeks.

Starting date

25 August 2016

Contact information

g.hendriks@propersona.nl

Notes

www.trialregister.nl/trial/5436
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NCT01774448

Study name The efficacy of mindfulness-based cognitive therapy (MBCT) to improve depression symptoms and
quality of life in individuals with dementia and their caregivers: a pilot study

Methods RCT

Participants Inclusion criteria:

1) early stages of dementia and aged between 50 and 85 years, 2) spousal caregiver (no signs of de-
mentia/mild cognitive impairment), 3) evidence of at least mild depression (in at least one partner),
and 4) able to speak, read, and write in English.

Exclusion criteria:

1) neurological disorder (other than dementia for dementia group), and 2) a mental health diagno-
sis.

N=36

Interventions MBCT consisting of learning and practicing formal and informal mindfulness meditation, and par-
ticipation in group discussion and inquiry.

1 session per week for 2 hours over an 8-week intervention.

Control group: waiting-list control group where participants undergo a non-intervention 8-week
period.

Outcomes Primary outcomes
Depression
1) GDS
Secondary outcomes
Apathy
2) AES
Quality of life
3) QoL-AD
Anxiety
4) Depression Anxiety Stress Scales (DASS)
Depression
5) DASS
Self-compassion
6) Self-Compassion Scale
Cognition
7) MoCA
8) 3MS
Working memory

9) Digit Span Forward and Backward Tasks
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NCT01774448 (Continued)

Cogpnitive flexibility

10) TMT

Verbal fluency

11) Category fluency test
Short-term verbal memory

12) California Verbal Learning Test
Attention

13) Attention Network Task
Mindfulness

14) Five Facet Mindfulness Questionnaire
Carer outcomes

Coping

15) Brief-COPE

Burden

16) ZBI

Outcomes assessed at 8 weeks.

Starting date August 2013
Contact information lozen@uwaterloo.ca
Notes clinicaltrials.gov/ct2/show/NCT01774448
NCT02013518
Study name Cognitive behavioural therapy for persons with mild cognitive impairment or dementia in the early
stages
Methods RCT
Participants Inclusion criteria:

1) a diagnosis of dementia (AD or mixed AD and vascular dementia; ICD-10 criteria), 2) =20 on
MMSE, 3) =5 on CSDD, and 4) a carer willing to participate in treatment, and has weekly contact.

Exclusion criteria:

1) severe somatic/psychiatric diagnosis, 2) dementia with Lewy bodies or frontotemporal demen-
tia, 3) poor command of Norwegian, and 4) doing psychotherapy.

N =200

Interventions CBT comprised of introduction to CBT principles, pleasant activities to improve mood and depres-
sive symptoms, use of external memory aids to maintain independence/reduce demands on mem-
ory, active engagement in reminiscence to improve mood, and review of treatment goals.

1-hour weekly sessions over 11 weeks.
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NCT02013518 (Continued)

Control group: treatment as usual at the participating memory clinics.

Outcomes Primary outcomes
Depression
1) Montgomery-Asberg Depression Rating Scale
2) Hospital Anxiety and Depression Scale (HADS)
3) CSDD
Self-efficacy
4) General Self-Efficacy Scale
Quality of Life
5) QoL-AD
Cognition
6) MMSE
7) TMT
8) Consortium to Establish a Registry for Alzheimer’s Disease Word List Task
Satisfaction with the intervention
9) Client Satisfaction Scale
Neuropsychiatric Symptoms
10) NPI
Use and costs of health care services
11) Resource Utilization in Dementia
Carer outcomes
Carer burden
12) Relative Stress Scale

Outcomes assessed post-intervention (no further information provided).

Starting date September 2013
Contact information ingun.ulstein@aldringoghelse.no
Notes clinicaltrials.gov/ct2/show/NCT02013518
NCT02777905
Study name Group mindfulness-based cognitive therapy for the treatment of late-life depression and anxiety

symptoms in primary care: a randomized controlled trial

Methods RCT
Participants Inclusion criteria:
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NCT02777905 (Continued)

1) at least 60 years of age and above, 2) depression or anxiety symptoms, or both, as indicated by
scores of = 10 on the PHQ-9 or GAD-7, and 3) normal cognition or MCI.

Exclusion criteria:
1) mild, moderate, or severe dementia, 2) acute psychotic symptoms/severe personality prob-
lems/suicidal ideation, 3) change in psychotropic medication, 4) hearing impairment, and 5) un-

able to engage with intervention/ongoing active psychotherapy.

N =100

Interventions MBCT comprising group meditative practice, practicing mindfulness techniques, including both
formal mindfulness meditation, and informal mindfulness practices, provision of meditation com-
pact discs, and education about depression and anxiety.

2-hour sessions per week once a week over 8 weeks.

Control group: offered literature on mental health promotion and treatment as usual in the prima-
ry care health setting.

Outcomes Primary outcomes
Depression
1) PHQ-9
Anxiety
2) GAD-7
Physiological stress marker outcomes
3) cortisol
4) dehydroepiandrosterone
5) adrenaline
6) noradrenaline
7) aldosterone
Inflammatory marker outcomes
8) C-reactive protein
9) cytokines
10) epidermal growth factor 1

Outcomes assessed at 8 weeks.

Starting date 19 May 2016
Contact information gabriela.torresplatas@mail.mcgill.ca
Notes clinicaltrials.gov/ct2/show/NCT02777905
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NCT03656159
Study name Evaluation of a new cognitive behavioural therapy (CBT) to reduce psychological distress and im-
prove quality of life of people with Alzheimer's disease and their caregivers
Methods RCT

Participants

Inclusion criteria:

1) diagnosis of mild to moderate AD (score of 0.5 to 2 on the CDR), 2) have minimal self-criticism
to be able to participate in group therapy, 3) a score of = 15 on the Kessler Psychological Distress
Scale (either carer or participant must meet this criterion), 4) have a caregiver (= 8 hours weekly
contact) who can participate, and 5) able to understand French.

Exclusion criteria:

1) psychiatric disorder, 2) behavioural problems, and 3) living with disability or physical illness or a
neurodegenerative disease.

N=30

Interventions

CBT comprising behavioural activation, cognitive restructuring, stress/anger management strate-
gies, knowledge about memory management, and sleep disorders.

8 weekly sessions of 2 hours each with a break of 15 minutes.

Control group: non-directive support group, providing time and space to discuss the impact of AD,
help participants feel less alone and better understood and address implications of AD in daily life.

Outcomes

Primary outcomes

Psychological distress

1) Kessler Psychological Distress Scale
Anxiety

2) Geriatric Anxiety Inventory (GAI)
Worry

3) Penn State Worry Questionnaire (PSWQ)
Depression

4) GDS-15

5) PHQ-9

Sleep quality

6) Insomnia Severity Index

Secondary outcomes

Function

7) Disability Assessment for Dementia
Quality of life

8) QoL-AD

Satisfaction with life

9) Satisfaction with Life Scale
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NCT03656159 (Continued)

Pleasant activities

10) Entrevue Profil du Loisir

Community integration

11) Community Integration Questionnaire
Cognition

12) MoCA

13) Boston Naming Test

14) Verbal fluency test

15) Rey Auditory Verbal Learning Test

16) Famous faces naming test

17) Self-Evaluation Questionnaire

18) Wechsler Memory Scale Third Edition
19) Rey-Osterrieth Complex Figure Test
20) Frontal Assessment Battery

21) TMT

22) Victoria Stroop Test

23) Clock Drawing Test

24) Medication taken to manage anxiety, mood or insomnia
Carer outcomes

Quality of life

25) SF-12

Outcomes assessed at 1 to 2 weeks, at 6 months, and 12 months

Starting date 04 September 2018
Contact information sebastien.grenier@umontreal.ca
Notes clinicaltrials.gov/ct2/show/NCT03656159
NCT03692988
Study name Dignity therapy for patients with early dementia and their family (DTD)
Methods RCT
Participants Inclusion criteria:

1) able to sign informed consent, 2) diagnosis of very mild dementia, 3) = 18 years, and 4) having a
study partner (life partner, relative, close friend) available.

Exclusion criteria:
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NCT03692988 (Continued)

1) unable to speak and read German, and 2) physical or cognitive incapacity to participate.

N =54

Interventions

Dignity Therapy (DT) invites individuals with life-limiting illnesses to reflect on matters of impor-
tance to them, and compiles them in a narrative document for the participant to share.

No further information provided.

Control group: waiting-list control group.

Outcomes

Primary outcomes

1. Acceptance based on participation, refusal and dropout rate
Satisfaction with DT

2. Dignity Therapy Evaluation Questionnaire

Psychological distress

3. Distress Thermometer

Depression

4. HADS-D

Anxiety

5. HADS-A

Outcomes assessed at 3 months.

Starting date

02 October 2018

Contact information

University of Zurich

Notes

clinicaltrials.gov/ct2/show/NCT03692988

Rodakowski 2019

Study name Preventing disability in older adults with mild cognitive impairment: a Strategy Training interven-
tion study
Methods RCT

Participants

Inclusion criteria:

1) diagnosis of MCI (NIA-AA criteria), 2) = 60 years of age living in the community, 3) scoring= 1 on
the Patient Health Questionnaire-2, and 4) self-reported difficulty in at least 1 daily activity.

Exclusion criteria:

1) central nervous system disorder (other than MCl), 2) major depression, 3) alcohol/substance use
disorder, and 4) lifetime history of bipolar disorder/schizophrenia.

N=30

Interventions

BA-optimising engagement in meaningful and pleasurable activities through generating self-select-
ed goals, daily monitoring to demonstrate the value of participating in activities, increasing contact
with others, and problem-solving to remove barriers.
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No further information provided.

Control group: enhanced-usual care comprised of receiving feedback on thinking, memory, and

mood status, and referral to services.

Outcomes

Primary outcomes

Preclinical disability

1. Performance Assessment of Self-Care Skills
Secondary outcomes

Cogpnition

2. Delis-Kaplan Executive Function System

3. Repeatable Battery for the Assessment of Neuropsychological Status

4.3MS

Medical co-morbidity

5. Cumulative Illness Rating Scale-Geriatric
6. Current medication list

Depression

7. PHQ-9

Anxiety

8. GAD-7

Insomnia

9. Pittsburgh Sleep Quality Index

Physical Activity

10. Physical Activity Scale for the Elderly
Social Support

11. Interpersonal Support Evaluation List-12
Self-appraisal of ability to take care of self
12. Appraisal of Self-Care Agency Scale
Coping

13. Ways of Coping Questionnaire

Worry

14. PSWQ

Outcomes assessed at 6 weeks, 3, 6,9 and 12 months.

Starting date

November 2018

Contact information

jurl7@pitt.edu

Notes

www.ncbi.nlm.nih.gov/pmc/articles/PMC6512744/
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Teti 2018
Study name Cognitive behavioural therapy to enhance memory training efficacy in people with dementia: 1-
year follow-up
Methods RCT

Participants

Inclusion criteria:
1) people with a diagnosis of early to moderate AD.

N=44

Interventions

CBT in conjunction with computer-based memory training designed to target negative expecta-
tions and automatic distorted schemes of hopelessness and perceptions of poor self-competency
for the training exercises.

Sessions delivered over 4 weeks.

Control group: computer-based memory training.

Outcomes

Primary outcomes

1) Cognitive function
Secondary outcomes
2) Quality of life

3) Depression

4) Neuropsychiatric symptoms
5) Self-efficacy

Starting date

Conference abstract

Contact information

annemarie.teti@hhchealth.org

Notes First and last author have been contacted.
Tran 2020
Study name Occupational therapist-led mindfulness-based stress reduction for older adults living with subjec-
tive cognitive decline or mild cognitive impairment in primary care: a feasibility randomised con-
trol trial protocol
Methods RCT

Participants

Inclusion criteria:

1) = 60 years of age, 2) English fluency, 3) living independently, 4) reporting subjective decline or
having a diagnosis of MCI (criteria not specified), and 5) patient in inter professional primary care
clinic.

Exclusion criteria:

1) history of prior participation in mindfulness-based interventions or having 2 to 3 times per week
or more of either mindfulness or yoga practice, 2) current history of significant medical, neurolog-
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Tran 2020 (Continued)

ical or psychiatric condition, active psychosis, or bereavement, 3) alcoholism or other substance
abuse, and 4) participating in other cognitive or memory training programmes.

N =40

Interventions Mindfulness-based stress reduction led by occupational therapists offered via a tablet comprising
lying down (body scan), sitting (attention on the breath), and mindful movement aimed at alleviat-
ing psychological symptoms.

Group sessions of 3 hours delivered over 8 weeks.

Control group: waiting-list control receiving usual care.

Outcomes Primary outcomes
Satisfaction with performance
1) Canadian Occupational Performance Measure
Secondary outcomes
Depression
2) PHQ-9

Anxiety
3) GAI

Perceived Stress
4) PSS

Mindfulness
5) Cognitive and Affective Mindfulness Scale-Revised

Quality of life
6) QoL-AD

Acceptance
7) AAQ-II

Outcomes assessed at 8, and 12 weeks.

