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Abstract
Background. Despite local training opportunities for Cognitive Stimulation Therapy (CST) for occupational therapists,

there has been limited evaluation of the feasibility of implementation in Canada. Purpose. This study explored the feasibility

of CST delivery by an occupational therapist in an Ontario health care setting and the impact it may have on self-efficacy and

hope measures of individuals with dementia. Methods. A mixed-methods experimental pre/post design was used. Survey

measures included hope, self-efficacy, feasibility, satisfaction, and individual session evaluation. Semistructured focus groups

were held for participants and facilitators. Findings. Quantitative findings are summarized descriptively for the 10 partic-

ipants. Qualitative findings were grouped into themes: social connectedness, knowledge gained and shared, tailored imple-

mentation adjustments, and need for long-term programing. Implications. Occupational therapists are well-positioned to

implement CSTand should be a part of further research to test the intervention rigorously for applicability within a range of

Canadian health care settings.

Abrégé
Description. Malgré l’existence d’occasions de formation en thérapie de stimulation cognitive (TSC) à l’échelle locale pour

les ergothérapeutes, la faisabilité de la mise en place de telles thérapies au Canada a fait l’objet d’évaluations limitées. But.
La présente étude explore la possibilité d’offrir des services de TSC par l’entremise d’un ergothérapeute dans un contexte

médical en Ontario, et les conséquences potentielles sur le sentiment d’autoefficacité et d’espoir des personnes atteintes de
démence. Méthodologie. Une approche méthodologique mixte expérimentale de type pré-post a été utilisée. Les

éléments mesurés comprenaient l’espoir, l’autoefficacité, la faisabilité, la satisfaction et l’évaluation des séances. Des groupes

de discussion semistructurés ont été formés avec les participants et les animateurs. Résultats. Les résultats quantitatifs

sont résumés de manière descriptive pour les 10 participants. Les résultats qualitatifs ont été regroupés en thèmes: lien

social, connaissances acquises et transmises, ajustements sur mesure et programmation à long terme. Conséquences.
Les ergothérapeutes sont en bonne position pour mettre en place des TSC et devraient participer à des recherches

supplémentaires pour tester l’intervention de manière rigoureuse en vue d’une application dans une diversité de contextes

de soins de santé au Canada.
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Introduction

Cognitive stimulation therapy (CST) is an evidence-
based psychosocial intervention for individuals with
mild to moderate dementia that has shown to

improve and maintain cognitive health irrespective of an indi-
vidual receiving drug therapies for dementia (Spector et al.,
2003). Despite there being limited high-quality research on
CST’s effectiveness in improving everyday functioning, well-
being, and quality of life, further exploration is warranted
(Woods et al., 2012). Trained individuals with knowledge and
experience supporting individuals with dementia can imple-
ment CST. However, occupational therapists are particularly
well suited for this role, due to their clinical skill set in provid-
ing functionally oriented activities and adaptations according to
individual or group needs (Spector et al., 2008; Yuill & Hollis,
2011). Implementation of CST by an occupational therapist
may also strengthen implementation impact, given their
ability to continuously monitor, grade, and modify client activ-
ities using a person-centered therapeutic lens (Salmon, 2006).
Occupational therapy outcomes often focus on both occupa-
tional performance and occupational well-being and an individ-
ual’s subjective experiences of their occupational lives are an
important occupational therapy outcome (Doble & Santha,
2008). Given the limited research on CST’s impact on well-
being, occupational therapists who often collect self-reported
measures of individuals’ subjective experiences of their occupa-
tional lives may contribute to this gap in research. The World
Alzheimer’s Report from 2011 identified that CST should be
routinely provided to those living with early-stage dementia
(Prince et al., 2011). Although many other countries have
adopted and implemented CST since its conception and as the
evidence for its use became available, the systematic implemen-
tation of CST by a trained occupational therapist has not been
studied in Canada.

Background
Presently, there are a half-million Canadians living with demen-
tia, with 25,000 new cases diagnosed every year. By 2031, that
number is expected to rise to 937,000 people, which is a 66%
increase (Chambers et al., 2016). Dementia has physical, psy-
chological, social, and economic impacts, not only for those
affected, but also for their carers and society at large (World
Health Organization, 2020). Dementia is a chronic and progres-
sive disease with both pharmacological and non-
pharmacological interventions available to mitigate the progres-
sion. There is no cure for most dementias and therefore, the
effectiveness of such treatments cannot be measured by com-
plete functional recovery (Chapman et al., 2004).
Self-management has become a standard for the prevention
and management of chronic diseases (Mountain, 2006).
According to the Canadian Alzheimer’s Society research prior-
ities, evidence-based person-centered and non-pharmacological
approaches for managing symptoms of dementia are among the
top 10 research priorities (Bethell et al., 2018). A study by

Quinn, Toms, Anderson, et al. (2016) suggests evidence con-
trary to the belief that self-management is not appropriate for
people with dementia due to cognitive impairments (Quinn,
Toms, Jones, et al. 2016). Approaching dementia care with
this therapeutic lens allows for the exploration of how psycho-
social interventions may benefit self-management in this popu-
lation. For example, skills in activities of daily living (ADLs)
and self-efficacy for disease management, as well as having
hope, are all indicators that have been associated with better
outcomes and longevity in persons with chronic diseases, espe-
cially in terms of their ability to remain at home independently
(Ibrahim et al., 2017).

