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STUDY PROTOCOL Open Access

Implementation of an evidence-based
intervention to improve the wellbeing
of people with dementia and their carers:
study protocol for ‘Care of People with
dementia in their Environments (COPE)’
in the Australian context
Lindy Clemson1* , Kate Laver2, Yun-Hee Jeon1, Tracy A Comans3, Justin Scanlan1, Miia Rahja2, Jennifer Culph1,
Lee-Fay Low1, Sally Day1, Monica Cations2, Maria Crotty2, Susan Kurrle1, Catherine Piersol4 and Laura N. Gitlin5

Abstract

Background: There are effective non-pharmacological treatment programs that reduce functional disability and
changed behaviours in people with dementia. However, these programs (such as the Care of People with dementia
in their Environments (COPE) program) are not widely available. The primary aim of this study is to determine the
strategies and processes that enable the COPE program to be implemented into existing dementia care services in
Australia.

Methods: This study uses a mixed methods approach to test an implementation strategy. The COPE intervention (up
to ten consultations with an occupational therapist and up to two consultations with a nurse) will be implemented
using a number of strategies including planning (such as developing and building relationships with dementia care
community service providers), educating (training nurses and occupational therapists in how to apply the intervention),
restructuring (organisations establishing referral systems; therapist commitment to provide COPE to five clients
following training) and quality management (coaching, support, reminders and fidelity checks). Qualitative and
quantitative data will contribute to understanding how COPE is adopted and implemented. Feasibility, fidelity,
acceptability, uptake and service delivery contexts will be explored and a cost/benefit evaluation conducted. Client
outcomes of activity engagement and caregiver wellbeing will be assessed in a pragmatic pre-post evaluation.

Discussion: While interventions that promote independence and wellbeing are effective and highly valued by people
with dementia and their carers, access to such programs is limited. Barriers to translation that have been previously
identified are addressed in this study, including limited training opportunities and a lack of confidence in clinicians
working with complex symptoms of dementia. A strength of the study is that it involves implementation within
different types of existing services, such as government and private providers, so the study will provide useful guidance
for further future rollout.

Trial registration: 16 February 2017; ACTRN12617000238370.

Keywords: Dementia, Implementation science, Caregiver, Nonpharmacological interventions, Functional decline,
Occupational therapy, Nursing
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Background
Functional decline is one of the core features of demen-
tia [1, 2]. As the symptoms of dementia worsen, the per-
son becomes increasingly dependent on others for
assistance with activities of daily living. Decline in cogni-
tive and physical function is associated with reduced
quality of life in the person with dementia, considerable
impact on carers, increased use of health and social care
resources and often culminates in the need to move to
residential care [3–5].
There is now evidence from multiple randomised

controlled trials that functional decline can be delayed in
people with dementia [6–11]. Moreover, non-
pharmacological interventions that work with both the
person with dementia and their carers (dyadic interven-
tions) and include strategies to promote independence
and manage symptoms are more effective than pharmaco-
logical agents [12] and do not have the associated side ef-
fects [13]. Dyadic interventions are associated with a range
of other benefits including: reduced carer burden, anxiety
and depression, improved carer knowledge, and delayed
time to institutionalisation [14–16]. While the ingredients
of interventions vary, research suggests that interventions
that are tailored and involve multiple components (e.g.
carer education plus skills training plus engaging the per-
son with dementia in activities) are most effective [14].
Despite evidence in favour of dyadic interventions and

public support for such programs [17], access is limited
[18]. Most of the programs found to be effective in re-
search trials have been tested outside of existing care sys-
tems therefore the feasibility of providing the programs in
routine service delivery is unclear [15]. Implementation is
the use of strategies to adopt and integrate evidence-based
health interventions and change practice patterns within
specific settings [19]. The need for improved translation
of research into practice has been recognised by the
World Health Organization who have called for imple-
mentation of evidence based interventions that enhance
function and capability in people with dementia in their
global action plan [20]. The plan also calls for more re-
search to provide information about how to translate evi-
dence based programs into action [20].
There are currently few examples of the implementa-

tion of evidence based interventions for community
dwelling people with dementia and their carers into real-
world settings [15, 21] and none of these have taken
place in Australia. Of those that do exist, a modified ver-
sion of the original evidence based treatment has been
applied suggesting that some adaptations are required to
enhance feasibility in translation [22, 23]. One such pro-
gram, the Community Occupational Therapy in Demen-
tia (COTiD) project in the Netherlands, involved looking
at barriers and facilitators to delivering the intervention
as perceived by occupational therapists who had

