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Question 
 

'In adults (age >55 years) with dementia in a ward or community setting, how effective is physical 

activity (including exercise and physiotherapy), compared to any other intervention, in improving 

patient outcomes (including reducing levels of agitation, reducing risk, reducing the frequency of 

falls, improving skills of daily living, improving quality of life measures and cognitive functioning)?' 

 

Clarification of question using PICO structure (PICTRO for diagnostic questions) 

 

Patients: older adults with dementia 

Intervention: physical activity 

Comparator: any other intervention 

Outcome: improved patient outcomes 

 

Clinical and research implications 

 

There is some evidence, from a two systematic reviews and two additional randomised controlled 

trials, that exercise programmes can improve physical function and activities of daily living in older 

patients with dementia. There is also some evidence, from two small randomised controlled trials, 

that exercise may reduce decline, or possibly improve, cognitive function in older patients with 

Alzheimer’s disease. However, both systematic reviews had methodological weaknesses and both 

the studies included in the systematic review and the separately identified RCTs were generally small 

and methodologically weak and/or poorly reported.  

 

Larger, high quality studies are needed to confirm the obsereved effects, particularly in relation to 

the effects of exercise on cognitive function. It is important that specific information about the 

intervention is well documented (e.g. characteristics of the participants, the intensity, duration and 

the different components of the exercise intervention), in order to assess the external validity 

(applicability to various patient groups) of findings, possible confounders and the possible dose-

response relationship in.  

 

 

 

 



What does the evidence say? 

Number of included studies/reviews (number of participants) 

We identified two relevant systematic reviews. The first systematic review, published in 2010, 

assessed the effects of exercise on physical function and activities of daily living in older people with 

dementia and did not specify any inclusion criteria relating to study design.1 This review included ten 

randomised controlled trials (RCTs) with a total of 492 participants, one non-randomised controlled 

study with 50 participants and five case series, with a total of 100 participants.1 The second 

systematic review, published in 2011, assessed the effects of exercise on physical function, cognitive 

function and activities of daily living in people with dementia.2 This review included only RCTs and 

included a total of ten studies with 622 participants.2 There was some overlap between the two 

reviews; six RCTs were included in both. However, four RCTs identified by Blankevoort et al.1 were 

not included in Littbrand et al.2 and Littbrand et al. identified two additional studies (not included in 

the Blankevoort review) which were published in the date range of the Blankevoort review and 

which appeared to meet its inclusion criteria. We identified one further systematic review,3 which is 

excluded from this summary because it included only two studies that were already included in the 

more recent larger systematic reviews.1,2 

 

We also identified two recently published RCTs, which were not included in any systematic review 

identified.4,5 The first trial included 24 participants assessed the effects of a walking program for 

patients and caregivers on the functional, cognitive, and physical decline of nursing home residents 

in the later stages of Alzheimer’s disease.4 The second trial included 40 participants and assessed the 

effectiveness of a community-based, multi-component home exercise programme on cognitive and 

physical function and ADL in people with Alzheimer’s disease.5 

 

Main Findings 

Both systematic reviews found some evidence for a positive effect of exercise programmes on 
physical function. Blankenvoort et al. found that multi-component exercise interventions (i.e. a 
combination of strength, endurance and flexibility training) tended to have more and larger positive 
effects than walking and progressive resistance training interventions. 1 The largest improvements 
were found after interventions with a duration of 12 weeks or more, and a frequency of 3 times a 
week, with 45–60 min a session.1 In addition, the authors noted that very high or low effect sizes 
tended to correspond with relatively low methodological quality; moderate effect sizes were found 
in studies with more acceptable methodological scores.1 Littbrand et al. reported that combined 
functional weight-bearing exercise seems applicable for use in patients with Alzheimer’s disease, in 
residential care, based on attendance and adverse events.2 They found some evidence that exercise 
improves mobility and other physical function measures and reduces decline in  ability to perform 
activities of daily living (ADL).2 There was also some evidence that individually performed walking 
exercise reduces decline in walking performance.2 For patients with various types of dementia, in 
residential care, there was some evidence that combined functional and non-functional exercise had 
no effect on mobility,2 and that walking exercise had no effect on cognitive function.2 
 

One RCT found that a 24 week, institution-based walking programme for patients and caregivers 

produced significant improvements in walking function (six minute walk test), reduced decline in 

cognitive function (MMSE) and improved ADL (Barthel score).4 The second RCT found that a four 

month home exercise programme significantly improved mobility and other measures of physical 

function, and also significantly improved cognitive function (MMSE and ADAS-Cog) and ADL (Barthel 

and Instrumental ADL index).5 



 