Starting date 03 October 2019
Contact information Todd.tran@wchospital.ca
Notes clinicaltrials.gov/ct2/show/NCT03867474

AAQ-II: Acceptance and Action Questionnaire-1l; AD: Alzheimer’s disease; AES: Apathy Evaluation Scale; BA: behavioural activation;
CBT: cognitive behavioural therapy; CDR: Clinical Dementia Rating; CSDD: Cornell Scale for Depression in Dementia; DASS: Depression
Anxiety Stress Scales; DEMQOL: Dementia Quality of Life Instrument; DSM-IV: Diagnostic and Statistical Manual of Mental Disorders,
4th Edition; DT: Dignity Therapy; EQ-5D: EuroQoL-5 Dimension; GAD-7: Generalized Anxiety Disorder 7-item; GAl: Geriatric Anxiety
Inventory; GDS: Geriatric Depression Scale; GP: General Practice; HADS: Hospital Anxiety and Depression Scale; ICD-10: International
Classification of Diseases, 10th Revision; MBCT: mindfulness-based cognitive therapy; MCI: mild cognitive impairment; MMSE: Mini-Mental
State Examination; 3MS: Modified Mini-Mental State Examination; MoCA: Montreal Cognitive Assessment; NIA-AA: National Institute
on Aging - Alzheimer's Association; NPI: Neuropsychiatric Inventory; PHQ-9: Patient Health Questionnaire-9; PSS: Perceived Stress
Scale; PSWQ: Penn State Worry Questionnaire; QoL-AD: Quality of Life-Alzheimer's Disease; RAID: Rating Anxiety in Dementia; RCT:
randomised controlled trial; SCI: Stress Coping Inventory; SF-12: 12-Item Short Form Health Survey; SMMSE: Standardized Mini-Mental
State Examination; TMT: Trail Making Test; WAIS-IV: Wechsler Adult Intelligence Scale-Fourth Edition; ZBI: Zarit Burden Interview
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DATA AND ANALYSES

Comparison 1. Cognitive behavioural therapies versus treatment as usual

Outcome or subgroup title

No. of studies

No. of partici-
pants

Statistical method

Effect size

1.1 Depressive symptoms post- 13 893 Std. Mean Difference (1V, Fixed, -0.23[-0.37,-0.10]

treatment 95% Cl)

1.1.1 Criterion-based depression 4 194 Std. Mean Difference (1V, Fixed, -0.84 [-1.14,-0.54]

diagnosis at baseline 95% Cl)

1.1.2 No criterion-based depres- 9 699 Std. Mean Difference (IV, Fixed, -0.08[-0.23, 0.07]

sion diagnosis at baseline 95% Cl)

1.2 Depressive symptoms post- 13 893 Std. Mean Difference (IV, Fixed, -0.23[-0.37,-0.10]

treatment subgroup analysis - type 95% Cl)

of cognitive diagnosis (dementia

vs MCI)

1.2.1 Dementia 10 554 Std. Mean Difference (IV, Fixed, -0.40[-0.57,-0.23]
95% Cl)

1.2.2 MCl 3 339 Std. Mean Difference (IV, Fixed, 0.03[-0.18,0.24]
95% Cl)

1.3 Depression remission post- 2 146 Risk Ratio (M-H, Fixed, 95% Cl) 1.84[1.18,2.88]

treatment

1.4 Depressive symptoms long- 4 317 Std. Mean Difference (1V, Fixed, -0.13[-0.35, 0.09]

term 95% Cl)

1.5 Anxiety symptoms post-treat- 3 143 Std. Mean Difference (IV, Fixed, -0.03 [-0.36, 0.30]

ment 95% Cl)

1.6 Anxiety symptoms long-term 2 95 Std. Mean Difference (IV, Fixed, -0.06 [-0.47, 0.35]
95% Cl)

1.7 Quality of life post-treatment 7 459 Std. Mean Difference (1V, Fixed, 0.31[0.13, 0.50]
95% Cl)

1.8 Quiality of life long-term 3 249 Std. Mean Difference (1V, Fixed, 0.20 [-0.05, 0.45]
95% Cl)

1.9 Activities of daily living post- 7 680 Std. Mean Difference (IV, Fixed, -0.25[-0.40, -0.09]

treatment 95% Cl)

1.10 Activities of daily living long- 3 291 Std. Mean Difference (IV, Fixed, -0.01[-0.24,0.23]

term 95% Cl)

1.11 Activities of daily living post- 7 680 Std. Mean Difference (IV, Fixed, -0.25[-0.40, -0.09]

treatment subgroup analysis - type 95% Cl)

of cognitive diagnosis (dementia

vs MCl)

1.11.1 Dementia 4 346 Std. Mean Difference (1V, Fixed, -0.31[-0.52,-0.09]

95% Cl)
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Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
1.11.2 MClI 3 334 Std. Mean Difference (IV, Fixed, -0.19[-0.40, 0.03]
95% Cl)
1.12 Cognition post-treatment 5 535 Std. Mean Difference (1V, Fixed, 0.13[-0.04, 0.30]
95% Cl)
1.13 Neuropsychiatric symptoms 5 401 Std. Mean Difference (IV, Fixed, -0.06 [-0.26, 0.14]
post-treatment 95% Cl)
1.14 Carer depressive symptoms 6 413 Std. Mean Difference (IV, Fixed, -0.09 [-0.29, 0.10]
post-treatment 95% Cl)
1.15 Carer depressive symptoms 3 248 Std. Mean Difference (IV, Fixed, 0.00[-0.25, 0.26]
long-term 95% Cl)
1.16 Carer burden post-treatment 2 289 Std. Mean Difference (IV, Fixed, 0.06 [-0.18, 0.29]

95% Cl)

Cognitive behavioural therapies

Analysis 1.1. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 1: Depressive symptoms post-treatment

Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
1.1.1 Criterion-based depression diagnosis at baseline

Kiosses 2010 -13.48 5.65 15 -8.65 6.37 15 3.2% -0.78 [-1.53, -0.03]

Kiosses 2015 -10.53 7.29 37 -5.72 7.44 37 8.2% -0.65[-1.11,-0.18] R

Teri 1997 -5.3 4 23 0.1 3.86 15 3.4% -1.34[-2.06, -0.62]

Teri 1997 -3.8 23 19 0.1 3.86 15 3.2% -1.24 [-1.98 , -0.49]

Travers 2017 0.5 341 10 1.5 4.89 8 2.0% -0.23 [-1.16, 0.70] PR E—
Subtotal (95% CI) 104 90  20.0% -0.84 [-1.14, -0.54] ‘
Heterogeneity: Chi? = 5.23, df = 4 (P = 0.26); I2 = 24%

Test for overall effect: Z = 5.50 (P < 0.00001)

1.1.2 No criterion-based depression diagnosis at baseline

Belleville 2018 -0.18 4.5 40 0.24 3.73 38 9.0% -0.10 [-0.54 , 0.34] —
Burgener 2008 0.4 4.47 19 0.9 4.47 14 3.7% -0.11 [-0.80, 0.58] —_
Kurz 2012 -1.58 3.83 92 -0.75 4.13 97 21.8% -0.21[-0.49, 0.08] —]
Lichtenberg 2005 0.3 4.67 9 1.3 4.02 11 2.3% -0.22 [-1.11, 0.66] _
Lu 2016 -1.02 5.36 20 -1.97 5.48 20 4.6% 0.17 [-0.45, 0.79] JE
Orgeta 2019 -2.04 6.37 36 -0.8 6.7 17 5.3% -0.19[-0.77, 0.39] _—
Rovner 2018 -0.07 1.38 111 -0.14 1.27 110 25.7% 0.05[-0.21, 0.32] 4
Spector 2015 -3.62 7.68 21 -1.28 10.1 18 4.5% -0.26 [-0.89, 0.37] _
Stanley 2013 -1.5 8.41 11 -1.5 9.11 15 3.0% 0.00 [-0.78 , 0.78] PR —
Subtotal (95% CI) 359 340  80.0% -0.08 [-0.23, 0.07] ‘
Heterogeneity: Chi? = 2.96, df = 8 (P = 0.94); I = 0%

Test for overall effect: Z = 1.04 (P = 0.30)

Total (95% CI) 463 430 100.0% -0.23 [-0.37, -0.10] ‘
Heterogeneity: Chi2 = 27.99, df = 13 (P = 0.009); 12 = 54%

Test for overall effect: Z = 3.39 (P = 0.0007) S 3

Test for subgroup differences: Chi2 = 19.80, df = 1 (P < 0.00001), I2 = 95.0% Favours treatment

Favours usual care
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Analysis 1.2. Comparison 1: Cognitive behavioural therapies versus treatment as usual, Outcome 2:
Depressive symptoms post-treatment subgroup analysis - type of cognitive diagnosis (dementia vs MCI)

Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
1.2.1 Dementia
Burgener 2008 0.4 4.47 19 0.9 4.47 14 3.7% -0.11 [-0.80, 0.58] -
Kiosses 2010 -13.48 5.65 15 -8.65 6.37 15 3.2% -0.78 [-1.53, -0.03]
Kiosses 2015 -10.53 7.29 37 -5.72 7.44 37 8.2% -0.65 [-1.11, -0.18]
Kurz 2012 -1.58 3.83 92 -0.75 4.13 97  21.8% -0.21[-0.49, 0.08]
Lichtenberg 2005 0.3 4.67 9 1.3 4.02 11 2.3% -0.22 [-1.11, 0.66] I
Orgeta 2019 -2.04 6.37 36 -0.8 6.7 17 5.3% -0.19 [-0.77, 0.39] -
Spector 2015 -3.62 7.68 21 -1.28 10.1 18 4.5% -0.26 [-0.89, 0.37] -
Stanley 2013 -1.5 8.41 11 -1.5 9.11 15 3.0% 0.00[-0.78, 0.78] I
Teri 1997 -5.3 4 23 0.1 3.86 15 3.4% -1.34 [-2.06 , -0.62]
Teri 1997 -3.8 2.3 19 0.1 3.86 15 3.2% -1.24[-1.98, -0.49]
Travers 2017 0.5 3.41 10 1.5 4.89 8 2.0% -0.23[-1.16, 0.70] L
Subtotal (95% CI) 292 262 60.6% -0.40 [-0.57 , -0.23]

Heterogeneity: Chi2 = 17.79, df = 10 (P = 0.06); I2 = 44%
Test for overall effect: Z = 4.59 (P < 0.00001)

1.2.2 MCI

Belleville 2018 -0.18 4.5 40 0.24 3.73 38 9.0% -0.10 [-0.54, 0.34] —
Lu 2016 -1.02 5.36 20 -1.97 5.48 20 4.6% 0.17 [-0.45, 0.79] b
Rovner 2018 -0.07 1.38 111 -0.14 1.27 110 25.7% 0.05[-0.21, 0.32] —
Subtotal (95% CI) 171 168 39.4% 0.03 [-0.18, 0.24]

Heterogeneity: Chi2 = 0.56, df = 2 (P = 0.76); 2= 0%
Test for overall effect: Z = 0.29 (P = 0.77)

. 1 ‘\HIHMHI

Total (95% CI) 463 430 100.0% -0.23 [-0.37, -0.10]

Heterogeneity: Chi2 = 27.99, df = 13 (P = 0.009); 12 = 54%

Test for overall effect: Z = 3.39 (P = 0.0007) 4 3

Test for subgroup differences: Chi2 = 9.65, df = 1 (P = 0.002), 12 = 89.6% Favours treatment Favours usual care

Analysis 1.3. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 3: Depression remission post-treatment

Cognitive behavioural therapies Treatment as usual Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Kiosses 2015 14 37 5 37 26.4% 2.80[1.12, 6.98] -
Teri 1997 12 23 6 15  38.3% 1.30[0.63, 2.71] -
Teri 1997 13 19 6 15 35.4% 1.71[0.86, 3.41] .
Total (95% CI) 79 67 100.0% 1.84[1.18, 2.88] ‘
Total events: 39 17
Heterogeneity: Chiz = 1.70, df = 2 (P = 0.43); 2 = 0% 0.001 01 10 1000
Test for overall effect: Z = 2.68 (P = 0.007) Favours usual care Favours treatment

Test for subgroup differences: Not applicable
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Analysis 1.4. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 4: Depressive symptoms long-term

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Belleville 2018 -0.2 431 31 0.04 3.6 38 22.0% -0.06 [-0.53, 0.41]
Kurz 2012 -1.23 4.48 83 -0.41 3.86 88  54.9% -0.20 [-0.50, 0.10]
Orgeta 2019 0.31 7.13 33 1.6 7.43 18 15.0% -0.18 [-0.75, 0.40]
Stanley 2013 -1.2 7.74 11 -2.9 8.86 15 8.1% 0.20 [-0.58 , 0.98]
Total (95% CI) 158 159 100.0% -0.13 [-0.35, 0.09]

Heterogeneity: Chi2 = 0.96, df = 3 (P = 0.81); 2= 0%

Test for overall effect: Z = 1.15 (P = 0.25) _:4
Test for subgroup differences: Not applicable

2 0

Favours treatment

Analysis 1.5. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 5: Anxiety symptoms post-treatment

Cognitive behavioural therapies Treatment as usual Std. Mean Difference

2 4
Favours usual care

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Belleville 2018 0.33 6.71 40 -1.06 6.99 38  55.3% 0.20 [-0.24, 0.65]
Spector 2015 -4.43 8.51 21 -3.11 8.41 18 27.5% -0.15[-0.78, 0.48]
Stanley 2013 -3.6 4.41 11 -0.7 4.92 15 17.2% -0.60 [-1.39, 0.20]
Total (95% CI) 72 71 100.0% -0.03 [-0.36, 0.30]

Heterogeneity: Chi? = 3.11, df =2 (P = 0.21); 12 = 36%

Test for overall effect: Z = 0.20 (P = 0.84)
Test for subgroup differences: Not applicable

-4

2 0

Favours treatment

Analysis 1.6. Comparison 1: Cognitive behavioural therapies versus

treatment as usual, Outcome 6: Anxiety symptoms long-term

Cognitive behavioural therapies Treatment as usual Std. Mean Difference

Favours usual care

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Belleville 2018 0.1 7.3 31 -0.65 7.24 38 73.6% 0.10 [-0.37, 0.58]

Stanley 2013 -3.3 5.03 11 -0.7 4.93 15 26.4% -0.51[-1.30, 0.29]

Total (95% CI) 42 53 100.0% -0.06 [-0.47 , 0.35]

Heterogeneity: Chi2 = 1.67, df = 1 (P = 0.20); I2 = 40%

Test for overall effect: Z = 0.28 (P = 0.78) 4 ) 0 2 4

Test for subgroup differences: Not applicable

Favours treatment

Favours usual care

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review)

Copyright © 2022 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

120



O

Cochrane
Library

Trusted evidence.
Informed decisions.
Better health.

Cochrane Database of Systematic Reviews

Analysis 1.7. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 7: Quality of life post-treatment

Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 -1.1 10.4 92 -2.06 13.08 97  42.8% 0.08 [-0.20, 0.37] L
Lai 2020 4.07 2.61 50 0.54 5.82 50 21.0% 0.78[0.37, 1.18] —-—
Lu 2016 2.35 9.03 16 1.07 9.22 19 7.9% 0.14 [-0.53, 0.80] JR P
Orgeta 2019 7.29 19.62 36 -1.78 14.72 17 10.2% 0.49 [-0.09, 1.08] | -
Spector 2015 0.05 7.11 20 -2.39 8.57 18 8.5% 0.30 [-0.34, 0.95] J S
Stanley 2013 2 8.57 11 -2.5 10.86 15 5.6% 0.44 [-0.35, 1.23] J I
Travers 2017 0.5 8.07 10 -1 20.72 8 4.0% 0.10[-0.84, 1.03] _
Total (95% CI) 235 224 100.0% 0.31 [0.13, 0.50] ‘
Heterogeneity: Chi2 = 8.46, df = 6 (P = 0.21); I> = 29% . . .
1

Test for overall effect: Z = 3.28 (P = 0.001)
Test for subgroup differences: Not applicable

+
2 -1
Favours usual care

2
Favours treatment

Analysis 1.8. Comparison 1: Cognitive behavioural therapies
versus treatment as usual, Outcome 8: Quality of life long-term

Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 -2.75 11.471 83 -4.89 13.65 88  70.5% 0.17 [-0.13, 0.47]
Orgeta 2019 0.94 20.32 34 -7.32 14.12 18 19.0% 0.44[-0.14, 1.02]
Stanley 2013 -0.3 7.67 11 0 10.33 15  10.5% -0.03[-0.81, 0.75]
Total (95% CI) 128 121 100.0% 0.20 [-0.05, 0.45]

Heterogeneity: Chi? = 1.05, df = 2 (P = 0.59); I2 = 0%

Test for overall effect: Z = 1.55 (P = 0.12)
Test for subgroup differences: Not applicable

t U t + t
2 -1 0 1 2
Favours usual care Favours treatment

Analysis 1.9. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 9: Activities of daily living post-treatment

Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Belleville 2018 -0.61 7.25 40 -0.54 7.93 38 11.8% -0.01 [-0.45, 0.43] —
Kiosses 2010 -10.58 7.33 15 -2.88 6.92 15 3.9% -1.05 [-1.82, -0.28] —_—