Even though CST as a psychosocial intervention was not
directly developed to improve self-management for people
with dementia, it incorporates several self-management compo-
nents including information provision, communication, social
support, and skills training. Evidence shows that CST is partic-
ularly successful in improving the cognition of people with
dementia in the everyday context, as well as improving their
language skills (i.e., naming, word finding, comprehension,
etc.) (Spector et al., 2010). Implementation of community-
based CST programs has demonstrated benefits across both
clinical (i.e., cognition, functional autonomy, mood, behavior,
etc.) and psychosocial (i.e., well-being, social inclusion,
quality of life, delayed institutionalization, and global costs)
outcomes for individuals and communities at large (Yates
et al., 2017). The aim of CST is to provide cognitive stimulation
to improve general cognitive functioning through cognitive
training and rehabilitation that is person-centered. Additional
benefits of psychosocial treatment include a positive mindset
for family, care partners, and clients through the provision of
strategies to prevent and solve behavioral problems, and to
cope with functional and emotional consequences of cognitive
decline (Yates et al., 2017).

Although CST has been widely studied and implemented
globally, little research has been done on its implementation
process in Canada. The CST facilitator requires a specific
skill set to effectively manage individual and group dynamics,
to be flexible in person-centered care, to provide motivation and
encouragement, to adapt session content and an interaction
style, as well as to maintain a continued sensitivity to individual
and group needs (Spector et al., 2008). This unique skill
set aligns well with those of occupational therapists, who are
often responsible for providing psychosocial interventions to
dementia patients (Yuill & Hollis, 2011). This alignment
creates an opportunity to investigate the implementation of
CST by registered occupational therapists in their practice
setting. As CST is commercially available, and there is nation-
ally available training on its implementation for occupational
therapists in Canada, it would be beneficial to understand the
effectiveness of their involvement in the implementation and
delivery of CST in the Canadian health care setting. The suc-
cessful implementation of CST is relevant to occupational ther-
apists who have the skill set to deliver the therapy in practice as
it offers an opportunity to positively impact the occupational
performance of persons with dementia they serve (Streater
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et al., 2016). The CST program was designed by incorporating
theoretical concepts of reality orientation, use of multi-sensory
stimulation, and focusing on implicit memory (Yates et al.,
2017). Designed to be enjoyable for the participants, this
person-centered approach is important to occupational therapy
practice as it differs from cognitive training which has the
potential to be an insensitive experience for individuals with
dementia (Yuill & Hollis, 2011).

The Ontario Dementia Strategy (2016) identified support
for persons living with dementia as a top priority. To date,
many successful initiatives have been implemented in Ontario
that aim to support people living with dementia, such as
Regional Geriatric Programs, Specialized Geriatric Services,
and Behavioral Supports Ontario. These initiatives have
helped to break down barriers and foster partnerships to help
people live well with dementia. Implementation of CST
within the context of these successful initiatives may be appro-
priate given the population base that is served and the opportu-
nity for improved coordination and access to dementia care
services. Aging at home or “aging in place” remains a priority
of the Ontario health care system for its long-term sustainability
to meet the needs of a rapidly aging population (“Aging with
Confidence: Ontario’s action plan for seniors,” 2017). It is
therefore important that the implementation potential of CST
be assessed in community-based settings to align with the prov-
ince’s priorities for research and routine care in the community
for those with mild to moderate dementia. At a federal level, the
top 10 priorities for dementia research in Canada, developed by
The Canadian Dementia Priority Setting Partnership, identify
three areas that this CST research addresses, including the
implementation of best practices for care, nonpharmaceutical
approaches to managing symptoms, and impact of early treat-
ment (McGilton & Bethell, 2017).

Study Purpose
The objectives of the present study were to:

(I) Deliver a community-based CST program to older
adults with mild-to-moderate dementia led by a
trained occupational therapist.

(II) Examine any changes in the self-reported measures of
general self-efficacy and hope before and after the
implementation of the CST Program.

(III) Evaluate the feasibility and satisfaction of implement-
ing the CST Program within our health care setting.

Methods
A mixed-methods experimental pre/post design was used to
address our objectives. The flow of our study design is in
Appendix A. The sequential steps taken during intervention
delivery are described below. Research and Ethics Board
approval was obtained from North York General Hospital in
Toronto, Ontario, Canada. All participants provided written
informed consent to participate in the study.