Authors Conclusions 

Blankenvoort et al. concluded that multi-component exercise interventions (i.e. a combination of 

strength, endurance and flexibility training) with a high training volume lead to an improvement in 

physical performance and activities of daily living, and generally outperform walking and progressive 

resistance training interventions.1 Littbrand et al. concluded that combined functional weight-

bearing exercise seems applicable for use in patients with Alzheimer’s disease, in residential care 

and that it seems important that exercise interventions should last for at least a few months and 

that they be task specific and intended to challenge the individual’s physical capacity.2 They further 

concluded that there is currently insufficient evidence to determine the effects of exercise on 

cognitive function in with dementia.2 
 

Venturelli et al. concluded that it is possible to stabilise progressive cognitive dysfunction in nursing 
home residents with Alzheimer’s disease through a specific walking program.4 Vreugdenhil 
concluded that participation in a community-based exercise programme can improve cognitive and 
physical function and independence in ADL in people with Alzheimer’s disease.5 
 
Reliability of conclusions/Strength of evidence 

The conclusions of all the studies described broadly reflect the data reported. However, both 

systematic reviews, in particular Blankenvoort et al, had methodological weaknesses and a 

comparison of the included studies showed that both had incomplete retrieval of the available 

studies. Both the studies included in the systematic review and the separately identified RCTs were 

generally small and methodologically weak and/or poorly reported. It is therefore reasonable to 

conclude, as did most of the authors, that more and better quality research is needed to confirm the 

observed effects of exercise in older patients with dementia. 

 

What do guidelines say? 

 

Scottish Intercollegiate Guidelines Network (SIGN) guidance states that, for people with dementia, a 

combination of structured exercise and conversation may help maintain mobility. 

http://www.sign.ac.uk/pdf/sign86.pdf 

This guidance is consistent with the evidence identified in this summary. 

 

Date question received: 25/04/2012  

Date searches conducted: 08/05/2012 

Date answer completed: 28/05/2012 

 

 

 

 

 

 

 

 

http://www.sign.ac.uk/pdf/sign86.pdf
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Results 

Systematic Reviews 

Author (year) Search 

Date 

Inclusion criteria Number of 

included 

studies 

Summary of results Risk of bias 

Blankevoort et 

al. (2010) 

March 

2010 

Studies were included if they met the 

following 5 criteria: (1) participants 

had dementia of any etiology; (2) 

participants were on average older 

than 70, to prevent incorporation of 

early-onset dementia; (3) solely the 

effects of physical activity were 

investigated; (4) the study included 

outcome measures related to 

mobility, endurance, lower-extremity 

strength, balance or activities of daily 

living (ADL) performance; (5) studies 

were written in English, Dutch, French 

or German. 

16 This review assessed the effects of exercise on 

physical function and activities of daily living in 

older people with dementia. The review included 

10 RCTs (n=492), with a mean methodological 

quality score (Downs and Black) of 15.2 (range 

11-23) out of a maximum of 27. One non-

randomised controlled study (n=50) and five case 

series (n=100), with a mean quality score of 11 

(range 4-19) were also included. 

 

The mean age of study participants receiving 

exercise interventions ranged from 72.9 to 88.7 

years and the mean age of study participants in 

control groups ranged from 73 to 89.6 years. 

Where reported, the mean (standard deviation) 

Mini Mental State Examination (MMSE) score 

ranged from 9.7 (6.8) to 20.1 (2.3) in participants 

receiving exercise interventions and from 7.0 

(6.4) to 19.9 (1.7) in control group participants. 

No information was reported on the settings in 

which studies were conducted, or on the type of 

dementia with which participants had been 

diagnosed. 

 

The initial 

stage of 

screening 

studies for 

inclusion in the 

review 

(examination 

of titles and 

abstracts) was 

preformed in 

duplicate, 

minimising the 

risk of error 

and/or 

reviewer bias. 

However, the 

final selection 

of included 

studies from 

full texts and 

the assessment 

of 

methodological 

quality were 



The exercise interventions assessed in the 

included studies varied widely in content and 

duration (3 weeks to 20 months). Most involved 

sessions conducted twice or three times per. 

week. The No details of the management of 

participants in the control groups were reported. 

 

A variety of outcome measures were reported, 

which were grouped into measures of gait speed, 

endurance, functional mobility, lower-extremity 

strength, balance and ADL. Cohen’s d effect size 

was calculated for each study and outcome 

measure, with effect size of 0.2 classified as 

small, 0.5 as medium and 0.8 as large. 

 

Gait speed 

Six studies, two RCTs, one non-randomised 

controlled study and three case series, assessed 

the effect of exercise on gait speed. The two 

RCTs and the non-randomised controlled study 

all used multi-component interventions (i.e. a 

combination of strength, endurance and 

flexibility training) with durations ranging from 3 

weeks to 12 months, and all found a moderate 

effect size (0.32 and 0.50) and/or significant 

improvement in gait speed. The case series 

assessed progressive resistance training over 6-

12 weeks and found no significant effects on gait 

speed. The pooled effect size, based on five 

studies for which effect size could be calculated, 

performed by 

one reviewer 

alone and it 

was not clear 

how many 

reviewers were 

involved with 

data 

extraction. 