Kiosses 2015 -5.83 10.47 37 -0.16 7.86 37 10.7% -0.61 [-1.07 , -0.14] —

Kurz 2012 0.13 1.25 92 0.28 1.53 97  28.5% -0.11 [-0.39, 0.18] —m

Lu 2016 -1.03 11.68 16 -0.95 12.48 19 5.2% -0.01 [-0.67 , 0.66] JR S
Orgeta 2019 -0.84 10.56 36 1.96 10.4 17 6.9% -0.26 [-0.84 , 0.32] R
Rovner 2018 -0.15 10.15 111 2.56 9.31 110 33.0% -0.28 [-0.54 , -0.01] -

Total (95% CI) 347 333 100.0% -0.25 [-0.40, -0.09] ‘
Heterogeneity: Chi? =9.05, df =6 (P =0.17); I = 34%

Test for overall effect: Z = 3.18 (P = 0.001) _:2 _:1 0 :1 é

Test for subgroup differences: Not applicable

Favours treatment Favours usual care
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Analysis 1.10. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 10: Activities of daily living long-term

Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Belleville 2018 0.72 8.66 31 -0.6 7.63 38 23.8% 0.16 [-0.31, 0.64]

Kurz 2012 0.73 1.82 83 0.86 1.59 88 59.8% -0.08 [-0.38, 0.22]

Orgeta 2019 1.71 11.18 33 1.69 11.03 18 16.3% 0.00 [-0.57, 0.58]

Total (95% CI) 147 144 100.0% -0.01 [-0.24, 0.23]

Heterogeneity: Chi2 = 0.68, df =2 (P =0.71); I> = 0%

Test for overall effect: Z = 0.06 (P = 0.95) D 1 0 1 2

Test for subgroup differences: Not applicable

Favours treatment Favours usual care

Analysis 1.11. Comparison 1: Cognitive behavioural therapies versus treatment as usual, Outcome 11:

Activities of daily living post-treatment subgroup analysis - type of cognitive diagnosis (dementia vs MCI)

Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
1.11.1 Dementia

Kiosses 2010 -10.58 7.33 15 -2.88 6.92 15 3.9% -1.05[-1.82,-0.28] ¢—-——

Kiosses 2015 -5.83 10.47 37 -0.16 7.86 37 10.7% -0.61[-1.07, -0.14] —_—

Kurz 2012 0.13 1.25 92 0.28 1.53 97  28.5% -0.11[-0.39, 0.18] —
Orgeta 2019 -0.84 10.56 36 1.96 10.4 17 6.9% -0.26 [-0.84 , 0.32] [ E—
Subtotal (95% CI) 180 166 49.9% -0.31 [-0.52, -0.09] 0
Heterogeneity: Chi? = 7.08, df = 3 (P = 0.07); I = 58%

Test for overall effect: Z = 2.81 (P = 0.005)

1.11.2 MCI

Belleville 2018 -0.61 7.25 40 -0.54 7.93 38 11.8% -0.01 [-0.45, 0.43] R E—
Lu 2016 -1.03 11.68 16 -0.95 12.48 19 5.2% -0.01 [-0.67, 0.66]

Rovner 2018 -0.15 10.15 111 2.56 9.31 110 33.0% -0.28 [-0.54, -0.01] S
Subtotal (95% CI) 167 167 50.1% -0.19 [-0.40, 0.03] ’
Heterogeneity: Chi? = 1.35, df = 2 (P = 0.51); I2 = 0%

Test for overall effect: Z = 1.69 (P = 0.09)

Total (95% CI) 347 333 100.0% -0.25 [-0.40 , -0.09] ‘
Heterogeneity: Chi2 = 9.05, df = 6 (P = 0.17); I2 = 34% ) )

Test for overall effect: Z = 3.18 (P = 0.001)

Test for subgroup differences: Chi2 = 0.62, df = 1 (P = 0.43), 12 = 0%

05 1
Favours usual care

1 05
Favours treatment

Analysis 1.12. Comparison 1: Cognitive behavioural therapies
versus treatment as usual, Outcome 12: Cognition post-treatment

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Burgener 2008 0.4 4.67 19 -0.5 9.21 14 6.1% 0.13[-0.56 , 0.82] JE P
Kurz 2012 -1.48 3.77 83 -2.22 3.24 88  32.1% 0.21[-0.09, 0.51] L
Rovner 2018 0.11 2.1265 111 -0.2 1.905 110 41.6% 0.15[-0.11, 0.42] =
Spector 2015 1.3 6.72 20 -0.17 8.47 18 7.1% 0.19 [-0.45, 0.83] —
Teri 1997 -0.9 3.1 23 -0.43 3.69 15 6.8% -0.14[-0.79, 0.51] —_—

Teri 1997 -1 2.9 19 -0.43 3.69 15 6.3% -0.17[-0.85, 0.51] JR S
Total (95% CI) 275 260 100.0% 0.13 [-0.04, 0.30]

Heterogeneity: Chi2 = 1.74, df = 5 (P = 0.88); 12 = 0%
Test for overall effect: Z = 1.52 (P = 0.13)
Test for subgroup differences: Not applicable

2 -1
Favours usual care

1 2
Favours treatment

b
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Analysis 1.13. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 13: Neuropsychiatric symptoms post-treatment

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 0.11 6.43 92 -1.38 6.09 97  48.2% 0.24 [-0.05, 0.52]

Lai 2020 -3.7 8.43 50 0.5 9.14 50 25.0% -0.47 [-0.87 , -0.08] —-
Lichtenberg 2005 -7.5 10.51 9 -5.4 8.28 11 5.1% -0.22[-1.10, 0.67]

Orgeta 2019 -3.17 16.09 36 0.85 14.41 17 11.8% -0.25[-0.83, 0.32]

Spector 2015 -3.29 24.78 21 0.61 18.2 18 9.9% -0.17 [-0.80, 0.46]

Total (95% CI) 208 193 100.0% -0.06 [-0.26 , 0.14]

Heterogeneity: Chi? = 8.98, df = 4 (P = 0.06); I2 = 55%

Test for overall effect: Z = 0.61 (P = 0.54) D 1 0 1 2

Test for subgroup differences: Not applicable

Favours treatment

Analysis 1.14. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 14: Carer depressive symptoms post-treatment

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

Favours usual care

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 -0.07 4.99 92 -0.34 4.86 97  47.7% 0.05[-0.23, 0.34] L

Lu 2016 -0.71 4.3 17 -0.58 4.3 18 8.8% -0.03 [-0.69, 0.63] —
Orgeta 2019 0.12 4.65 36 0.32 3.92 17 11.7% -0.04 [-0.62, 0.53] —
Spector 2015 -0.8 4.96 20 -1.06 3.04 18 9.6% 0.06 [-0.58 , 0.70] —_—
Stanley 2013 0.3 4.79 11 -1.6 8.39 15 6.4% 0.26 [-0.52, 1.04] —
Teri 1997 -1.7 4.5 23 0.6 2.81 15 8.8% -0.57 [-1.24, 0.09] —_—

Teri 1997 -3.2 3.3 19 0.6 2.81 15 7.1% -1.20 [-1.94 , -0.46] —_—

Total (95% CI) 218 195 100.0% -0.09 [-0.29, 0.10]

Heterogeneity: Chi2 = 12.63, df = 6 (P = 0.05); I* = 53%
Test for overall effect: Z = 0.94 (P = 0.35)
Test for subgroup differences: Not applicable

2 -1 0
Favours treatment

Analysis 1.15. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 15: Carer depressive symptoms long-term

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

2
Favours usual care

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 0.76 6.281 83 0.57 6.485 88  70.4% 0.03[-0.27, 0.33]
Orgeta 2019 0.09 5.01 33 0.86 4.32 18 19.1% -0.16 [-0.73, 0.42]
Stanley 2013 -0.7 4.47 11 -1.6 7.58 15 10.4% 0.13[-0.64, 0.91]
Total (95% CI) 127 121 100.0% 0.00 [-0.25, 0.26]

Heterogeneity: Chi2 = 0.4, df = 2 (P = 0.80); I = 0%
Test for overall effect: Z = 0.04 (P = 0.97)
Test for subgroup differences: Not applicable

IR
Favours treatment

1 2
Favours usual care
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Analysis 1.16. Comparison 1: Cognitive behavioural therapies versus
treatment as usual, Outcome 16: Carer burden post-treatment

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 2.18 7.498 -0.27 8.74 97  65.6% 0.30[0.01, 0.59]
Lai 2020 -2.73 6.02 -0.35 5.67 50 34.4% -0.40 [-0.80, -0.01]

Total (95% CI)

Heterogeneity: Chi2 = 7.94, df = 1 (P = 0.005); I* = 87%
Test for overall effect: Z = 0.48 (P = 0.63)

Test for subgroup differences: Not applicable

147 100.0%

0.06 [-0.18, 0.29]

4 2

Favours treatment

Comparison 2. Supportive and counselling interventions versus treatment as usual

0 2 4
Favours usual care

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants

2.1 Depressive symptoms post- 9 994 Std. Mean Difference (1V, Fixed, -0.05[-0.18, 0.07]

treatment 95% Cl)

2.2 Anxiety symptoms post-treat- 1 Mean Difference (IV, Fixed, 95% -0.80[-3.07, 1.47]

ment Cl)

2.3 Quality of life post-treatment 8 935 Std. Mean Difference (IV, Fixed, 0.15[0.02, 0.28]
95% Cl)

2.4 Activities of daily living post- 3 511 Std. Mean Difference (IV, Fixed, 0.17 [-0.01, 0.34]

treatment 95% Cl)

2.5 Cognition post-treatment 6 730 Std. Mean Difference (1V, Fixed, 0.11[-0.03, 0.26]
95% Cl)

2.6 Neuropsychiatric symptoms 3 538 Std. Mean Difference (IV, Fixed, 0.11[-0.06, 0.29]

post-treatment 95% Cl)

2.7 Carer depressive symptoms 4 704 Std. Mean Difference (1V, Fixed, 0.02[-0.13,0.17]

post-treatment

95% Cl)

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review)
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Analysis 2.1. Comparison 2: Supportive and counselling interventions

versus treatment as usual, Outcome 1: Depressive symptoms post-treatment

Supportive and counselling therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Bruvik 2013 -0.7 7.78 93 -0.5 8.27 102 20.1% -0.02[-0.31, 0.26] —

Jha 2013 -2.4 3.11 16 -2.4 35 17 3.4% 0.00 [-0.68 , 0.68] R S
Koivisto 2016 -0.5 9.83 54 -2.27 11.69 76 13.0% 0.16[-0.19, 0.51] J
Logsdon 2010 -0.29 4.93 92 0.64 5.25 44 123% -0.18[-0.54, 0.18] e
Marshall 2015 -0.8 6.08 28 0 5.52 27 5.7% -0.14 [-0.66 , 0.39] RN N
Nordheim 2019 0.3 3.02 56 -0.4 2.9 52 11.1% 0.23[-0.14, 0.61] J
Tappen 2009 -4.47 12.99 15 3.99 12.06 15 2.9% -0.66 [-1.39, 0.08] [
Waldorff 2012 0.4 4.71 130 1.31 5.23 141 27.9% -0.18 [-0.42, 0.06] —t

Young 2014 -1.48 2.59 20 -1.9 3.5 16 3.7% 0.14[-0.52, 0.79] R I
Total (95% CI) 504 490 100.0% -0.05 [-0.18, 0.07]

Heterogeneity: Chi2 = 8.32, df = 8 (P = 0.40); 12 = 4% t

Test for overall effect: Z = 0.83 (P = 0.41) _§1 _05'5 0 0?5 i

Test for subgroup differences: Not applicable

Favours treatment Favours usual care

Analysis 2.2. Comparison 2: Supportive and counselling interventions
versus treatment as usual, Outcome 2: Anxiety symptoms post-treatment

Mean Difference Mean Difference

Study or Subgroup MD SE  Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
Quinn 2016 0.8 1.1582 100.0%  -0.80[-3.07, 1.47]
Total (95% CI) 100.0%  -0.80 [-3.07 , 1.47]

Heterogeneity: Not applicable

Test for overall effect: Z = 0.69 (P = 0.49)
Test for subgroup differences: Not applicable

10 20
Favours usual care

20 -10 0
Favours treatment

Analysis 2.3. Comparison 2: Supportive and counselling interventions
versus treatment as usual, Outcome 3: Quality of life post-treatment

Supportive and counselling therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Jha 2013 4 18.44 17 -2 52.95 17 3.7% 0.15[-0.53, 0.82] PR —
Koivisto 2016 -0.36 6.2283 54 1.22  7.0457 76 13.9% -0.23[-0.58, 0.12] —=l
Laakkonen 2016 -0.03 0.041 67 -0.04 0.041 67 14.7% 0.24 [-0.10, 0.58] S
Logsdon 2010 0.6 7.99 92 -1.07 8.38 44 13.1% 0.20 [-0.16, 0.56] I
Marshall 2015 -1.2 9.62 28 -1.1 8.72 27 6.1% -0.01[-0.54, 0.52] 4
Nordheim 2019 -2 8.07 56 -0.8 8.2 52 11.9% -0.15[-0.52, 0.23] R
Waldorff 2012 -0.7 4.64 130 -2.44 5.24 144 29.7% 0.35[0.11, 0.59] -
Young 2014 1.72 4.64 32 0.29 3.33 32 7.0% 0.35[-0.14, 0.84] 4
Total (95% CI) 476 459 100.0% 0.15 [0.02, 0.28]

Heterogeneity: Chi2 = 11.01, df = 7 (P = 0.14); I> = 36% r

Test for overall effect: Z = 2.19 (P = 0.03) _E _;l 0 i é

Test for subgroup differences: Not applicable

Favours usual care

Favours treatment
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Analysis 2.4. Comparison 2: Supportive and counselling interventions versus
treatment as usual, Outcome 4: Activities of daily living post-treatment

Supportive and counselling therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
Koivisto 2016 25.25 16.01 54 19.2 17.85 76 24.7% 0.35[-0.00, 0.70]
Nordheim 2019 4.2 3.11 56 34 3.25 52 21.2% 0.25[-0.13, 0.63]
Waldorff 2012 6.21 10.3 130 5.64 12.6 143 54.1% 0.05[-0.19, 0.29]
Total (95% CI) 240 271 100.0% 0.17 [-0.01, 0.34]

Heterogeneity: Chi2 = 2.19, df =2 (P = 0.34); 2= 9%
Test for overall effect: Z = 1.87 (P = 0.06)
Test for subgroup differences: Not applicable

Favours treatment

Analysis 2.5. Comparison 2: Supportive and counselling interventions

Favours usual care

versus treatment as usual, Outcome 5: Cognition post-treatment

Supportive and counselling therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Jha 2013 0 8.48 17 -1 7.81 17 4.7% 0.12 [-0.55, 0.79] —_—
Koivisto 2016 -7.09 491 54 -6.34 5.56 76 17.5% -0.14[-0.49, 0.21] —=l
Laakkonen 2016 -0.11 1.4349 67 -0.65  1.5169 67  18.3% 0.36 [0.02, 0.71] [
Marshall 2015 -1.2 5.87 28 0.5 4.83 27 7.5% -0.31[-0.84, 0.22] —
Nordheim 2019 -1.4 6.54 56 -3.1 7.23 52 14.8% 0.25[-0.13, 0.62] i -
Waldorff 2012 -1.44 3.22 130 -1.96 4.13 139 37.2% 0.14 [-0.10, 0.38]

Total (95% CI) 352 378 100.0% 0.11 [-0.03, 0.26]

Heterogeneity: Chi? = 7.05, df = 5 (P = 0.22); I> = 29%
Test for overall effect: Z = 1.51 (P = 0.13)
Test for subgroup differences: Not applicable

Favours usual care

4 4 4 4
1 1 T t t

-2 -1 0 1 2
Favours treatment

Analysis 2.6. Comparison 2: Supportive and counselling interventions versus

Supportive and counselling therapies

Treatment as usual

Std. Mean Difference

treatment as usual, Outcome 6: Neuropsychiatric symptoms post-treatment

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
Koivisto 2016 10.25 15.09 54 7.02 16.89 76 24.4% 0.20 [-0.15, 0.55]
Logsdon 2010 -0.17 1.02 92 -0.04 1.02 44 23.1% -0.13[-0.49, 0.23]
Waldorff 2012 1.02 3.84 129 0.33 3.91 143 52.5% 0.18 [-0.06 , 0.42]
Total (95% CI) 275 263 100.0% 0.11 [-0.06 , 0.29]

Heterogeneity: Chi? = 2.22, df = 2 (P = 0.33); 2= 10%
Test for overall effect: Z = 1.27 (P = 0.20)
Test for subgroup differences: Not applicable

4 4

t t
-2 -1
Favours treatment

1 + +
0 1 2
Favours usual care

Analysis 2.7. Comparison 2: Supportive and counselling interventions versus

treatment as usual, Outcome 7: Carer depressive symptoms post-treatment

Supportive and counselling therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Bruvik 2013 0 9.41 93 0 8.14 102 27.9% 0.00 [-0.28, 0.28] i
Koivisto 2016 -0.58 7.0343 54 0.67  7.9646 76 18.1% -0.16 [-0.51, 0.19] =
Nordheim 2019 -0.1 3.02 56 0.5 2.9 52 154% -0.20 [-0.58, 0.18] =l
Waldorff 2012 1.16 4.59 128 0.2 4.27 143 38.6% 0.22 [-0.02, 0.46] .