received training in the intervention [24]. COTiD in-
volves ten consultations with an occupational therapist
delivered over a shorter time frame (five weeks) and
tends to focus mostly on activities of daily living. Focus
groups revealed that therapists did not feel competent in
implementing the program, had difficulty providing the
amount of treatment recommended in the intervention
guideline and struggled with the structured nature of the
intervention including the amount of documentation as-
sociated. Yet, they valued the resources provided within
the program, were positive about the evidence support-
ing the program and benefited from support from their
colleagues. Physicians and managers who were involved
in the study reported a lack of awareness about the
COTiD intervention and referral mechanisms to occupa-
tional therapists were not clear or easy to complete. An
additional implementation project involving the COTiD
intervention, which aimed to address these barriers and
facilitators, involved training days, outreach visits, re-
gional meetings and a web based discussion platform.
The effectiveness of the implementation strategy was
tested in a cluster randomised trial and process evalu-
ation. Results of the study revealed that the referrals to
the COTiD program could be increased but adherence
to the intervention was not enhanced following the im-
plementation strategies [23, 25].
A second program of implementation conducted in the

United States involved implementation of the Environmen-
tal Skill-Building Program (ESP; renamed as Skills2Care

R)
within a homecare practice [22]. The implementation
involved site preparation, training, establishing referral
mechanisms and evaluation. A total of 22 therapists were
trained to provide the intervention and provided an
average of 4.7 sessions; the implementation was considered
moderately successful. Fidelity to the intervention was
variable and fidelity checks were difficult to conduct within
the homecare organisations.
This study examines implementation of the ‘Care of

People with dementia in their Environments’ (COPE)
program in the Australian context [26]. COPE is a non-
pharmacological intervention designed to reduce func-
tional disability in people with dementia. The program
comprises occupational therapy and nursing input
(involving 8-10 consultations with an occupational ther-
apist and two consultations with a nurse) delivered over
four months. Core elements of the program include: fo-
cusing on the capabilities of the person with dementia,
prevention and management of changed behaviours and
carer support and education. Strategies applied by the
therapist and nurse include carer education and strat-
egies to modify communication, tasks and the environ-
ment. A large randomised trial (n = 237) conducted in
the United States found that the program was effective
in reducing dependency and increasing engagement of
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the person with dementia and improving carer wellbeing
[26]. At four months carers reported significantly higher
levels of wellbeing. At nine months carers in the inter-
vention group reported a “great deal” of improvement in
their lives overall, confidence managing changed behav-
iours and improved ability to keep living at home.
The main research questions for this project are:

(1) How is COPE adopted, implemented and made
sustainable within different community health
contexts in Australia?

(2) What are the costs associated with delivery of
COPE and are there changes in resource utilisation
of people with dementia before and after
intervention, and

We will also conduct a pragmatic pre-post evaluation
to investigate:
When implemented into existing services, does COPE

have the same size of effect for activity engagement out-
comes for the person with dementia and wellbeing out-
comes for the carer as when tested in the randomised
controlled trial?

Methods
Design
This implementation research project employs a mixed
methods research design [27] to evaluate the process of
implementation of the COPE project. According to Cur-
ran’s classification of effectiveness-implementation hy-
brid trials, the trial utilises a Type 3 design via testing an
implementation strategy and collecting information on
the clinical intervention and outcomes [28]. The study
seeks to understand what, why and how the COPE inter-
vention will work in the Australian setting within exist-
ing programs and resources. The mixed methods design
[27] includes collection of qualitative and quantitative
data from both health professionals employed by the
partner organisations and the people receiving the pro-
gram (people with dementia and their carers).
An overview of the implementation model used within

the project is presented in Fig. 1. The intervention strat-
egy is the COPE program, an evidence based dyadic
intervention, which has been described briefly above as
well as in the original paper published by Gitlin and col-
leagues [26]. The implementation strategy involves a
number of components including the development of re-
lationships with existing organisations/service providers
who provide services for people with dementia. These
organisations include government services, not-for-profit
aged care services, and private services; this will allow us
to explore the settings in which implementation is most
likely to work and will assist with sustainability and
scaling up where implementation is successful.

Implementation strategies were formed based on known
relevant barriers and enablers which are described in
Table 1 and possible solutions to these barriers designed
by Michie and colleagues and as described in the behav-
iour change wheel [29].
As portrayed in Fig. 1, our primary outcome is related

to implementation but we will also measure outcomes at
the level of the service and the client.