 

The limitation 

to English, 

Dutch, French, 

or German 

studies also 

raises the 

possibility of 

language bias; 

some relevant 

studies may 

have been 

omitted. 

 

Cohen’s d 

effect sizes 

were pooled 

across studies 

(for each 

outcome 

measure) by 



was 0.29 (–0.11 to 0.50). 

 

Endurance 

Five studies, four RCTs and one case series, 

assessed the effect of exercise on endurance. All 

studies found that exercise had a positive effect 

on endurance. For multi-component 

interventions, the effect size appeared larger 

where the duration of intervention was longer, 

ranging from0.58 after 12 weeks to 3.79 after 1-4 

years. An RCT of a 16 week, solely walking 

intervention had the lowest effect size (0.31). 

The pooled effect size, for all five studies, was 

1.08 (0.31 to 3.79). 

 

Functional mobility 

Eight studies, six RCTs and two case series, 

assessed the effect of exercise on functional 

mobility. The six RCTs all assessed multi-

component interventions. The two RCTs for 

which an effect size could be calculated reported 

large and significant effect sizes (0.89 and 2.37). 

Of the remaining four RCTS, two found a 

significant improvement with exercise and two 

did not; the studies without significant 

improvement had higher quality scores. The two 

case series both assessed progressive resistance 

training over six weeks and found no significant 

effect on functional mobility. The pooled effect 

size, based on four studies for which effect size 

calculating a 

simple mean, 

weighted by 

sample size. 

Pooled 

estimates of 

effect size 

combined data 

from RCTs and 

uncontrolled 

studies and 

pooled studies 

which used 

quite different 

exercise 

interventions. 

The validity of 

the reported 

overall 

estimates of 

effect size is 

therefore 

questionable. 



could be calculated, was 0.28 (–0.25 to 2.37). 

 

Lower-extremity strength 

Seven studies, three RCTs and four case series, 

assessed the effect of exercise on lower-

extremity strength. All three RCTs used multi-

component interventions and two reported large 

effect sizes (3.14 and 1.20); the third RCT 

reported no effect (-0.02), however, this study 

reported the shortest time spent on intervention 

of any included RCT. Two case series assessed 

multi-component interventions (effect sizes 2.73 

for a 1-4 year intervention and 0.34 for an 8 

week intervention) and two assessed progressive 

resistance training (effect sizes 1.95 for a 12 

week intervention and 0.14 for a 6 week 

intervention); for both types of exercise 

intervention, longer duration interventions 

appeared more effective. The pooled effect size, 

for all seven studies, was 0.85 (–0.04 to 3.14). 

 

Balance 

Seven studies, five RCTs and two case series, 

assessed the effect of exercise on balance. All 

five RCTs assessed multi-component 

interventions and four found positive effects 

(effect sizes 0.25 to 3.59); studies with longer 

duration or higher frequency interventions 

reported larger effect sizes. One case series 

assessed a multi-component intervention and 



found a moderate effect size after 8 weeks and 

the other case series assessed progressive 

resistance training ad found a high (2.00) but 

non-significant effect size after 12 weeks. The 

pooled effect size, for all seven studies, was 1.76 

(–0.24 to 3.59). 

 

ADL 

Four studies, three RCTs and one non-

randomised controlled study, assessed the effect 

of exercise on ADL. All four studies used multi-

component interventions. Two RCTs found high 

effect sizes (1.32 and 5.78) and one RCT found a 

low effect size (0.22); the latter study had the 

highest quality score. The case series did not find 

a significant effect, however this study had a 

very6 short duration (3 weeks), with a total of 

270 minutes of exercise. The pooled effect size, 

for all four studies, was 0.68 (0.11 to 5.06). 

 

Where reported, study enrolment rates ranged 

from 35 to >85% and dropout rates ranged from 

8 to 27%. 

Littbrand et al. 

(2011) 

September 

2010 

Studies were included if they met the 

following criteria: 1. published in 

English or a Scandinavian language; 2. 

randomised controlled trial that 

included only people with a 

diagnosed dementia disorder; 3. the 

effect of physical exercise as a single 

10 This review assessed the effects of exercise on 

physical function, cognitive function and 

activities of daily living in people with dementia. 