Total (95% CI) 331 373 100.0% 0.02 [-0.13, 0.17] 0
Heterogeneity: Chi? = 4.98, df = 3 (P = 0.17); 12 = 40%

Test for overall effect: Z = 0.30 (P = 0.76)
Test for subgroup differences: Not applicable

t
-2 -1
Favours treatment

Favours usual care
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Comparison 3. Cognitive behavioural therapies versus treatment as usual - type of control comparison (usual care

versus active control)

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants

3.1 Depressive symptoms 13 893 Std. Mean Difference (IV, Fixed, 95% -0.23[-0.37,-0.10]

post-treatment Cl)

3.1.1 Treatment as usual 10 568 Std. Mean Difference (IV, Fixed, 95% -0.27[-0.43,-0.10]
cl)

3.1.2 Active control condition 3 325 Std. Mean Difference (IV, Fixed, 95% -0.17[-0.39, 0.05]
cl)

3.2 Activities of daily living 7 680 Std. Mean Difference (IV, Fixed, 95% -0.25[-0.40,-0.09]

post-treatment Cl)

3.2.1 Treatment as usual 4 355 Std. Mean Difference (IV, Fixed, 95%  -0.10[-0.31, 0.12]
Cl)

3.2.2 Active control condition 3 325 Std. Mean Difference (IV, Fixed, 95% -0.41[-0.64,-0.19]
Cl)

3.3 Cognition post-treatment 5 535 Std. Mean Difference (IV, Fixed, 95% 0.13[-0.04, 0.30]
cl)

3.3.1 Treatment as usual 4 314 Std. Mean Difference (IV, Fixed, 95%  0.12[-0.11, 0.34]
cl)

3.3.2 Active control condition 1 221 Std. Mean Difference (IV, Fixed, 95%  0.15[-0.11, 0.42]
Cl)

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 127

Copyright © 2022 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

Cochrane
Library

O

Cochrane Database of Systematic Reviews

Analysis 3.1. Comparison 3: Cognitive behavioural therapies versus treatment as usual - type of control
comparison (usual care versus active control), Outcome 1: Depressive symptoms post-treatment

Cognitive behavioural therapies Treatment as usual Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
3.1.1 Treatment as usual

Belleville 2018 -0.18 4.5 40 0.24 3.73 38 9.0% -0.10 [-0.54, 0.34] —
Burgener 2008 0.4 4.47 19 0.9 4.47 14 3.7% -0.11 [-0.80, 0.58] R
Kurz 2012 -1.58 3.83 92 -0.75 4.13 97  21.8% -0.21[-0.49, 0.08] =
Lichtenberg 2005 0.3 4.67 9 1.3 4.02 11 2.3% -0.22 [-1.11, 0.66] - .
Lu 2016 -1.02 5.36 20 -1.97 5.48 20 4.6% 0.17 [-0.45, 0.79] JE
Orgeta 2019 -2.04 6.37 36 -0.8 6.7 17 5.3% -0.19 [-0.77, 0.39] —
Spector 2015 -3.62 7.68 21 -1.28 10.1 18 4.5% -0.26 [-0.89, 0.37] _
Stanley 2013 -1.5 8.41 11 -1.5 9.11 15 3.0% 0.00[-0.78, 0.78] R S—
Teri 1997 -5.3 4 23 0.1 3.86 15 3.4% -1.34 [-2.06 , -0.62] J—

Teri 1997 -3.8 2.3 19 0.1 3.86 15 3.2% -1.24[-1.98, -0.49] [

Travers 2017 0.5 3.41 10 1.5 4.89 8 2.0% -0.23[-1.16, 0.70] PR N
Subtotal (95% CI) 300 268  63.0% -0.27 [-0.43 , -0.10] ‘
Heterogeneity: Chi2 = 18.28, df = 10 (P = 0.05); I2 = 45%

Test for overall effect: Z = 3.09 (P = 0.002)

3.1.2 Active control condition

Kiosses 2010 -13.48 5.65 15 -8.65 6.37 15 3.2% -0.78 [-1.53, -0.03] J—
Kiosses 2015 -10.53 7.29 37 -5.72 7.44 37 8.2% -0.65[-1.11, -0.18] —
Rovner 2018 -0.07 1.38 111 -0.14 1.27 110 25.7% 0.05[-0.21, 0.32] —
Subtotal (95% CI) 163 162  37.0% -0.17 [-0.39, 0.05] ‘
Heterogeneity: Chi2 = 9.28, df = 2 (P = 0.010); I2 = 78%

Test for overall effect: Z = 1.55 (P = 0.12)

Total (95% CI) 463 430 100.0% -0.23 [-0.37 , -0.10] ‘

Heterogeneity: Chi2 = 27.99, df = 13 (P = 0.009); 12 = 54%
Test for overall effect: Z = 3.39 (P = 0.0007)
Test for subgroup differences: Chi2 = 0.43, df =1 (P = 0.51), 12 = 0%

+ U + t
-2 -1
Favours treatment

Favours usual care

Analysis 3.2. Comparison 3: Cognitive behavioural therapies versus treatment as usual - type of control
comparison (usual care versus active control), Outcome 2: Activities of daily living post-treatment

Cognitive behavioural therapies Treatment as usual Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
3.2.1 Treatment as usual

Belleville 2018 -0.61 7.25 40 -0.54 7.93 38  11.8% -0.01 [-0.45, 0.43] ——
Kurz 2012 0.13 1.25 92 0.28 1.53 97  28.5% -0.11 [-0.39, 0.18] —.

Lu 2016 -1.03 11.68 16 -0.95 12.48 19 5.2% -0.01 [-0.67, 0.66] JR
Orgeta 2019 -0.84 10.56 36 1.96 10.4 17 6.9% -0.26 [-0.84 , 0.32] —_—
Subtotal (95% CI) 184 171  52.4% -0.10 [-0.31, 0.12] ‘
Heterogeneity: Chi2 = 0.54, df = 3 (P = 0.91); 2= 0%

Test for overall effect: Z = 0.89 (P = 0.37)

3.2.2 Active control condition

Kiosses 2010 -10.58 7.33 15 -2.88 6.92 15 3.9% -1.05 [-1.82, -0.28] _—
Kiosses 2015 -5.83 10.47 37 -0.16 7.86 37 10.7% -0.61 [-1.07 , -0.14] —_—
Rovner 2018 -0.15 10.15 111 2.56 9.31 110 33.0% -0.28 [-0.54 , -0.01] |
Subtotal (95% CI) 163 162 47.6% -0.41 [-0.64 , -0.19] ‘
Heterogeneity: Chi2 = 4.30, df = 2 (P = 0.12); 12 = 53%

Test for overall effect: Z = 3.68 (P = 0.0002)

Total (95% CI) 347 333 100.0% -0.25 [-0.40 , -0.09] ‘

Heterogeneity: Chi? =9.05, df =6 (P =0.17); I2 = 34%
Test for overall effect: Z = 3.18 (P = 0.001)
Test for subgroup differences: Chi2 = 4.21, df = 1 (P = 0.04), I2 = 76.2%

+
-2 -1 1 2
Favours treatment Favours usual care
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Analysis 3.3. Comparison 3: Cognitive behavioural therapies versus treatment as usual - type
of control comparison (usual care versus active control), Outcome 3: Cognition post-treatment

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
3.3.1 Treatment as usual

Burgener 2008 0.4 4.67 19 -0.5 9.21 14 6.1% 0.13[-0.56, 0.82] PR
Kurz 2012 -1.48 3.77 83 -2.22 3.24 88  32.1% 0.21[-0.09, 0.51] -
Spector 2015 1.3 6.72 20 -0.17 8.47 18 7.1% 0.19 [-0.45, 0.83] JE
Teri 1997 -1 2.9 19 -0.43 3.69 15 6.3% -0.17 [-0.85, 0.51] R E—
Teri 1997 -0.9 3.1 23 -0.43 3.69 15 6.8% -0.14 [-0.79, 0.51] R —
Subtotal (95% CI) 164 150 58.4% 0.12 [-0.11, 0.34] ’
Heterogeneity: Chi2 = 1.69, df = 4 (P = 0.79); 12 = 0%

Test for overall effect: Z = 1.03 (P = 0.30)

3.3.2 Active control condition

Rovner 2018 0.11 2.1265 111 -0.2 1.905 110 41.6% 0.15[-0.11, 0.42] dm—
Subtotal (95% CI) 111 110  41.6% 0.15 [-0.11, 0.42] ‘
Heterogeneity: Not applicable

Test for overall effect: Z = 1.14 (P = 0.26)

Total (95% CI) 275 260 100.0% 0.13 [-0.04, 0.30]

Heterogeneity: Chi? = 1.74, df = 5 (P = 0.88); I = 0%
Test for overall effect: Z = 1.52 (P = 0.13)

Test for subgroup differences: Chi2 = 0.04, df = 1 (P = 0.84), I> = 0%

-

-1 05 0
Favours usual care

+ +
05 1
Favours treatment

Comparison 4. Cognitive behavioural therapies versus treatment as usual - excluding studies at high risk of bias

Outcome or subgroup title No. of studies No. of partici- Statistical method Effect size
pants
4.1 Depressive symptoms post- 12 875 Std. Mean Difference (IV, Fixed, -0.23 [-0.37,-0.10]
treatment 95% Cl)
4.2 Quality of life post-treatment 6 441 Std. Mean Difference (IV, Fixed, 0.32[0.13,0.51]

95% Cl)

Analysis 4.1. Comparison 4: Cognitive behavioural therapies versus treatment as usual
- excluding studies at high risk of bias, Outcome 1: Depressive symptoms post-treatment

Cognitive behavioural therapies

Treatment as usual

Std. Mean Difference

Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Belleville 2018 -0.18 4.5 40 0.24 3.73 38 9.2% -0.10 [-0.54, 0.34] —
Burgener 2008 04 4.47 19 0.9 4.47 14 3.8% -0.11 [-0.80, 0.58] R R
Kiosses 2010 -13.48 5.65 15 -8.65 6.37 15 3.3% -0.78 [-1.53, -0.03] [E—

Kiosses 2015 -10.53 7.29 37 -5.72 7.44 37 8.3% -0.65 [-1.11,-0.18] —_—

Kurz 2012 -1.58 3.83 92 -0.75 4.13 97  22.3% -0.21 [-0.49, 0.08] =]
Lichtenberg 2005 0.3 4.67 9 1.3 4.02 11 2.3% -0.22 [-1.11, 0.66] P B

Lu 2016 -1.02 5.36 20 -1.97 5.48 20 4.7% 0.17 [-0.45, 0.79] JR
Orgeta 2019 -2.04 6.37 36 -0.8 6.7 17 5.5% -0.19 [-0.77, 0.39] —_—
Rovner 2018 -0.07 1.38 111 -0.14 1.27 110 26.2% 0.05[-0.21, 0.32] S
Spector 2015 -3.62 7.68 21 -1.28 10.1 18 4.6% -0.26 [-0.89, 0.37] -
Stanley 2013 -1.5 8.41 11 -1.5 9.11 15 3.0% 0.00 [-0.78 , 0.78] PR —
Teri 1997 -5.3 4 23 0.1 3.86 15 3.5% -1.34 [-2.06 , -0.62] PR

Teri 1997 -3.8 2.3 19 0.1 3.86 15 3.3% -1.24[-1.98, -0.49] —_—

Total (95% CI) 453 422 100.0% -0.23 [-0.37 , -0.10] ‘
Heterogeneity: Chi2 = 27.99, df = 12 (P = 0.006); 12 = 57% ) ) )

Test for overall effect: Z = 3.36 (P = 0.0008)
Test for subgroup differences: Not applicable

Favours treatment

1
Favours control

2
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Cognitive behavioural therapies Treatment as usual Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total  Weight 1V, Fixed, 95% CI 1V, Fixed, 95% CI
Kurz 2012 -1.1 10.4 92 -2.06 13.08 97  44.6% 0.08 [-0.20, 0.37] L

Lai 2020 4.07 2.61 50 0.54 5.82 50 21.9% 0.78[0.37, 1.18] -

Lu 2016 2.35 9.03 16 1.07 9.22 19 8.2% 0.14 [-0.53, 0.80] J S
Orgeta 2019 7.29 19.62 36 -1.78 14.72 17 10.6% 0.49 [-0.09, 1.08] | o
Spector 2015 0.05 7.11 20 -2.39 8.57 18 8.8% 0.30 [-0.34, 0.95] S
Stanley 2013 2 8.57 11 -2.5 10.86 15 5.8% 0.44[-0.35, 1.23] i I
Total (95% CI) 225 216 100.0% 0.32[0.13, 0.51] ‘
Heterogeneity: Chi2 = 8.24, df = 5 (P = 0.14); I2 = 39%

Test for overall effect: Z = 3.31 (P = 0.0009) _:2 _:1 i é

Test for subgroup differences: Not applicable Favours control Favours treatment

ADDITIONAL TABLES

Table 1. Table of cognitive behavioural therapies (CBT)