Study setting and context
Most aged care services in Australia are funded by the
state or federal government and are delivered either via
a state government health service or a non-government
organisation [30]. There are also services offered by
private practitioners. Care may be provided for a short
period or on an ongoing basis. Short term services in-
clude restorative care (early intervention to optimise
function and independence) and transition programs
(post hospital or illness) which are goal-oriented,
time-limited and therapy focussed. Ongoing home care
packages are to maintain independent living for as long
as possible in one’s own home, subsidising a package of
care, services and case management depending on need.
People with dementia and their carers are also able to
access helplines and advisory services which provide
education about dementia and advice regarding
managing changed behaviours ([31].
In summary, care of community-dwelling people with

dementia in Australia is currently fragmented and ser-
vices are provided in a number of different settings by a
range of different health professionals [32]. While there
are existing services that provide intervention and care
for people with dementia and their carers in the com-
munity, care approaches tend to focus on assessment
and case management and there are a lack of programs
which offer evidence based non-pharmacological treat-
ments to optimise independence and manage the symp-
toms of dementia [32, 33]. The study is based in two
states of Australia: New South Wales (NSW) and South
Australia (SA) providing an additional geographical per-
spective. We aim to recruit a mix of government ser-
vices, non-government organisations and private
practitioners within both of these states.

Participants
Participating organisations
The research team will establish agreements with 10-20
different organisations or individual service providers
where there is a fit between the project and the organ-
isation/provider and this is supported by managerial
staff. All organisations will provide services for commu-
nity dwelling people with dementia and will employ oc-
cupational therapists. All organisations will either
employ nurses or be able to link with community
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nursing services to provide the nursing component of the
intervention. As stated, we will deliberately seek to estab-
lish agreements with a mix of government and non-
government organisations as well as private occupational
therapy services in order to examine adoption in different
contexts. Each participating organisation will be asked to
nominate a team who will be key players in the implemen-
tation of COPE comprising someone in a management
position, an occupational therapist and a nurse.

Participating occupational therapists and nurses
Occupational therapists and nurses who work at the par-
ticipating organisations will be nominated to be involved
in the study by their participating organisation. These
staff will have an existing caseload which includes people
with dementia. Participating occupational therapists and
nurses will attend training in the intervention and will

be asked to consent five dyads (people with dementia
and their carer) to participate in the research project.
They will deliver the intervention with these five dyads
and provide data on these clients for the purposes of the
project. Therapists will be provided with certification
after attendance at training and upon completion of the
program with three dyads. Occupational therapists and
nurses will be supported through mentoring and coach-
ing sessions. We will recruit at least 30 therapists which
provides considerable allowance for dropout and other
circumstances which may prevent therapists from pro-
viding the COPE program to five dyads.

Participating people with dementia and their carers (dyads)
The 103 dyads involved in this study will be clients of
the participating organisations and more specifically, cli-
ents of the participating occupational therapists and

Fig. 1 Implementation model used within the project. This figure depicts an overview of the project using the reporting format recommended
by Proctor et al. [47]

Table 1 Barriers and enablers and possible solutions proposed within the behaviour change wheel [29]

Behaviour Change
Wheel components

Barriers and enablers Possible solutions

Capability Health professionals have reported limited knowledge regarding best practice
dementia care [33].
Working with people with dementia and carers can be complex and requires
high level cognitive and interpersonal skills [23].
Therapists tend to provide care-based established patterns and changing therapist behviour is difficult [49].

Education, Training,
Enablement

Opportunity Evidence supports programs delivered over a number of consultations which can be difficult
to achieve in the Australian settings [50].
Occupational therapists often receive referrals for home and safety assessments rather than
management of the symptoms of dementia

Environmental
restructuring, Enablement

Motivation Therapists report reduced confidence in intervention so may lack confidence that they can
make a difference [33].
Therapists tend to work autonomously so they receive little positive reinforcement about
their work from within their organisation or from their peers.