This review included six of the ten RCTs included 

in the earlier review by Blankevoort et al. (see 

above) and included two additional studies ( not 

included in the Blankevoort review) which were 

This study 

followed 

standard 

systematic 

review 

methods 

throughout 



intervention was evaluated and was 

compared with usual care or a control 

activity; 4. the effect on physical 

functions (e.g. balance, mobility, or 

muscle strength), cognitive functions, 

or ADLs was evaluated; 5. the result 

of between-group analysis was 

reported.   

published in the date range of the Blankevoort 

review and which appeared to meet its inclusion 

criteria. The review included ten RCTs (n=622). 

The methodological quality of included studies 

was rated as low for six studies and moderate for 

the remaining four studies (PEDro scale). 

 

The review did not specify any inclusion criteria 

relating to the age of study participants, 

however, nine of the ten studies reported the 

mean age of participants and this ranged from 74 

to 87 years. For the same nine studies, the 

proportion of female participants ranged from 53 

to 84%. Eight studies were performed in 

residential care settings, one in independent 

housing and one in a hospital setting. Most 

studies were conducted in people with 

Alzheimer’s disease, one study also included 

people with other types of dementia and two did 

not report the diagnosis. Amongst participants 

assessed, across include studies, MMSE scores 

ranged from 0 to 30. 

 

All exercise interventions were supervised. Four 

studies evaluated combined exercise 

interventions performed individually and three 

studies assessed combined exercise interventions 

performed in groups. Three studies assessed 

walking exercise, one performed in pairs and two 

performed individually. The duration and 

and the 

qualitative 

approach to 

the synthesis 

of results was 

appropriate 

given the 

apparent 

heterogeneity 

of included 

studies.  

However, the 

restriction to 

studies 

published in 

English or 

Scandinavian 

languages 

raises the 

possibility of 

language 

and/or 

publication 

bias and may 

mean the 

relevant 

studies were 

omitted. 



frequency of exercise interventions varied widely 

(20-75 minutes per session, 2-7 times per week, 

over 2 weeks to 12 months). Comparison groups 

received routine medical care with or without a 

variety of social interventions. 

 

Outcome measures were classified as physical 

function, cognitive function, or ADL. The change 

in individual outcome measures (baseline to 

follow-up) was reported for intervention and 

comparison groups for each included study. 

 

Physical function 

Nine studies, three with moderate 

methodological quality and six with low 

methodological quality, assessed the effect of 

exercise on physical function. Two of the three 

moderate quality studies, one of individual 

walking and one of multi-component exercise in 

groups, reported some positive effects on 

physical function (mobility), one study of 

individual multi-component exercise, reported 

no effect on balance. All but one of the low 

quality studies reported positive effects on at 

least one aspect of physical function: two studies 

of individual and group multi-component 

exercise reported a positive effect on mobility 

and three studies reported no effect; one study 

of individual multi-component exercise reported 

a positive effect on hand function; two studies of 



group multi-component exercise reported a 

positive effect on muscle strength; two studies of 

individual and group multi-component exercise 

reported a positive effect on balance. 

 

Cognitive function 

Four studies, one with moderate methodological 

quality and three with low methodological 

quality, assessed the effect of exercise on 

cognitive function. The moderate quality study 

assessed an individual walking intervention and 

found no positive effects on any measure of 

cognitive function. Two low quality studies 

assessed individual multi-component exercise 

interventions; one found no effect on cognitive 

function (MMSE or Brief Cognitive Screening 

Battery) and the other found a positive effect on 

the Raped French Evaluation of Cognitive 

Function. One low quality study assessed a group 

multi-component exercise intervention and 

found no effect on the Changes in Advanced 

Dementia Scale. 

 

ADL 

Four studies, one with moderate methodological 

quality and three with low methodological 

quality, assessed the effect of exercise on various 

measures of ADL. The moderate quality study 

and one low quality study of group multi-

component exercise interventions found a 



positive effect on the Katz ADL index; the same 

low quality study also found a positive effect on 

the Barthel ADL index. The remaining two low 

quality studies, one of a walking intervention in 

pairs and one of a group multi-component 

exercise intervention found ne effect on ADL. 

 

Five studies reported attendance, which ranged 

from 33 to 99%. 

 

RCTs 

Author 

(year) 

Inclusion criteria Number of 

participants 

Summary of results Risk of bias 

Venturelli et 

al. (2011) 

Participants: Participants were 65 

years of age or older, dependent on 

assistance in two or more personal 

ADLs according to the Barthel index, 

had a Mini-Mental State 

Examination (MMSE) maximum 

score of between 5 and 15, absence 

of mobility limitations (minimum 

score of 23, according to the 

Performance Oriented Mobility 

Assessment (POMA) index), constant 

oxygen saturation during walking 

(SpO2 > 85%). According to the 

clinical dementia rating scale, all 

nursing home residents had to be in 

the later stages (CDR3-CDR4) of 

Alzheimer’s disease. 