Participants

Intervention and control conditions

Outcomes

Belleville 2018 Single-or Group CBT: cognitive restructuring of 1. Immediate and delayed episodic
thoughts, beliefs, and attitudes helping memory (Belleville 2006)
multiple-domain participants modify
2. Depression (GDS-15; Yesavage 1983)
amnestic MCI (Pe- thoughts causing unhelpful emotions, ad-
tersen 2004 criteria)  ditional 3. Anxiety (GAl; Pachana 2007)
n=127; male (M) single booster session 4. Well-being (General Well-Being
57; female (F) 70 Schedule; Dupuy 1977)
Eight 2-hour group sessions over 8 weeks
Mean age =72.6 5. Memory strategies (Multifactorial
Control: no contact control condition Memory Questionnaire—Memory Strate-
Mean MoCA=24.4 gies; Troyer 2002)
Mean GDS-15=3.3 6. Subjective cognitive complaints
(Questionnaire d’Auto-Evaluation de la
Mémoire; Van der Linden 1989)
7. Function (Activities of Daily-Living
Prevention Instrument; Galasko 2006)
Burgener 2008 Mild dementia (CDR  Multimodal intervention of tai chi, CBT, 1. Cognition (MMSE; Folstein 1975)
<2.0) and support groups: strength and balance
training, small group, and individual CBT 2. Physical function (Single-Leg
N =43; M23; F20 which included challenging Stance; Berg 1989, Berg Balance
Scale; Rikki 1991,
Mean age =76.9 dysfunctional cognitions, developing
Cumulative Illness Rating Scale; Linn
Mean MMSE =23.8 positive coping skills, and enhancing per- 1968)
sonal control
Mean GDS-15=3.1 3. Depression (GDS-15; Yesavage 1983)
(Teri 1991); support groups focused on
coping, problem-solving, and developing 4. Self-esteem (Rosenberg Self-Esteem
relationships (Yale 1995) Scale; Rosenberg 1979)
Tai chi was offered as a 1-hour class 3 times
a week over 20 weeks
Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 130
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Table 1. Table of cognitive behavioural therapies (CBT) (continued)

CBT was offered biweekly for 90 minutes
for 20 weeks

and social support groups bi-weekly alter-
nating with CBT over 20 weeks with each
session lasting 90 minutes

Control: attention-control receiving infor-
mation about educational programs avail-
able

Mild to moderate
dementia (DSM-1V;
CDRrange 0.5 to 2;
clinical anxiety

Spector 2015

=11 RAID)

N =50; M20; F30
Mean age=78.5
Mean MMSE =20.9
Mean RAID =19.7

Mean CSDD = 15.9

CBT: identifying and practicing strategies

for feeling safe, challenging negative
thoughts, and

incorporating calming thoughts, and be-
havioural experiments

Atotal of 10 sessions, each lasting 60 min-
utes over 15 weeks

Control: treatment as usual which included
either medication or no treatment

1. Anxiety (RAID; Shankar 1999,
HADS; Zigmond 1983)

2. Depression (CSDD; Alexopoulos 1988,
HADS; Zigmond 1983)

3. Quality of life (QoL-AD; Logsdon 1999)
4. Cognition (MMSE; Folstein 1975)

5. Neuropsychiatric symptoms (Neu-
ropsychiatric Inventory; Cummings
1994)

6. Patient-rated quality of the caregiving
relationship (QCPR; Spruytte 2002)

7. Caregiver depression (HADS; Zigmond
1983)

8. Caregiver anxiety (HADS; Zigmond
1983)

9. Carer-rated quality of the caregiving
relationship (QCPR; Spruytte 2002)

Mild to moderate
dementia (con-
firmed by medical
provider; clinical
anxiety

Stanley 2013

=1 NPI-A)

N =32; M13; F19
Mean age =78.6
Mean NPI-A=4.7

Mean GDS-30=10.1

CBT: self-monitoring for anxiety, deep
breathing,

and optional skills such as coping self-
statements,

behavioural activation, and sleep manage-
ment

Up to 12 weekly home sessions, lasting 30
to 60 minutes over 6 months over the ini-

tial 3 months, and up to 8 brief telephone
booster appointments

Control: treatment as usual which incorpo-
rated diagnostic feedback but no addition-
al contact

1. Anxiety (NPI-A; Cummings 1994,
RAID; Shankar 1999, GAI; Pachana 2007)

2. Worry (Penn State Worry Question-
naire - Abbreviated; Crittendon 2006)

3. Depression (GDS-30; Yesavage 1983)
4. Quality of life (QoL-AD; Logsdon 1999)

5. Caregiver distress related to anxiety
symptoms (NPI-A; Cummings 1994)

6. Caregiver depression (Patient Health
Questionnaire-9; Kroenke 2001)

CBT: cognitive behavioural therapy; GAI: Geriatric Anxiety Inventory; CDR: Clinical Dementia Rating; CSDD: Cornell Scale for Depression
in Dementia; DSM-IV: Diagnostic and Statistical Manual of Mental Disorders, 4th Edition; GDS: Geriatric Depression Scale; HADS:
Hospital Anxiety and Depression Scale; MCI: mild cognitive impairment; MMSE: Mini-Mental State Examination; MoCA: Montreal
Cognitive Assessment; NPI-A: Neuropsychiatric Inventory-Anxiety; RAID: Rating Anxiety in Dementia; QCPR: Quality of the Carer-Patient
Relationship; QoL-AD: Quality of Life-Alzheimer’s Disease

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 131
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Table 2. Table of behavioural activation (BA) therapies

Participants

Intervention and control conditions

Outcomes

Kurz 2012 Mild AD (ICD-10; BA: aimed at facilitating daily structur- 1. Function (Bayer Activities of Daily Living
MMSE =21) ing, Scale; Hindmarch 1998,
N =201; male (M) activity planning, resuming formerac-  Aachen Functional Item Inventory; Bocker
113; female (F) 88 tivities 2007)
Mean age =73.7 based on individual goals, and mobilis- 2. Quality of life (DEMQOL; Smith 2005)
ing support
Mean MMSE =25.1 3. Depression (GDS-30; Yesavage 1983)
12 weekly 1-hour sessions over 12
Mean GDS-30=8.9 weeks 4. Neuropsychiatric symptoms (NPI;
Control: site-specific standard medical ~ Cummings 1994)
management for early dementia . .
& Y 5. Caregiver depression (BDI; Beck 1961)
6. Caregiver burden (ZBI; Zarit 1980)
7. Memory (Wechsler Memory Scale Revised
Logical Memory; Wechsler 1987)
8. Attention (Trail Making Test (TMT); Reitan
1958)
9. Verbal fluency (Regensburg Word Fluency
Test; Aschenbrenner 2000)
10. Cognition (MMSE; Folstein 1975)
Lai 2020 Mild and moderate  BA: activity scheduling of pleasant ac- 1. Caregiver burden (ZBI; Zarit 1980)
dementia (ICD-10; tivities
MoCA < 21) 2. Problem behaviours (Revised Memory and
in line with life values and goals, im- Behavior Problems Checklist; Teri 1992)
N =100; M52; F48 proving
3. Caregiving time (Caregiver Activity Sur-
Mean age = 69.7 communication, monitoring of mood, vey; Prince 2004)
and reassessment
Mean MoCA=18.1 4. Participant quality of life (Quality of Life-
10 weekly sessions provided over Alzheimer’s Disease; Logsdon 1999)
10 weeks with weekly telephone fol-
low-ups
Control: dementia care education over
10 weeks provided weekly
Lichtenberg 2005 Mild to moderate BA: introduction to BA, pleasant-event 1. Depression (GDS; Yesavage 1983, CSD-
dementia scheduling, mood monitoring, andre-  D; Alexopoulos 1988)
laxation strategies
N =20; M2; F18 2. Behavioural symptoms (Behavioral
Three weekly sessions lasting 20 to 30 Pathology in Alzheimer's Disease; Reisberg
Mean age = 84.9 minutes each over 3 months 1987)
Mean MMSE=14.2  Control: usual care comprised of reg-
Mean GDS-15 = 4.0 ular activities taking place within the
ean -15=4, home
Lu 2016 MCI BA: increasing meaningful activity 1. Congruence in function (Dementia Deficits
through planning, addressing barriers Scale; Snow 2004)
(Albert 2011 et al. to engagement, problem-solving, and
criteria) learning strategies for living with MCI 2. Sense of confidence (Nowotny Confidence
Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 132
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Table 2. Table of behavioural activation (BA) therapies (continued)

N = 40; M23; F17
Mean age =73.8

38% scored =5 on
PHQ-9

Six biweekly 1-hour sessions (2 in-per-
son and 4 telephone sessions) over 3
months

Control: received educational
brochure describing MCI, and opportu-
nities to answer questions through bi-
weekly follow-up phone calls

Subscale of the Nowotny Hope
Scale; Nowotny 1989)

3. Meaningful activity (Canadian Occupa-
tional Performance Measure; Keihofner
2002)

4., Depression (PHQ-9; Kroenke 2001)
5. Communication (Communication and

Affective Expression Subscales of the Family
Assessment Device; Miller 1985)

6. Function (Alzheimer's Disease Coopera-
tive Study - Activities of Daily Living Invento-

ry;
Galasko 1997)

7. Life satisfaction (Life Satisfaction In-
dex; Barrett 2006)

8. Carer depression (PHQ-9; Kroenke 2001)

9. Caregiver outcomes (Bakas Caregiving
Outcomes Scale; Bakas 2006)

Orgeta 2019 Mild dementia

(NINCDS-ADRDA,
scoring = 18 on the
MMSE)

N =63; M28; F35
Mean age =80.4
Mean MMSE =24.5

Mean CSDD=17.2

BA: introduction to BA, pleasant-event
scheduling based on individuals' life
values and preferences, through ad-
dressing barriers and practising relax-
ation strategies

8 weekly sessions lasting 90 minutes
over 12 weeks

Control: treatment as usual in line with
the National Institute for Health and
Care Excellence guidelines

1. Function (Bristol Activities of Daily Living
Scale; Bucks 1996)

2. Meaningful activity (Meaningful and
Enjoyable Activities Scale; Tuijt 2020)

3. Depression (CSDD; Alexopoulos 1988)

4. Generic and dementia-specific quality of
life (EQ-5D; EuroQolL 1990, DEMQOL; Smith
2005)

5. Neuropsychiatric symptoms (NPI;
Cummings 1994)

6. Caregiver depression and anxiety (HADS;
Zigmond 1983)

7. Caregiver quality of life (EQ-5D;

EuroQol 1990, 12-Item Short Form Health
Survey; Ware 1996)

Rovner 2018 Amnestic multiple-  BA:increasing cognitive, physical,and/ 1. Cognition (Hopkins Verbal Learning
or single-domain or social Test-Revised; Benedict 1998, National
MCI (National In- o ) Alzheimer’s Coordinating Center Uniform
stitute on Aging - activity, in line with personal values, Data Set; Weintraub 2009, MMSE; Folstein
Alzheimer's focusing on enhancement of treatment 1975
goals, and review of barriers
Association) o ) ) 2. Function (University of California San
Five in-home 60-minute sessions over  pjego Performance-Based Skills Assess-
N =221; M46; F175 4 months and 6 in-home 60-minute fol-  ment;
low-up maintenance sessions over the
Mean age=75.8 navt 20 manthe Goamar2011)
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Table 2. Table of behavioural activation (BA) therapies (continued)

Mean MMSE = 25.7

Mean GDS-15=3.5

Control: supportive control interven-
tion focusing on personal expression,
conveying empathy, and optimism

3. Activities (Florida Cognitive Activities
Scale; Dotson 2008, US Health Interview Sur-
vey; Sturman 2005)

4. Depression (GDS-15; Yesavage 1983)

Teri 1997 Mild to moderate BA: pleasant-event scheduling, mood 1. Depression (HDRS; Hamilton 1960, CSDD;
dementia monitoring, and modifying problem
behaviours (behavioural and psycho-  Alexopoulos 1988, BDI; Beck 1961)
(NINCDS-ADRDA; logical symptoms) by addressing barri- 2. Cognition (MMSE: Folstein 1975
diagnosis of major ers and developing plans to maintain - Cogpition ( » roistein ’
or pleasant events for the future Dementia Rating Scale; Coblentz 1973)

. . 9 weekly sessions lasting 60 minutes F ion (R d of Ind dent Li
minor depress|on; h 9 K 3. Function ( ecora or inaepen ent Liv-
Diagnosticand Sta- o OVer Y WeeKs ing; Weintraub 1982; data not provided)
tistical Manual of . i - .

| Disord Coptrol. treatmeth as usual incorpo 4. Caregiver depression (HDRS; Hamilton
Menta‘ I?lsor €rs, rating typical advice and support ser- 1960)
4th Edition; HDRS 2 yjices available in the community (and
10) a separate waiting-list control group) 5. Caregiver burden (ZBI; Zarit 1980; data
N =33; M11; F22; 4- not provided)
arm RCT total N =
72
Mean age=76.1
Mean MMSE =16.3
Mean HDRS =15.2
Travers 2017 Mild to moderate BA: pleasant-event scheduling (sched- 1. Depression (GDS-12R; Yesavage 1983)

dementia (SMMSE =
10; GDS-12R = 4)

N =18; M2; F16
Mean age = 86.3
Mean SMMSE =17.8

Mean GDS-12R=4.5

uling of enjoyable activities), by de-
veloping individual plans, identify-
ing barriers to engagement, and prob-
lem-solving

Sessions lasted 45 minutes over 8
weeks

Control: receiving a walking-and-talk-
ing intervention (supervised social
walking) for 30 minutes weekly

2. Quality of life (Quality of Life in
Alzheimer's Disease in Nursing Homes; Edel-
man 2005)

BA: behavioural activation; BDI: Beck Depression Inventory; CSDD: Cornell Scale for Depression in Dementia; DEMQOL: Dementia
Quiality of Life Instrument; EQ-5D: EuroQoL-5 Dimension; GDS: Geriatric Depression Scale; HDRS: Hamilton Depression Rating Scale;
ICD-10: International Classification of Diseases, 10th Revision; MCI: mild cognitive impairment; MMSE: Mini-Mental State Examination;
MoCA: Montreal Cognitive Assessment; NINCDS-ADRDA: National Institute of Neurological and Communicative Disorders and Stroke -
Alzheimer's Disease and Related Disorders Association; NPI: Neuropsychiatric Inventory; PHQ-9: Patient Health Questionnaire-9; SMMSE:
Standardized Mini-Mental State Examination; ZBI: Zarit Burden Interview

Table 3. Table of problem-solving therapies (PST)

Participants

Intervention and control conditions

Qutcomes

Kiosses 2010
ment, and disability

(major depression: SCID-IV;

> 17 HDRS; cognitive

Major depression, cognitive impair-

PST: aimed at reducing participants' de-

1. Depression (HDRS;

pression and disability by facilitating prob-

lem-solving, adaptive functioning, and en-
gagement in pleasurable activities

Hamilton 1960)

Weeklv individual sessions aver 12 weeks
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Table 3. Table of problem-solving therapies (PST) (continued)

impairment defined by <2 standard
deviations of mean of age-matched
controls on the

Dementia Rating Scale (DRS; =< 30),
or < 18 on the Stroop Color and
Word Test)

N =30; male (M) 9; female (F) 21
Mean age=79.4
Mean MMSE = 26.6

Mean HDRS =21.9

Control: home-delivered supportive inter-
vention consisting of empathic listening,
reflection, emotional processing, and en-
couragement