Educate, Persuasion,
Enablement
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nurses. These participants will be identified as having
the potential to benefit from the COPE intervention by
the participating occupational therapists. Strict inclusion
criteria will not be applied but therapists will be made
aware of the target client group for whom the intervention
was designed: People with a diagnosis of dementia (or
probable dementia) or a Mini Mental State Examination
score of less than 24 who need help with daily activities
and/or have changed behaviours. The participants will live
with or nearby someone who takes on a ‘carer’ role and
the carer must report some difficulty in managing symp-
toms. The client’s own therapist will seek their consent to
participate in the research study. Whether or not they
consent to participate will not impact on the person’s abil-
ity to access the COPE program or occupational therapy
intervention as part of their usual treatment. Participants
deemed to be unable to consent will still be included in
discussion about the study and verbal assent will be
obtained as well as proxy consent.
A diagram of the relationship between the participat-

ing organisations, participating occupational therapists
and nurses and participating people with dementia and
their carers is presented in Fig. 2.

Implementation strategies
We will draw on a number of implementation strategies
including planning, education, restructuring, and quality
management (presented in Fig. 3). Implementation strat-
egies used within the project are guided by barriers and
enablers and proposed solutions suggested using the be-
haviour change wheel.

Plan
This phase involves establishing relationships with partici-
pating organisations and exploration of preparation for
change within these organisations. This process will involve
sharing of information in order to understand the scope
and work of COPE and how this may fit with the imple-
mentation of COPE within their organisation and the role

of the research team. Discussions with managers and po-
tential interventionists will enable identification of com-
mon work, values and goals. This is an iterative process
and the ongoing relationship will influence identifica-
tion of other support strategies to be shared and
enacted by the researcher/organisation partnership.
Planning for sustainability will be encouraged from the
beginning through collection of data to contribute to a
business case, formalizing partnerships (with enough
partners involved to sustain changes if some withdraw),
creation of master trainers and tools and materials for
ongoing planning as well as wide promotion of the pro-
gram for a diverse group of audiences which will raise
awareness of the program.

Educate
We will work closely with the primary developers of the
COPE program (including author’s LNG & CP), establish-
ing the mutable and immutable aspects of the program.
Training and manuals originally designed for use in re-
search trials in the United States will be refined for the
Australian context to ensure cultural appropriateness. A
member of the research team will pilot the modified pro-
gram with five dyads to ensure applicability to the Austra-
lian context and seek informal feedback regarding the
utility and content of the program.
Participating occupational therapists and nurses will at-

tend training to understand the theory and application of
the intervention. Clinicians will be provided with the
intervention manual, documentation and associated re-
sources and taught ‘what to do’ and ‘how to do it’. They
will be taught the program structure and content as de-
signed by the original developers of the program (with
modifications for the Australian context). Training in de-
livering the intervention will be provided over two days
for occupational therapists and approximately two hours
for nursing staff. Training methods have been deliberately
designed to build self-efficacy in clinicians by: (a) facilitat-
ing mastery through experience (role play), (b) hearing

Fig. 2 Study participants
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descriptions of scenarios in which the program has been
delivered and had good results (modelling), (c) hearing de-
scriptions of the supporting evidence and ability for thera-
pists and nurses to make a difference to facilitate belief in
the intervention and (d) positive feedback and validation.
Clinicians will be informed that the training enables them
to deliver the intervention as developed by the team in the
US but that in practice, they may need to make some
amendments so that the intervention fits within their
existing role and resources (for example where they are
unable to provide services over four months). We will
work with our participating organisations to promote the
implementation work within the media, professional orga-
nisations and local newsletters or newspapers. The goal of
this promotional work is to inform and influence stake-
holders (both those who are already participating and
other related organisations).
Barriers and enablers to implementation which are

identified by the participating health professionals dur-
ing the implementation phase will be noted and ad-
dressed. For example, if clinicians identify that they have
trouble explaining the intervention to their colleagues or
clients we can provide educational leaflets and strategies
to assist with this.

Restructure
Participation in the implementation project involves
therapists and nurses delivering the program to five or
more dyads. This ensures that the therapist completes
the training with the expectation that changes to prac-
tice will occur. Furthermore, the expectation that the oc-
cupational therapist and nurse will work together to
deliver the program may provide the opportunity to cre-
ate new working relationships in some organisations.

Quality management
Following the training, clinicians will receive support
through regular, small group coaching calls (with their
peers and a member of the research team) and direct
mentoring or supervision if sought. The coaching calls
provide the opportunity to share case scenarios and
learn from the trainers and their peers. For the
12 months following training we will also provide sup-
port in the form of encouragement, reminders and
newsletters. If needed, we will visit the site and meet
with staff responsible for implementation as well as
other people within the organisation who can provide
support for implementation, such as managerial staff.

Fig. 3 Description of implementation strategies used presented using the framework devised by Powell et al. [48]
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