N=24 

randomised 

(from initial 

35 eligible 

for 

inclusion) 

N=21 

included in 

the analyses 

(3 dropouts) 

The aim of this study was to determinate whether an 

institution-based walking program carried out together with 

family member caregivers could reduce the functional, 

cognitive, and physical decline of nursing home residents in 

the later stages of Alzheimer’s disease. 

 

The mean age of study participants was 83±6 in the walking 

group and 85±5 in the control group. There were no 

significant differences between the groups at baseline for 

age, height, weight, mobility, physical performance, duration 

of care home residence, participation in physiotherapy and 

organised activities, co-morbidities, or prevailing 

pharmacological treatments. 

 

Participants in the intervention group received a minimum of 

30 minutes of moderate exercise (walking), with their 

caregivers, 4 times a week. As positive psychological 

No details of the 

randomisation 

process, or of 

allocation 

concealment, 

were reported. 

 

The nature of the 

intervention 

precludes 

blinding of the 

study participants 

and caregivers 

and it was not 

clear whether 

outcomes were 

assessed bind to 



Intervention: Walking programme. 

Comparison: Routine care.  

Outcomes: Medical measures 

(diastolic and systolic blood 

pressures, and fasting glycemia), 

anthropometric measures (body 

mass, height, and weight), global 

cognitive functioning, gait/balance 

performance, physical functioning, 

activities of daily living (ADLs), 

walking performance.  

reinforcement for the exercise, at the end of the 30-minute 

session, cookies were offered to the nursing home resident 

and caregiver. 

 

The control group participated in the daily organised 

activities (e.g. bingo, patchwork sewing, and music therapy). 

 

The duration of the study was 24 weeks. 

 

Six minute walk test 

The mean distance covered during the six minute walk test 

increased significantly, from baseline (245±31) to follow-up 

(294±49), in the walking group and decreased significantly, 

from baseline (238±37) to follow-up (168±34), in the control 

group. There was a significant difference between the two 

groups at follow-up. 

 

Cognitive function (MMSE score) 

There was no significant change in mean MMSE score, from 

baseline to follow-up, in the walking group. Mean MMSE 

score decreased significantly, from baseline (12±2) to follow-

up (6±2), in the control group. Therefore, mean MMSE was 

significantly higher in the exercise than in the control group 

at follow-up. 

 

ADL (Barthel index) 

The mean Barthel index score did not change significantly, 

from baseline to follow-up, in the control group. Mean 

Barthel index score increased significantly, from baseline 

(34±4) to follow-up (42±4), in the walking group. Therefore, 

the intervention. 

 

Three patients 

who did not 

complete the 

study were 

excluded from 

the analyses. 



mean Barthel index score was significantly higher in the 

exercise than in the control group at follow-up. 

 

The walking group had a 93.4%±3.2% presence at the 96 

scheduled training sessions (90±2 training days). One 

participant in the walking group left the study after 6 weeks 

due to a serious medical condition (stroke) and two people in 

the control group also left the program because of serious 

health problems (heart failure and stroke). 

Vreugdenhil 

et al. (2012) 

Participants: Patients had a 

diagnoses of Alzheimer’s disease 

and were community dwelling and 

either living with an informal carer 

(family or friend) or had a carer who 

could visit on a daily basis. 

Exclusion criteria were any physical 

condition that could preclude full 

participation (e.g. uncontrolled 

systemic illness or severe physical 

disability), evidence of any 

neurodegenerative disorders other 

than Alzheimer’s disease, 

commenced dementia medications 

in the last 3 months, or already 

participating in resistance training or 

aerobic exercise more than once a 

week. 

Intervention: Exercise programme. 

Comparison: Treatment as usual  

Outcomes: Primary outcome 

N=40 

randomised 

(from a 

total of 64 

invited to 

participate) 

The aim of this study was to assess the effectiveness of a 

community-based home exercise programme in improving 

cognitive and physical function and independence in 

activities of daily living (ADL) in people with Alzheimer’s 

disease. 

 

The mean age of study participants was 74.1 years (range 51– 

89 years) and the mean MMSE score was 22.0 (range 10–28). 

Twenty-five (63%) were taking cholinesterase inhibitor 

medication for Alzheimer’s disease. The mean carer burden 

score was 26.5 (range 0–52), indicating mild to moderate 

burden. There were no significant differences between the 

treatment and control groups at baseline, with respect to 

age, years of education, MMSE score, hours walked per 

week, body mass index or carer burden. 

 

Participants in the exercise group participated in a four 

month home exercise programme in addition to their usual 

treatment. The exercise programme involved daily home-

based exercise, incorporating ten simple exercises, each with 

three progressively challenging levels, focusing on upper and 

No details of the 

randomisation 

process, or of 

allocation 

concealment, 

were reported. 