2. Disability (Sheehan
Disability Scale; Leon
1997)

Kiosses 2015

Major depression, advanced
cognitive impairment and disability
(major depression: SCID-R, mild

cognitive deficits <7 on the DRS and
>17 MADRS)

N =74; M23; F51
Mean age = 80.9
Mean DRS =118.5

Mean MADRS =21.2

PST: aimed at reducing the impact of nega-
tive emotions using a problem-solving ap-
proach via specific tools

Weekly individual home-based sessions
over 12 weeks

Control: home-delivered supportive inter-
vention consisting of empathic listening,
reflection, emotional processing, and en-
couragement

1. Depression (MADRS;
Montgomery 1979)

2. Disability (World
Health

Organization Disability
Assessment Schedule
2.0; Ustun 2000)

Teri 1997

Mild to moderate dementia

(National Institute of Neurological
and Communicative Disorders and
Stroke - Alzheimer's Disease and Re-
lated Disorders Association; diagno-
sis of major or

minor depression; Diagnostic and
Statistical Manual of Mental Disor-
ders, 4th Edition;

HDRS = 10)

N =39; M27; F12;
4-arm RCT total N=72
Mean age=77.6

Mean MMSE =16.8

Mean HDRS =15.2

PST: problem-solving situations of concern
with the main focus being problem-solving
participant depression behaviours of spe-
cific concern to carers

Weekly individual sessions of 60 minutes
each over 9 weeks

Control: treatment as usual incorporating
typical advice, and support services avail-
able in the community (and a separate
waiting-list control group)

1. Depression (HDRS;
Hamilton 1960,

Cornell Scale for De-
pression in Dementi-
a; Alexopoulos 1988,
Beck Depression Inven-

tory;

Beck 1961)

2. Cognition (MMSE;
Folstein 1975,

DRS; Coblentz 1973)
3. Function (Record of
Independent

Living;

Weintraub 1982; data
not provided)

4. Caregiver
depression (HDRS;

Hamilton 1960)
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Table 3. Table of problem-solving therapies (PST) (continued)

5. Caregiver burden
(zarit Burden Inter-
view; Zarit 1980; data
not provided)

DRS: Dementia Rating Scale; HDRS: Hamilton Depression Rating Scale; MADRS: Montgomery-Asberg Depression Rating Scale; MMSE:
Mini-Mental State Examination; PST: problem-solving therapy; SCID: Structured Clinical Interview for DSM-IV

Table 4. Table of supportive and counselling therapies

Participants

Intervention and control conditions

Outcomes

Bruvik 2013 Mild dementia Cl: individual counselling sessions address- 1. Depression (CSDD; Alexopoulos
(ICD-10) ing unmet needs through problem-solving, 1988)
N =230; male (M) educational sessions about dementia, and 2. Carer depression (GDS; Yesavage
107; female (F) 123 social support meetings 1983)
Mean age =78.4 Five individual counselling sessions, one ed-
ucational session, and 6 social
Mean MMSE =21.2
support group meetings of 1 hour each over
Mean CSDD = 8.0 12 months
Control: received information about avail-
able services in local authority and were free
to seek additional support
Jha 2013 MCl or mild demen-  Cl: well-being and recovery orientated coun- 1. Well-being (WHO 5-item Well-Being
tia (ICD-10) selling intervention consisting of pre-diag- Index; Heun 1999)
nostic counselling, a well-being assessment,
N =48; M16; F32 2. Cognition (MMSE; Folstein 1975)

Mean age=78.7
Mean MMSE =22.0

Mean CSDD =6.6

feedback primarily aimed at improving well-
being, post-diagnostic counselling, and sup-
port

Monthly visits for 6 months of 1 hour each

Control: offered a fixed package of care of
monthly visits for 6 months without being
assessed for well-being

3. Depression (CSDD; Alexopoulos
1988)

4. Quality of life (EQ5D; EuroQoL 1990)

5. Caregiver burden (Zarit Burden In-
terview; Zarit 1980)

Koivisto 2016 Mild AD (NINCDS-

ADRDA)
N =236; M115; F121
Mean age=75.6

Mean MMSE =21.5

Cl: individual counselling, education, and
both individual and support groups primari-
ly aimed at enhancing knowledge, reducing
social isolation, and support function

Offered over 4 courses (total of 16 days) over
2 years

Control: participated in annual follow-up

1. Institutionalisation

2. Dementia severity (CDR; Morris
1993)

3. Cognition (Consortium to Estab-
lish a Registry for Alzheimer's Disease
neuropsychological battery; Chandler
2005, MMSE; Folstein 1975)

Mean BDI =10.7 visits, and received regular healthcare ser-
vices 4. Function (ADCS-ADL; Galasko 1997)
5. Neuropsychiatric symptoms
(NPI; Cummings 1994)
6. Depression (BDI; Beck 1961)
7. Participant quality of life (QoL-
AD; Logsdon 1999)
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8. Carer depression (BDI; Beck 1961)

9. Carer sense of coherence (Sense of
Coherence Scale; Antonovsky 1987)

10. General physical and mental health
for carers (GHQ; Goldberg 1985)

11. Carer quality of life (15D instrumen-
t; Sintonen 2001)

Mild to moderate
dementia (Finnish
National Guide-
lines)

Laakkonen 2016

N =136; M85; F51
Mean age=77.0

Mean MMSE =20.8

ST: structured psychosocial rehabilitation
program aimed at maintaining self-efficacy,
provision of social support, psycho-educa-
tion, use of resources, and problem-solving
skills in everyday life

4-hour group sessions once a week over 8
weeks

Control: usual care consisting of regular
health and social services, and provision of
advice on nutrition and exercise

1. Quality of life (15D instrument; Sin-
tonen 2001)

2. Cognition (CDR; Hughes 1982, Ver-
bal Fluency; Morris 1989, Clock Draw-
ing Test; Sunderland 1989)

3. Carer quality of life (RAND-36 Item
Health Survey; Hays 2001)

4. Carer sense of competence (SC-
Q; Vernooij-Dassen 1996)

5. Carer mastery (Pearlin Mastery
Scale; Pearlin 1978)

Logsdon 2010 Mild to moderate

dementia (diag-
nosed by physician)
N = 142; M72; F70
Mean age =74.9
Mean MMSE =23.4

Mean GDS=5.3

ST: structured support groups aimed at im-
proving quality of life, sharing experiences,
reducing feelings of isolation, and providing
assistance with long-term care planning

Weekly 90-minute sessions, taking place
over 9 weeks

Control: waiting-list condition where peo-
ple received written educational materials
about dementia and AD, and services avail-
able

1. Quality of life (QoL-AD; Logsdon
1999, Medical Outcomes Study Short
Form 36; Stewart 1988)

2. Depression (GDS; Yesavage 1983)

3. Family communication (Family As-
sessment Measure; Skinner 1983)

4, Perceived stress (Perceived Stress
Scale; Cohen 1983)

5. Self-efficacy (Self Efficacy Scale; See-
man 1996)

6. Caregiver reactions to problem be-
haviours (Revised Memory and Behav-
ior Problems Checklist; Teri 1992)

Marshall 2015 Mild dementia

(NINCDS-ADRDA)
N =58; M25; F33
Mean age =75.6
Mean MMSE =23.0

Mean CSDD =6.2

ST: psycho-education provided in a group
setting aimed at improving quality of life,
provision of information about dementia,
coping with stress, and living as well as you
can

Weekly 75-minute sessions over 10 weeks

Control: a waiting-list condition in which
participants received usual care

1. Quality of life (QoL-AD; Logsdon
1999)

2. Depression (CSDD; Alexopoulos
1988)

3. Self-esteem (RSES; Rosenberg 1965)
4. Cognition (MMSE; Folstein 1975)
5. Carer general health

(GHQ; Goldberg 1985)

Nordheim 2019 Mild to moderate
dementia (National

Institute on Aging -

Cl: couples-based counselling intervention
incorporating information about demen-
tia, couples communication training, coping

1. Quality of life (QoL-AD; Logsdon
1999)
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Table 4. Table of supportive and counselling therapies (continued)

Alzheimer's Associ-
ation)

N =108; M66; F42
Mean age = 85.0
Mean MMSE =22.8

Mean GDS-15=5.5

and problem-solving strategies, and relax-
ation techniques

Offered twice every week, with sessions last-
ing 1 to 2 hours each for 10 to 12 weeks

Control: received standard care incorporat-
ing 1 to 2 hours of consultation according to
the standards of German memory clinics

2. Carer quality of life (World Health
Organization Quality of Life Brief
scale; von Steinbiiche 2006)

3. Cognition (MMSE; Folstein 1975)

4., Function (Barthel Index; Mahoney
1965, Instrumental Activities of Daily
Living Scale; Lawton 1969, Overprotec-
tion Scale For Adults; Thompson 1993)

5. Carer sense of competence (SC-
Q; Vernooij-Dassen 1996)

6. Dyadic coping (Dyadic Coping Inven-
tory; Ledermann 2010)

7. Social support (Social Support Ques-
tionnaire; Fydrich 2009)

8. Participant depression
(GDS-15; Yesavage 1983)

9. Carer depression (GDS-15; Yesavage
1983)

Quinn 2016 Mild dementia ST: supportive group therapy intervention 1. Self-efficacy (GSE; Schwarzer 1995)
(ICD-10) which incorporated
2. Depression (HADS; Zigmond 1983)
N =24; M18; F6 information about dementia, managing ) )
memory difficulties, staying well, and ac- 3. Anxiety (HADS; Zigmond 1983)
Mean age =75.6 cessing local resources
& 4, Global distress (Clinical Outcomes
Mean MMSE =23.6 Weekly 90-minute sessions over 9 weeks in Routine Evaluation-Outcome Mea-
sure; Evans 2002)
Mean HADS = 4.6 Control: treatment as usual receiving rou- ] )
tinely provided memory clinic services, such 5. Quality of life (EQ5D; EuroQoL 1990)
as a nurse-led review, and access to psychia- . .
try, psychology and social services 6. Well-being (ICEpop CAPability mea-
sure for Older people; Coast 2008)
Tappen 2009 Moderate dementia  Cl: individual counselling sessions primarily 1. Mood (Dementia Mood Assessment

(NINCDS-ADRDA)
N =30; M3; F27
Mean age =87.3
Mean MMSE =11.4

Mean MADRS =17.4

aimed at forming and maintaining support-
ive relationships, providing opportunities
for expression, reducing isolation, and im-
proving mood

Three sessions per week, lasting 30 minutes
each, for 16 weeks

Control: usual care provided by staff at the
long-term care facility

Scale; Sunderland 1988, Alzheimer's
Disease and Related Dementias Mood
Scale; Tappen 2008)

2. Depression (MADRS; Montgomery
1979)

Waldorff 2012 Mild AD (Diagnostic
and Statistical Man-
ual of Mental Disor-
ders, 4th Edition;

NINCDS-ADRDA)
N =330; M151; F179
Mean age =76.2

Moan MMSE =24 0

Cl:individual counselling sessions, edu-
cation, and telephone support, primarily
aimed at preventing depression, loss of so-
cial networks, and retaining skills

Up to 7 individual counselling sessions, 5 ed-
ucational courses about dementia lasting 2
hours each, and telephone support (5 to 8
sessions) over 3 or 4 week intervals over 8 to
12 months

1. Cognition (MMSE; Folstein 1975)

2. Depression (CSDD; Alexopoulos
1988)

3. Participant quality of life (EQ-5D
VAS;

EuroQolL 1990, QoL-AD; Logsdon 1999)

4. Neuropsychiatric symptoms (NPI;

Psychological treatments for depression and anxiety in dementia and mild cognitive impairment (Review) 138
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Table 4. Table of supportive and counselling therapies (continued)

Mean CSDD =4.8 Control: provided with information and Cummings 1994)
guidance about local support services avail-
able 5. Function (ADCS-ADL; Galasko 1997)
6. Carer depression (GDS; Yesavage
1983)
7. Carer quality of life (EQ-5D VAS; Eu-
roQolL 1990)
Young 2014 Mild dementia ST: incorporated provision of information 1. Depression (GDS; Yesavage 1983)
and support about dementia, developing a
N =39; M22; F17 positive lifestyle, adjusting to changes, and 2. Self-esteem (RSES; Rosenberg 1965)
identifying sources of support
Mean age =80.3 ! 1ying sou upp 3. Self-efficacy (GSE; Schwarzer 1995)

Mean MMSE = 22.0 Weekly 90-minute sessions over 10 weeks

4. Coping with memory loss (Index for
Control: received standardised educational ~ Managing Memory Loss; Keady 1995)
written material on dementia providing ba-

sicinformation

Mean GDS =9.0
5. Participant quality of life (QoL-
AD; Logsdon 1999)

ADCS-ADL: Alzheimer's Disease Cooperative Study - Activities of Daily Living Inventory; BDI: Beck Depression Inventory; CDR: Clinical
Dementia Rating; Cl: counselling intervention; CSDD: Cornell Scale for Depression in Dementia; 15D: 15D instrument; EQ-5D: EuroQoL-5
Dimension; EQ-5D VAS: EQ-5D Visual Analogue Scale; GDS: Geriatric Depression Scale; GHQ: General Health Questionnaire; GSE: General
Self-Efficacy Scale; HADS: Hospital Anxiety and Depression Scale; ICD-10: International Classification of Diseases, 10th Revision; MADRS:
Montgomery-Asberg Depression Rating Scale; MMSE: Mini-Mental State Examination; NINCDS-ADRDA: National Institute of Neurological
and Communicative Disorders and Stroke - Alzheimer's Disease and Related Disorders Association; NPI: Neuropsychiatric Inventory; QoL-
AD: Quality of Life-Alzheimer’s Disease; RSES: Rosenberg Self-Esteem Scale; SCQ: Sense of Competence Questionnaire; ST: supportive
therapy

Table 5. Table of third-wave therapies

Participants Intervention and control condi- Outcomes
tions
Churcher Clarke Mild to moderate TWI: adapted group-based mind- 1. Depression (CSDD; Alexopoulos 1988)
2017 dementia (Diagnos-  fulness intervention consisting of
tic and Statistical mindfulness meditation, mindful 2. Anxiety (Rating Anxiety in Dementia; Shankar
Manual of Mental breathing, mindful movement, and ~ 1999)
Disorders, 4th Edi- practicing mindful listening, see-

tion) ing, smelling, and touch 3. Quality of life (QoL-AD; Logsdon 1999)

N=31; male (M) 16; 10 1-hour group sessions, running 4. Cognition (MMSE; Folstein 1975)

female (F) 15 twice a week for 5 weeks 5. Perceived stress (PSS; Cohen 1983)