 

The nature of the 

intervention 

precludes 

blinding of the 

study participants 

and caregivers, 

however, 

outcomes were 

assessed bind to 

the intervention. 

 

There appeared 

to have been no 

dropouts from 



measures included assessments of 

cognition, physical function 

(balance, mobility and lower-body 

strength) and independence in 

activities of daily living (ADL). 

Secondary outcome measures 

included depression, body mass 

index, waist-to-hip ratio and carer 

burden. 

lower body strength and balance training in addition to at 

least 30 minutes of brisk walking. 

 

The control group received their usual treatment only. 

 

Physical function 

Physical function was  improved for the group who exercised, 

compared with controls: balance (Functional Reach increased 

by 4.2 cm, p=0.032); improved mobility (2.9 seconds faster 

on Timed Up and Go, p = 0.004); and increased lower body 

strength (2.7 additional sit-to-stands in 10 seconds, p<0.001). 

 

Cognitive function 

The exercise group had increased MMSE scores (+2.6 points 

(p=0.001)) and decreased ADAS-Cog scores (-7.1 (p=0.001)), 

compared with controls.  

 

ADL 

The exercise group had an increase of 2.6 points on the 

Barthel Index of ADL (p = 0.047) and an increase of 1.6 points 

on Instrumental ADL (p = 0.007), compared with controls. 

 

At four month follow-up, patients who exercised had median 

Clinician’s Interview-Based Impression of Change plus 

Caregiver Input (CIBIC-Plus) global ratings of ‘minimally 

improved’ compared with ‘minimally worse’ for the control 

group (p<0.001).  

 

There were no significant difference, at follow-up , between 

the exercise and control groups, in depression symptoms 

the study and all 

specified 

outcome 

measures were 

reported. 

 



(geriatric depression scale), or caregiver burden (Zanit carer 

burden). 

 

Risk of Bias: SRs 

 

Author (year) Risk of Bias 

Inclusion criteria Searches Review Process Quality 

assessment 

Synthesis 

Blankevoort et al. 

(2010)    
 

 

Littbrand et al. 

(2011)    
 

 

 

RCTs 
Study RISK OF BIAS 

Random 

allocation 

Allocation 

concealment 

Blinding of 

participants and 

personnel 

Blinding of 

outcome 

assessment 

Incomplete 

outcome data 

Selective 

Reporting 

Venturelli (2011)   ?   ?    ?   

Vreugdenhil et al. 

(2012)   ? 
  ?  

   

 

Low Risk High Risk ?   Unclear Risk  

 

Search Details 

Source Search Strategy Number of hits Relevant evidence identified 

SRs and Guidelines  

NICE (dementia OR Alzheimer*) AND (exercise OR 

(physical adj4 activit*) OR physio* OR (physical  adj4 

therap*)) 

66 1 



DARE 1 MeSH DESCRIPTOR Alzheimer Disease EXPLODE 

ALL TREES 215 Delete  

2 MeSH DESCRIPTOR Delirium, Dementia, Amnestic, 

Cognitive Disorders EXPLODE ALL TREES 515 Delete  

3 MeSH DESCRIPTOR Dementia EXPLODE ALL TREES 

380 Delete  

4 MeSH DESCRIPTOR Dementia, Multi-Infarct 

EXPLODE ALL TREES 0 Delete  

5 MeSH DESCRIPTOR Dementia, Vascular EXPLODE 

ALL TREES 14 Delete  

6 MeSH DESCRIPTOR Lewy Body Disease EXPLODE 

ALL TREES 1 Delete  

7 (dement* ) IN DARE  388 Delete  

8 (alzheimer*) IN DARE  250 Delete  

9 ((lewy* AND body*)) IN DARE  4 Delete  

10 (deliri*) IN DARE  61 Delete  

11 (((cognit* or memory* or mental*) and (declin* 

or impair* or los* or deteriorat*))) IN DARE  647 

Delete  

12 ((physiotherap* OR (Physical adj1 therap*) OR 

exercis* OR rehabilitat*)) IN DARE  2870 Delete  

13 (Physical adj1 activity) IN DARE  468 Delete  

14 MeSH DESCRIPTOR Physical Therapy Modalities 

EXPLODE ALL TREES 1519 Delete  

15 MeSH DESCRIPTOR Physical Therapy Department, 

Hospital EXPLODE ALL TREES 3 Delete  

16 MeSH DESCRIPTOR Physical Therapy (Specialty) 

EXPLODE ALL TREES 23 Delete  

17 MeSH DESCRIPTOR Physical Fitness EXPLODE ALL 

TREES 119 Delete  
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18 MeSH DESCRIPTOR Physical Exertion EXPLODE 