Mean age = 80.6 Control: regular services provided

within the care home
Mean MMSE =15.3

Mean CSDD=17.3

Larouche 2019 MCI (National In- TWI: mindfulness-based group 1. Depression (GDS; Yesavage 1983)
stitute on Aging - cognitive therapy intervention
Alzheimer's Associ-  consisting of psycho-education for 2. Anxiety
ation) mindfulness, handling obstacles L. .
and supporting meditation prac- (Geriatric Anxiety Inventory; Pachana 2007)
I[\\I/IZ—;?:,lfgr N=45 tice, and stress management 3. Quality of life (World Health Organisation
’ Eight sessions of 2.5 hours each Quality of Life Brief scale; von Steinbiiche 2006,
Mean age = 70.9 over 8 weeks World Health Organisation Quality of Life for
Older Persons; Leplége 2013)
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Table 5. Table of third-wave therapies (continued)
Mean Montreal Cog-  Control: psycho-education about 4. Episodic memory (Episodic memory delayed

nitive Assessment= aging and dementia, and informa-  and immediate recall;
24.4 tion about coping with cognitive
decline Moulin 2004)
Mean
5. Perceived stress (PSS; Cohen 1983)
GDS-30=7.9
6. Coping (Coping Orientation to Problems Expe-
rienced Inventory; Carver 1989)
7. Rumination (Ruminative Response Scale;
Nolen-Hoeksema 1991)
8. Mindfulness (Five Facet Mindfulness Question-
naire;
Baer 2006)
9. Cortisol awakening response
Wells 2013 MCI (diagnosed by TWI: mindfulness-based stress-re- 1. Cognition
neurologist; Grund-  duction intervention consisting of ) . )
man 2004 etalcri-  teaching of mindfulness, defined (Alzheimer's Disease Assessment Scale-Cogni-
teria) as non-judgmental moment-to- tive Subscale; Rosen 1984, Rey Auditory Verbal
moment awareness, through sit- Learning Test; Rey 1964, Trail Making Test;
N=14 ting and walking meditation, body

scan, and mindful movement Army Individual Te§t Battery 1944, Controllefj
Mean age = 74.0 Oral Word Association Test; Benton 1994, animal

Eight 2-hour weekly sessions over ~ Naming; Boston Naming Test;
8 weeks plus 1 mindfulness retreat

Median CES-D=6.0  day

Mean MMSE =27.0
Kaplan 1978)

Control: usual care 2. Resilience (Resilience Scale)

3. Hope (Herth Hope Index; Herth 1992)
4. Quality of life (QoL-AD; Logsdon 1999)
5. Life orientation (Life Orientation Test;
Scheier 1985)

6. Depression (CES-D; Radloff 1977)

7. Mindfulness attention (Mindful Attention
Awareness Scale; Brown 2003)

GDS: Geriatric Depression Scale; CES-D: Center for Epidemiologic Studies-Depression; CSDD: Cornell Scale for Depression in Dementia;
MMSE: Mini-Mental State Examination; QoL-AD: Quality of Life-Alzheimer’s Disease; PSS: Perceived Stress Scale; TWI: third-wave
interventions

Table 6. Table of interpersonal therapies (IPT)

Participants Intervention and control groups Outcomes

Burns 2005 Mild AD (National In- IPT: aimed at identifying interper- 1. Depression (CSDD; Alexopoulos 1988)
stitute of Neurological sonal conflicts or difficulties,
and Communicative 2. Cognition (MMSE, Folstein 1975)
Disorders and Stroke- ~ causing or maintaining emotion- , . o I
Alzheimer's Disease and @l distress, and encouraging 3. Function (Bristol Activities of Daily Living

Related Disorders Asso- . Scale; Bucks 1996)
RN practical changes
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Copyright © 2022 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.




: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

Table 6. Table of interpersonal therapies (IPT) (continued)

N =40; male (M) 20; fe- Six sessions lasting 50 minutes 4. Problem behaviours (Revised Memory and
male (F) 20 each over 6 weeks Behavior Problems Checklist; Teri 1992)
Mean age =75.8 Control: received standard care 5. Global assessment (Clinical Global Impres-
which consisted of general advice  sions Scale; Guy 1976)
Mean MMSE =22.9 about diagnosis and treatment of
dementia with outpatient review 6. Carer depression (Beck Depression Inven-
Mean CSDD =5.5 tory; Beck 1961)

7. Carer general health (General Health Ques-
tionnaire; Goldberg 1985)

8. Carer coping (Ways of Coping Checklist; Vi-
taliano 1985)

CSDD: Cornell Scale for Depression in Dementia; IPT: interpersonal therapy; MMSE: Mini-Mental State Examination

APPENDICES

Appendix 1. Sources searched and search strategies

Source Search strategy Hits retrieved
CENTRAL (The #1 dement*:TI,AB,KY 8977 Oct 2018: 675
Cochrane Li-

brary) http://cr- #2 alzheimer*:TI,AB,KY 8310 Jul 2019:- 153
so.cochrane.org/SearchSim-

ple.php #3 ("lewy bod*" ):TI,AB,KY 301

[Date of most recent #4 ("vascular cognit*" ):TI,AB,KY 143

search: 18 Jul 2019] #5 DLB:TL.AB.KY 135

#6 MESH DESCRIPTOR Dementia EXPLODE ALL TREES 4847

#7 MESH DESCRIPTOR Neurocognitive Disorders EXPLODE ALL TREES 8905
#8 ("organic brain disease" or "organic brain syndrome" ):TI,AB,KY 112

#9 ("major neurocognitive disorder"):TI,AB,KY 13

#10 (cerebro* ADJ2 deteriorat* ):TI,AB,KY 4

#11 (cerebro* ADJ2 insuffic* ):TI,AB,KY 167

#12 ("major neurocognitive disorder"):TI,AB,KY 13

#13#1 OR#2 OR#3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR
#12 18320

#14 depress*:TI,AB,KY 59848

#15 dysthymi*:TI,AB,KY 735

#16 (adjustment disorder*):TI,AB,KY 372
#17 (mood disorder*):TI,AB,KY 2180

#18 (affective disorder*):TI,AB,KY 1310
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#19 (affective symptom*):TI,AB,KY 674

#20 anxiety:TI,AB,KY 33227

#21 anxious:TI,AB,KY 2326

#22?phobi*:TI,AB,KY 2628

#23 (panic disorder):TI,AB,KY 1870

#24 BPSD:TI,AB,KY 124

#25 (behavioural and psychological symptoms of dementia):TI,AB,KY 49
#26 (neuropsychiatric symptom*):TI,AB,KY 436

#27 NPS:TI,AB,KY 348

#28 MESH DESCRIPTOR Behavioral Symptoms EXPLODE ALL TREES 17358
#29 MESH DESCRIPTOR Psychomotor Agitation 691

#30 MESH DESCRIPTOR Depression 9507

#31 MESH DESCRIPTOR Anxiety 6449

#32 MESH DESCRIPTOR Anxiety Disorders 3016

#33 #14 OR#15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR
#25 OR #26 OR #27 OR #28 OR #29 OR #30 OR #31 OR #32 87661

#34 #13 AND #33 3422

#35 psychotherapy:TI,AB,KY 9215

#36 (cognitive therap*):TI,AB,KY 9801

#37 (behaviour therap*):TI,AB,KY 968

#38 counselling:TI,AB,KY 3043

#39 (cognitive analytic therapy):TI,AB,KY 15

#40 (interpersonal therap*):TI,AB,KY 105

#41 relaxation:TI,AB,KY 7987

#42 (non-pharmacological intervention*):TI,AB,KY 417
#43 (non-pharmacological treatment*):TI,AB,KY 318
#44 (psychodynamic therap*):TI,AB,KY 89

#45 (behavi* adj2 therap*):TI,AB,KY 15552

#46 (rational insight therap*):TI,AB,KY 0

#47 (problem-solving therap*):TI,AB,KY 274

#48 CBT:TI,AB,KY 5106

#49 psychosocial:TI,AB,KY 9138

#50 psycho-social:TI,AB,KY 292

#51 MESH DESCRIPTOR Psychotherapy EXPLODE ALL TREES 20475

#52 MESH DESCRIPTOR Psychotherapy, Multiple 10
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#53 MESH DESCRIPTOR Psychotherapy, Group 1944
#54 MESH DESCRIPTOR Psychotherapy, Brief 914

#55 MESH DESCRIPTOR Psychotherapy, Rational-Emotive 23

#56 #35 OR #36 OR #37 OR #38 OR #39 OR #40 OR #41 OR #42 OR #43 OR #44 OR
#45 OR #46 OR #47 OR #48 OR #49 OR #50 OR #51 OR #52 OR #53 OR #54 OR #55

48646

#57 #34 AND #56 675

MEDLINE In-process

and other non-indexed
citations and MEDLINE
1950-present (Ovid SP)

[Date of most recent
search: 18 Jul 2019]

1 exp Dementia/

2 Delirium/

3 Wernicke Encephalopathy/

4 Delirium, Dementia, Amnestic, Cognitive Disorders/

5 dement*.mp.

6 alzheimer*.mp.

7 (lewy* adj2 bod*).mp.

8 deliri*.mp.

9 (chronic adj2 cerebrovascular).mp.

10 ("organic brain disease" or "organic brain syndrome").mp.
11 ("normal pressure hydrocephalus" and "shunt*").mp.
12 "benign senescent forgetfulness".mp.

13 (cerebr* adj2 deteriorat*).mp.

14 (cerebral* adj2 insufficient*).mp.

15 (pick* adj2 disease).mp.

16 (creutzfeldt or jcd or cjd).mp.

17 huntington*.mp.

18 binswanger*.mp.

19 korsako*.mp.

20 or/1-19

* 11

21 "cognit* impair*".mp.
22 exp *Cognition Disorders/
23 MCl.ti,ab.

24 ACMI.ti,ab.

25 ARCD.ti,ab.

26 SMC.ti,ab.

27 CIND.ti,ab.

28 BSFti,ab.

Oct 2018: 1029

Jul 2019: 342
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29 AAML ti,ab.

30 MD.ti,ab.

31 LCDti,ab.

32 QD ti,ab.

33 AACD ti,ab.

34 MNCD.i,ab.

35 MCD.ti,ab.

36 ("N-MCI" or "A-MCI" or "M-MCI").ti,ab.

37 ((cognit* or memory or cerebr* or mental*) adj3 (declin* or impair* or los*
or deteriorat* or degenerat* or complain® or disturb* or disorder*)).ti,ab.

38 "preclinical AD".mp.

39 "pre-clinical AD".mp.

40 ("preclinical alzheimer*" or "pre-clinical alzheimer*").mp.
41 (aMCl or MCla).ti,ab.

42 ("CDR0.5" or "clinical dementia rating scale 0.5").ti,ab.
43 ("GDS 3" or "stage 3 GDS").ti,ab.

44 ("global deterioration scale" and "stage 3").mp.

45 "Benign senescent forgetfulness".ti,ab.

46 "mild neurocognit* disorder*".ti,ab.

47 (prodrom* adj2 dement*).ti,ab.

48 or/21-47

4920 0r 48

50 depress*.ti,ab.

51 dysthymi*.ti,ab.

52 "adjustment disorder*".mp.

53 "mood disorder*".mp.

54 "affective disorder*".mp.

55 "affective symptom*".mp.

56 anxiety.mp.

57 anxious.mp.

58?phobi*.mp.

59 "panic disorder".mp.

60 BPSD.ti,ab.

61 "behavioural and psychological symptoms of dementia".mp.

62 ("neuropsychiatric symptom*" or NPS).mp.
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63 exp Behavioral Symptoms/ or Psychomotor Agitation/
64 Depression/

65 Anxiety/ or Anxiety Disorders/

66 or/50-65

67 49 and 66

68 (psychotherapy or "cognitive therap*").mp.

*1

69 "behaviour therap*".mp.
70 counselling.ti,ab.
71 "cognitive analytic therapy".mp.

*1

72 "interpersonal therap*".mp.

73 relaxation.mp.

74 ("non-pharmacological intervention*" or "non-pharmacological treatmen-

t*").mp.

*1

75 "psychodynamic therap™".mp.

76 (behavi* adj2 therap*).ti,ab.

*1

77 "rational insight therap*".mp.

*1

78 "problem-solving therap*".mp.
79 CBT.ti,ab.
80 psychosocial.ti,ab.

81 psycho-social.ti,ab.

82 exp Psychotherapy/ or Psychotherapy, Multiple/ or Psychotherapy, Group/

or Psychotherapy, Brief/ or Psychotherapy, Rational-Emotive/
83 or/68-82

8467 and 83

85 randomized controlled trial.pt.

86 controlled clinical trial.pt.

87 random*.ab.

88 trial.ab.

89 groups.ab.

90 or/85-89

91 (animals not (humans and animals)).sh.

9290 not 91

9384 and 92

94 (2016* or 2017* or 2018* or 2013* or 2014* or 2015*).ed.

9593 and 94
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EMBASE (Ovid SP)
1974 to 17 October 2018

[Date of most recent
search: 18 Jul 2019]

1 exp dementia/

2 Lewy body/

3 delirium/

4 Wernicke encephalopathy/

5 cognitive defect/

6 dement*.mp.

7 alzheimer*.mp.

8 (lewy* adj2 bod*).mp.

9 deliri*.mp.

10 (chronic adj2 cerebrovascular).mp.

11 ("organic brain disease" or "organic brain syndrome").mp.
12 "supranuclear palsy".mp.

13 ("normal pressure hydrocephalus" and "shunt*").mp.
14 "benign senescent forgetfulness".mp.
15 (cerebr* adj2 deteriorat*).mp.

16 (cerebral* adj2 insufficient*).mp.

17 (pick* adj2 disease).mp.

18 (creutzfeldt or jcd or cjd).mp.

19 huntington*.mp.

20 binswanger*.mp.

21 korsako*.mp.

22 CADASIL.mp.

23 or/1-22

* 11

24 "cognit* impair*".mp.

25 exp cognitive defect/

26 exp mild cognitive impairment/
27 MCl.ti,ab.

28 ACML.ti,ab.

29 ARCD.ti,ab.

30 SMC.ti,ab.

31 CIND.ti,ab.

32 BSF.ti,ab.

33 AAML.ti,ab.

34 MD.ti,ab.

Oct 2018: 1615

Jul2019: 334
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35 LCD.ti,ab.

36 QD.ti,ab.

37 AACD.ti,ab.

38 MNCD.ti,ab.

39 MCD.ti,ab.

40 ("N-MCI" or "A-MCI" or "M-MCI").ti,ab.

41 ((cognit* or memory or cerebr* or mental*) adj3 (declin* or impair* or los*
or deteriorat* or degenerat* or complain* or disturb* or disorder*)).ti,ab.

42 "preclinical AD".mp.

43 "pre-clinical AD".mp.

44 ("preclinical alzheimer*" or "pre-clinical alzheimer*").mp.
45 (aMCl or MCla).ti,ab.

46 ("CDR0.5" or "clinical dementia rating scale 0.5").ti,ab.

47 ("GDS 3" or "stage 3 GDS").ti,ab.

48 ("global deterioration scale" and "stage 3").mp.

49 "Benign senescent forgetfulness".ti,ab.

50 "mild neurocognit* disorder*".ti,ab.

51 (prodrom* adj2 dement*).ti,ab.

*1

52 "age-related symptom*".mp.
53 (episodic adj2 memory).mp.

54 ("pre-clinical dementia" or "preclinical dementia").mp.
55 or/24-54

56 23 or 55

57 depress*.ti,ab.

58 dysthymi*.ti,ab.

59 "adjustment disorder*".mp.

60 "mood disorder*".mp.

61 "affective disorder*".mp.

*1

62 "affective symptom*".mp.
63 anxiety.mp.

64 anxious.mp.

65 "panic disorder".mp.

66 BPSD.ti,ab.

67 "behavioural and psychological symptoms of dementia".mp.

68 ("neuropsychiatric symptom*" or NPS).mp.
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69 "Behavioral Symptom*".ti,ab.

70 agitat*.ti,ab.

71 depression/

72 anxiety/

73 anxiety disorder/

74 or/57-73

7556 and 74

76 (psychotherapy or "cognitive therap*").mp.

*1

77 "behaviour therap*".mp.
78 counselling.ti,ab.

79 "cognitive analytic therapy".mp.
80 "interpersonal therap™".mp.

81 relaxation.mp.

*1

82 ("non-pharmacological intervention
t*").mp.

*1

83 "psychodynamic therap*".mp.

84 (behavi* adj2 therap*).ti,ab.

*1

85 "rational insight therap*".mp.

*1

86 "problem-solving therap*".mp.
87 CBT.ti,ab.

88 psychosocial.ti,ab.

89 psycho-social.ti,ab.

90 psychotherapy/

91 or/76-90

92 75and 91

93 randomized controlled trial/
94 controlled clinical trial/

95 trial.ti,ab.

96 (RCT or CCT).ti,ab.

97 randomly.ab.

98 "double-blind*"ti,ab.

99 0r/93-98

10092 and 99

101 (2013* or 2014* or 2015* or 2016* or 2017* or 2018*).em.

or "non-pharmacological treatmen-
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102 100 and 101
PsycINFO (Ovid SP) 1 exp Dementia/ Oct 2018:470
[Date of most recent 2 exp Delirium/ Jul2019: 134

search: 18 Jul 2019]
3 exp Huntingtons Disease/

4 exp Kluver Bucy Syndrome/

5 exp Wernickes Syndrome/

6 exp Cognitive Impairment/

7 dement*.mp.

8 alzheimer*.mp.

9 (lewy* adj2 bod*).mp.

10 deliri*.mp.

11 (chronic adj2 cerebrovascular).mp.

12 ("organic brain disease" or "organic brain syndrome").mp.
13 "supranuclear palsy".mp.

14 ("normal pressure hydrocephalus" and "shunt*").mp.
15 "benign senescent forgetfulness".mp.

16 (cerebr* adj2 deteriorat*).mp.

17 (cerebral* adj2 insufficient*).mp.

18 (pick* adj2 disease).mp.

19 (creutzfeldt or jed or cjd).mp.

20 huntington*.mp.

21 binswanger*.mp.

22 korsako*.mp.

23 ("parkinson* disease dementia" or PDD or "parkinson* dementia").mp.
24 or/1-23

* 11

25 "cognit* impair*".mp.
26 exp Cognitive Impairment/
27 MCl.ti,ab.

28 ACMI.ti,ab.

29 ARCD.ti,ab.

30 SMC.ti,ab.

31 CIND.ti,ab.

32 BSF.ti,ab.

33 AAML ti,ab.
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34 MD.ti,ab.

35 LCD.ti,ab.

36 QD.ti,ab.

37 AACD ti,ab.

38 MNCD.ti,ab.

39 MCD.ti,ab.

40 ("N-MCI" or "A-MCI" or "M-MCI").ti,ab.

41 ((cognit* or memory or cerebr* or mental*) adj3 (declin* or impair* or los*
or deteriorat* or degenerat* or complain* or disturb* or disorder*)).ti,ab.

42 "preclinical AD".mp.
43 "pre-clinical AD".mp.

* 11

44 ("preclinical alzheimer*" or "pre-clinical alzheimer*").mp.
45 (aMCl or MCla).ti,ab.

46 ("CDR 0.5" or "clinical dementia rating scale 0.5").ti,ab.
47 ("GDS 3" or "stage 3 GDS").ti,ab.

48 ("global deterioration scale" and "stage 3").mp.

49 "Benign senescent forgetfulness".ti,ab.

50 "mild neurocognit* disorder*".ti,ab.

51 (prodrom* adj2 dement*).ti,ab.

52 "age-related symptom™".mp.

53 (episodic adj2 memory).mp.

54 ("pre-clinical dementia" or "preclinical dementia").mp.
55 or/25-54

56 24 or 55

57 depress*.ti,ab.

58 dysthymi*.ti,ab.

59 "adjustment disorder*".mp.

60 "mood disorder*".mp.

61 "affective disorder*".mp.

*1

62 "affective symptom*".mp.
63 anxiety.mp.

64 anxious.mp.

65 "panic disorder".mp.

66 BPSD.ti,ab.

67 "behavioural and psychological symptoms of dementia".mp.
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68 ("neuropsychiatric symptom*" or NPS).mp.
69 Behavior Problems/

70 "Depression (Emotion)"/

71 Anxiety/

72 or/57-71

7356 and 72

74 (psychotherapy or "cognitive therap*").mp.

*n

75 "behaviour therap*".mp.
76 counselling.ti,ab.
77 "cognitive analytic therapy".mp.

*1

78 "interpersonal therap*".mp.
79 relaxation.mp.

80 ("non-pharmacological intervention*" or "non-pharmacological treatmen-
t*").mp.

*1

81 "psychodynamic therap*".mp.

82 (behavi* adj2 therap*).ti,ab.

*1

83 "rational insight therap*".mp.

*1

84 "problem-solving therap*".mp.
85 CBT.ti,ab.

86 psychosocial.ti,ab.

87 psycho-social.ti,ab.

88 Brief Psychotherapy/ or Geriatric Psychotherapy/ or Group Psychotherapy/
or Psychotherapy/ or Individual Psychotherapy/

89 or/74-88

90 73 and 89

91 exp Clinical Trials/
92 trial.ti,ab.

93 (RCT or CCT).ti,ab.
94 randomly.ab.

95 "double-blind*"ti,ab.
96 "single-blind*"ti,ab.
97 randomi?ed.ti,ab.
98 0r/91-97

99 90 and 98

100 (2013* or 2014* or 2015* or 2016* or 2017* or 2018*).up.
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10199 and 100

CINAHL (EBSCOhost)

[Date of most recent
search: 18 Jul 2019]

S77S75AND S76
S76 EM 2013 OREM 2014 OREM 2015 OR EM 2016 OR EM 2017 OR EM 2018
S75S61 AND S74

S74 562 OR S63 OR S64 OR S65 OR S66 OR S67 OR S68 OR S69 OR S70 OR S71
ORS720RST73

S73 MH "Random Assignment"

S72 MH "Single-Blind Studies" or MH "Double-Blind Studies" or MH "Triple-
Blind Studies"

S71 MH "Crossover Design"
S70 MH "Factorial Design"
S69 MH "Placebos"

S$68 MH "Clinical Trials"

S67 TX "multi-centre study" OR "multi-center study" OR "multicentre study"
OR "multicenter study" OR "multi-site study"

S66 TX crossover OR "cross-over"
S65 AB placebo™

S64 TX random*

S63 TX trial*

S62 TX "latin square"

S61 S42 AND S60

560 S43 OR S44 OR S45 OR S46 OR S47 OR S48 OR S49 OR S50 OR S51 OR S52
OR S53 OR S54 OR S55 OR S56 OR S57 OR S58 OR S59

S59 (MH "Psychotherapy, Brief")
S58 (MH "Psychotherapy, Group")
S57 (MH "Psychotherapy+")

S56 TX psycho-social

S55 TX psychosocial

S54 TX CBT

S53 TX problem-solving therap*
S$52 TX rational insight therap*
S51 TX behavi* N2 therap*

S50 TX psychodynamic therap*

S49 TX "non-pharmacological intervention*" or "non-pharmacological treat-
ment*"

S48 TX relaxation

Oct2018: 617

Jul2019: 438
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S47 TX interpersonal therap*

S46 TX cognitive analytic therapy

S45 TX counselling

S44 TX behaviour therap*

S43 TX psychotherapy or "cognitive therap™"
S42 S21 AND S41

S41 S22 OR S23 OR S24 OR S25 OR S26 OR S27 OR S28 OR S29 OR S30 OR S31
OR S32 OR S33 OR S34 OR S35 OR S36 OR S37 OR S38 OR S39 OR S40

S40 (MH "Anxiety Disorders")

$39 (MH "Anxiety")

S38 (MH "Depression")

S37 (MH "Psychomotor Agitation+")
S36 (MH "Behavioral Symptoms+")
S35 TXNPS

$34 TX neuropsychiatric symptom*
S33 TX behavioural and psychological symptoms of dementia
S32 TXBPSD

S31 TX panic disorder

S30 TX?phobi*

$29 TX anxious

S28 TX anxiety

S27 TX affective symptom*

S26 TX affective disorder*

$25 TX mood disorder™"

S24 TX adjustment disorder™

$23 TX dysthymi*

S22 TX depress*

S21 S1ORS2 ORS3 OR S4 ORS50R S6 ORS7ORS80ORS9ORS100RS110R
S12ORS13 0ORS14 ORS150R S16 ORS17 OR S18 OR S19 OR S20

$20 TX "major neurocognitive disorder"
S19 TX korsako™

S18 TX binswanger*

S17 TX huntington*

S16 TX creutzfeldt or jed or cjd

S15 TX pick* N2 disease
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S14 TX cerebral* N2 insufficient*

S13 TX cerebr* N2 deteriorat*

$12 TX "benign senescent forgetfulness"

S11 TX "normal pressure hydrocephalus" and "shunt*"

$10 TX "organic brain disease" or "organic brain syndrome"
S9 TX chronic N2 cerebrovascular

S8 TX deliri*

S7 TX lewy* N2 bod*

S6 TX alzheimer*

S5 TX dement*

S4 (MH "Wernicke's Encephalopathy")

S3 (MH "Delirium, Dementia, Amnestic, Cognitive Disorders")
S2 (MH "Delirium")

S1(MH "Dementia+")

ISI Web of Science - all
databases [includes:

TOPIC:(dement* OR alzheimer* OR "vascular cognitive impairment" OR "lew*
bod*" OR CADASIL OR "cognit* impair*" OR FTD OF FTLD OR "cerebrovascular

Oct 2018: 854

Web of Science (1945- insufficienc*" OR AD OR VCI) AND TOPIC:(depress* OR anxiety OR Agitation OR ~ Jul2019:243

present); BIOSIS Pre- neuropsychiatric) AND TOPIC:(psychotherapy OR cognitive therapy OR coun-

views (1926-present); selling OR relaxation) AND TOPIC:(randomly OR randomised OR randomized

MEDLINE (1950- OR "random allocat*" OR RCT OR CCT OR "double blind*" OR "single blind*"

present); Journal Cita- OR "double blind*" OR "single blind*" OR trial)

tion Reports]

[Date of most recent

search: 18 Jul 2019]

LILACS (BIREME) alzheimer OR alzheimers OR alzheimer’s OR dementia OR demenc$ [Words] Oct 2018: 8
and psychotherapy OR cognitive therapy OR counselling OR relaxation [Words]

[Date of most recent Jul2019:1

search: 18 Jul 2019]

and randomly OR randomised OR randomized OR RCT OR "controlled trial" OR
"double blind$" OR placebo [Words]

ClinicalTrials.gov

depress* OR anxiety OR Agitation OR neuropsychiatric | dementia OR
alzheimers OR cognition OR cognitive | psychotherapy OR cognitive therapy

Oct 2018: 497

(www.clinicaltrials.gov) QR counselling OR relaxation | Start date on or after 01/01/2013 | Last update ~ Jul2019:133
posted on or before 10/18/2018

[Date of most recent

search: 18 Jul 2019]

ALOIS (via CRS web) Depression or Dysthymi* or "Adjustment Disorder/s" or "Mood Disorder/s" or Oct 2018: 17
"Affective Disorder/s" or "Affective Symptoms", Anxiety or Anxious or phobia/s

[Date of most recent or "Panic Disorder", psychotherapy, "cognitive therapy", "behaviour therapy", —Jul 2019:79

search: 18 Jul 2019] "cognitive behaviour therapy"

ICTRP depress* OR anxiety OR Agitation OR neuropsychiatric | dementia OR Oct2018: 12
alzheimers OR cognition OR cognitive | psychotherapy OR cognitive therapy

(http://apps.who.int/tri- Jul2019: 2

alsearch)

OR counselling OR relaxation | Start date on or after 01/01/2013 | Last update
posted on or before 10/18/2018
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[Date of most recent
search: 18 Jul 2019]

Total before de-duplication Oct 2018: 5,794

Jul 2019: 1859

Total after de-duplication Oct 2018: 4,319

Jul2019:1510

Total after first assessment based on title and abstract screening by CDCIG information specialist Oct 2018: 717

WHAT'S NEW

Date Event Description
18 February 2021 New citation required and conclusions New search performed. New studies for inclusion and content re-
have changed vised.
18 February 2021 New search has been performed New search performed. New studies included.
HISTORY

Protocol first published: Issue 5,2011
Review first published: Issue 1,2014
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VO - correspondence; drafting review versions; search for trials; selection of RCTs; extraction of data; entry of data; data analysis;
interpretation of statistical analyses; updating review.

PL - drafting review versions; search for trials; selection of RCTs; extraction of data; entry of data; data analysis; interpretation of statistical
analyses; updating review.

RdPC - drafting review versions; search for trials; selection of RCTs; extraction of data; entry of data; data analysis; interpretation of
statistical analyses; updating review.

AQ - selection of RCTs of first review; extraction of data of first review; entry of data of first review; data analysis of first review; interpretation
of statistical analyses of first review; comments on final draft of previous version of the review.

AS - comments on final draft of previous version of the review.
MO - comments on final draft of previous and current version of the review.

AM - drafting review versions; search for trials; selection of RCTs; extraction of data; entry of data; data analysis; interpretation of statistical
analyses; updating review.
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SOURCES OF SUPPORT

Internal sources

« New Source of support, UK
We would like to thank the Cochrane Dementia and Cognitive Improvement Group for its support.

External sources

« NIHR, UK

This review update was supported by the National Institute for Health Research (NIHR), via Cochrane Infrastructure funding to the
Cochrane Dementia and Cognitive Improvement group. The views and opinions expressed herein are those of the authors and do not
necessarily reflect those of the Systematic Reviews Programme, NIHR, National Health Service or the Department of Health

DIFFERENCES BETWEEN PROTOCOL AND REVIEW

We added the new outcomes of depression remission at the end of treatment and caregiver depressive symptoms at the end of treatment
and post-treatment follow-up. We did not exclude studies on the grounds of inadequate reporting (missing information about study design
and results).

For dichotomous outcomes, we used risk ratio (RR) to estimate treatment effects. Given the expanded evidence base, we compared each of
our intervention categories separately to control interventions. Where possible, we performed separate comparisons at end of treatment
and post-treatment follow-up.

The review protocol described subgroup analyses on the basis of intervention characteristics (intensity, duration, and frequency), and
characteristics of the population (dementia severity, type, and setting). We did not carry out these subgroup analyses due to limited data
available and due to the heterogeneity of interventions investigated.

The review protocol describes separate analyses for dementia and MCI. Due to the small number of studies identified in people with MCI,
we pooled studies in dementia and MCI together and conducted a subgroup analysis to examine the effect of type of cognitive diagnosis.

We undertook an additional subgroup analysis examining the effect of depression diagnosis at baseline. This was not planned or specified
in the protocol, but was conducted to address heterogeneity between studies. In addition, we explored the influence of type of control
intervention to examine the impact of active control conditions on effect sizes, which was also not specified in the protocol.
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