ALL TREES 13 Delete  

19 MeSH DESCRIPTOR Motor Activity EXPLODE ALL 

TREES 209 Delete  

20 MeSH DESCRIPTOR Exercise EXPLODE ALL TREES 

519 Delete  

21 MeSH DESCRIPTOR Exercise EXPLODE ALL TREES 

519 Delete  

22 MeSH DESCRIPTOR Exercise Movement 

Techniques EXPLODE ALL TREES 110 Delete  

23 MeSH DESCRIPTOR Exercise Therapy EXPLODE 

ALL TREES 584 Delete  

24 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 

OR #9 OR #10 OR #11 1219 Delete  

25 #12 OR #13 OR #14 OR #15 OR #16 OR #17 OR 

#18 OR #19 OR #20 OR #21 OR #22 OR 23 3882  

26 #24 AND #25 231  

 

CDSR #1 MeSH descriptor Dementia explode all trees 3207 

edit delete  

#2 MeSH descriptor Exercise explode all trees 11351 

edit delete  

#3 "physical activity" 5422 edit delete  

#4 "physical exercise" 1282 edit delete  

#5 (#2 OR #4 OR #4) 12173 edit delete  

#6 (#1 AND #5) 52 edit delete  

#7 physiotherapy 4470 edit delete  

#8 MeSH descriptor Physical Therapy Modalities 

explode all trees 12453 edit delete  

#9 (#5 OR #7 OR #8) 25130 edit delete  
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#10 (#1 AND #9) 117 edit delete 

CDSR only 6 

Primary Studies  

CENTRAL  #1 MeSH descriptor Dementia explode all trees 3208 

edit delete  

#2 MeSH descriptor Exercise explode all trees 11357 

edit delete  

#3 MeSH descriptor Physical Therapy Modalities 

explode all trees 12459 edit delete  

#4 dementia 8759 edit delete  

#5 "physical activities" or "physical activity" 5622 

edit delete  

#6 MeSH descriptor Motor Activity explode tree 2 

13047 edit delete  

#7 "physical exercise" 1282 edit delete  

#8 MeSH descriptor Exercise Therapy explode all 

trees 5301 edit delete  

#9 physiotherapy 4469 edit delete  

#10 (#1 OR #4) 9444 edit delete  

#11 (#2 OR #3 OR #5 OR #6 OR #7 OR #8 OR #9) 

29078 edit delete  

#12 (#10 AND #11) 519 edit delete  

#13 (#12), from 2010 to 2012 149 edit delete  

Central only 50 

50 2 

MEDLINE 1. MEDLINE; exp DEMENTIA/; 104624 results.  

2. MEDLINE; dementia.ti,ab; 55861 results.  

3. MEDLINE; 1 OR 2; 120821 results.  

4. MEDLINE; exp EXERCISE/; 94024 results.  

5. MEDLINE; EXERCISE THERAPY/; 22408 results.  

6. MEDLINE; MOTOR ACTIVITY/; 67064 results.  
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7. MEDLINE; "physical activit*".ti,ab; 45174 results.  

8. MEDLINE; PHYSICAL THERAPY MODALITIES/; 

25754 results.  

9. MEDLINE; physiotherapy.ti,ab; 9634 results.  

10. MEDLINE; 4 OR 5 OR 6 OR 7 OR 8 OR 9; 226346 

results.  

11. MEDLINE; 3 AND 10; 1737 results.  

12. MEDLINE; "randomized controlled trial".pt; 

327424 results.  

13. MEDLINE; "controlled clinical trial".pt; 84102 

results.  

14. MEDLINE; randomized.ab; 242697 results.  

15. MEDLINE; placebo.ab; 135952 results.  

16. MEDLINE; "drug therapy".fs; 1530686 results.  

17. MEDLINE; randomly.ab; 178278 results.  

18. MEDLINE; trial.ab; 251477 results.  

19. MEDLINE; groups.ab; 1164070 results.  

20. MEDLINE; 12 OR 13 OR 14 OR 15 OR 16 OR 17 

OR 18 OR 19; 2931499 results.  

21. MEDLINE; 11 AND 20; 565 results.  

22. MEDLINE; 21 [Limit to: Publication Year 2010-

Current]; 139 results. 

EMBASE 10. EMBASE; dementia.ti,ab; 73248 results.  

11. EMBASE; "physical activit*".ti,ab; 56013 results.  

12. EMBASE; physiotherapy.ti,ab; 14143 results.  

13. EMBASE; exp DEMENTIA/; 189509 results.  

14. EMBASE; 10 OR 13; 199897 results.  

15. EMBASE; exp EXERCISE/; 171174 results.  

16. EMBASE; exercise.ti,ab; 183975 results.  

17. EMBASE; exp PHYSICAL ACTIVITY/; 182121 
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results.  

18. EMBASE; PHYSIOTHERAPY/; 44269 results.  

19. EMBASE; 11 OR 12 OR 15 OR 16 OR 17 OR 18; 

452542 results.  

20. EMBASE; random*.ti,ab; 722075 results.  

21. EMBASE; factorial*.ti,ab; 18697 results.  

22. EMBASE; (crossover* OR cross-over*).ti,ab; 

60681 results.  

23. EMBASE; placebo*.ti,ab; 173565 results.  

24. EMBASE; (doubl* ADJ blind*).ti,ab; 127119 

results.  

25. EMBASE; (singl* ADJ blind*).ti,ab; 12088 results.  

26. EMBASE; assign*.ti,ab; 201557 results.  

27. EMBASE; allocat*.ti,ab; 67476 results.  

28. EMBASE; volunteer*.ti,ab; 155036 results.  

29. EMBASE; CROSSOVER PROCEDURE/; 33755 

results.  

30. EMBASE; DOUBLE BLIND PROCEDURE/; 108636 

results.  

31. EMBASE; RANDOMIZED CONTROLLED TRIAL/; 

321249 results.  

32. EMBASE; SINGLE BLIND PROCEDURE/; 15834 

results.  

33. EMBASE; 20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 

26 OR 27 OR 28 OR 29 OR 30 OR 31 OR 32; 1192569 

results.  

34. EMBASE; 14 AND 19 AND 33; 536 results.  

35. EMBASE; 34 [Limit to: Publication Year 2010-

Current]; 192 results. 

PsychINFO 1. PsycINFO; exp DEMENTIA/; 44334 results.  47  



2. PsycINFO; dementia.ti,ab; 36593 results.  

3. PsycINFO; 1 OR 2; 53435 results.  

4. PsycINFO; exp PHYSICAL ACTIVITY/; 18560 results.  

5. PsycINFO; exp EXERCISE/; 14032 results.  

6. PsycINFO; PHYSICAL THERAPY/; 1429 results.  

7. PsycINFO; physiotherapy.ti,ab; 967 results.  

8. PsycINFO; exercise.ti,ab; 27363 results.  

9. PsycINFO; "physical activit*".ti,ab; 13693 results.  

10. PsycINFO; 4 OR 5 OR 6 OR 7 OR 8 OR 9; 42284 

results.  

11. PsycINFO; 3 AND 10; 574 results.  

12. PsycINFO; CLINICAL TRIALS/; 6016 results.  

13. PsycINFO; random*.ti,ab; 108705 results.  

14. PsycINFO; groups.ti,ab; 323451 results.  

15. PsycINFO; (double adj3 blind).ti,ab; 15942 

results.  

16. PsycINFO; (single adj3 blind).ti,ab; 1183 results.  

17. PsycINFO; EXPERIMENTAL DESIGN/; 8214 results.  

18. PsycINFO; controlled.ti,ab; 67972 results.  

19. PsycINFO; (clinical adj3 study).ti,ab; 6773 results.  

20. PsycINFO; trial.ti,ab; 57237 results.  

21. PsycINFO; "treatment outcome clinical trial".md; 

21794 results.  

22. PsycINFO; 12 OR 13 OR 14 OR 15 OR 16 OR 17 

OR 18 OR 19 OR 20 OR 21; 496360 results.  

23. PsycINFO; 11 AND 22; 185 results.  

24. PsycINFO; 23 [Limit to: Publication Year 2010-

Current]; 47 results. 

CINAHL 17. CINAHL; dementia.ti,ab; 16535 results.  

18. CINAHL; "physical activit*".ti,ab; 15420 results.  
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19. CINAHL; physiotherapy.ti,ab; 6280 results.  

20. CINAHL; exercise.ti,ab; 36928 results.  

22. CINAHL; PHYSICAL ACTIVITY/; 13771 results.  

23. CINAHL; exp PHYSICAL THERAPY/; 58787 results.  

24. CINAHL; exp EXERCISE/; 44191 results.  

25. CINAHL; exp DEMENTIA/; 29054 results.  

26. CINAHL; 17 OR 25; 31770 results.  

27. CINAHL; 18 OR 19 OR 20 OR 22 OR 23 OR 24; 

121661 results.  

28. CINAHL; 26 AND 27; 1159 results.  

30. CINAHL; RANDOMIZED CONTROLLED TRIALS/ OR 

CLINICAL TRIALS/ [Limit to: (Publication Type Clinical 

Trial or Review)]; 40560 results.  

31. CINAHL; 28 AND 30 [Limit to: (Publication Type 

Clinical Trial or Review)]; 37 results.  

32. CINAHL; 31 [Limit to: Publication Year 2010-2012 

and (Publication Type Clinical Trial or Review)]; 7 

results. 

Summary NA NA  
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