Participants and Recruitment
Purposive sampling was used to recruit community-dwelling older
adults (age 65 years and older) with mild-to-moderate dementia
diagnosed within the last year. Inclusion criteria were the ability
to speak and understand English, adequate vision, hearing and
speech to participate in the conversation in a group setting, and
ability to tolerate sitting for 1 hour. The recruitment process
involved reviewing the study information and recruitment protocol
with geriatricians at the clinic who were asked to identify patients
with a diagnosis of mild-to-moderate dementia within the last
year. Although CST is an appropriate intervention for any individ-
ual with mild-to-moderate dementia, study participant referrals
were limited to those deemed capable of consent by the clinical
judgment of referring geriatricians. Meeting with geriatricians
and clinical staff members in person to review program details
led to recruitment from all clinic staff.

PreCST Program: Screening and Baseline
Measures
Each participant was invited for an initial study enrollment visit
with the occupational therapist prior to starting the CST
program. Following signed consent, the occupational therapist
and occupational therapy assistant performed quantitative
outcome measurements: the General Self Efficacy (GSE)
Scale (Schwarzer & Jerusalem, 1995), and the Adult Hope
Scale (AHS) (DiGasbarro et al., 2020).

CST Program Delivery
The program was delivered by two CST program facilitators
(occupational therapist and occupational therapy assistant)
both of whom have received formal training for CST implemen-
tation. They each have over 5 years of experience working with
individuals with dementia and facilitating and leading seniors’
groups. The CST program facilitators incorporated the core
principles of CST: mental stimulation, promoting new ideas,
thoughts and associations, a focus on opinions rather than
facts, maximizing the potential of people with dementia,
respect, and person-centeredness (Spector et al., 2006).
Participants were assigned to a program session based on
their preference and availability. The delivery of the interven-
tion mirrored the 14 sessions outlined in the CST manual
“Making a Difference” (Spector et al., 2006). Group sessions
were delivered twice a week for 1 hour. Upon completion of
each session, participants completed a feedback survey about
the session content related to their perceived level of challenge,
engagement, and enjoyment. CST program facilitators com-
pleted subjective feedback on implementation and participation
after each session using the monitoring progress record of the
CST manual (Spector et al., 2006).

CST Program Evaluation
We performed a number of data collection activities to evaluate
the implementation, delivery of, and satisfaction with the CST
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Program including approaches to assess the feasibility of con-
tinuing the program in the context of the coronavirus disease
2019 (COVID-19) pandemic.

Evaluations at the End of the CST Program. At the end of
the 14 sessions of the CST program, participants completed the
quantitative outcome measurements that were collected at base-
line (the AHS and GSES), as well as a satisfaction survey
(Appendix B) consisting of 10 questions using a 5-point
Likert scale (where 1 is strongly disagree and 5 is strongly
agree). We also evaluated the overall CST program through
an end-of-session focus group, which was conducted in-person
at the end of the 14 sessions for all participants. Focus group
questions were related to identifying participants’ overall
impressions of the CST Program, what they liked about it and
suggestions for improvement (Appendix C). However, partici-
pants who were put on hold during the COVID-19 pandemic
answered these focus group questions over the telephone
(during the mid-point of the program after Session 7) and
again in-person (at the end of the program after session 14).
At the conclusion of the study, we also conducted a self-
reflection focus group with CST Program facilitators (OT and
OT assistant) led by an implementation scientist, to elicit their
experience of the determinants (facilitators and barriers) of
the CST Program implementation. The purpose of this exercise
was to improve any future implementation of the CST Program.

Evaluation Throughout the CST Program. At the end of
each of the 14 sessions, we administered a short evaluation
survey to assess participants’ level of enjoyment, engagement
as well as how challenging or stimulating they found each
session. Appendix F shows the details for all session activities.
The three dimensions were assessed using a 3-point scale (1=
not enjoyable, engaging, challenging or stimulating to 3= very
enjoyable, engaging, challenging or stimulating). These scores
were monitored across these factors, and iteratively changing
aspects of the session activities if mean scores < 3. Given the
uncertainty of resuming the CST program under the
COVID-19 public health restrictions, we also asked participants
in the two initial CST groups who completed 7 of the 14
program sessions (n= 8) to provide feedback about the feasibil-
ity of delivering the CST program virtually (Appendix D). Data
from these evaluations were used to identify potential program
delivery changes to optimize the implementation of the CST
program for subsequent groups.

Implementation Considerations
Implementation of the CST program was facilitated using the
Reach, Effectiveness, Adoption, Implementation, Maintenance
(RE-AIM) framework (Glasgow & Estabrooks, 2018).
RE-AIM is an implementation science tool that can be used to
plan for the evaluation of programs and can be used to encourage
the consideration of essential program elements that can improve
the sustainable adoption and implementation of effective, gener-
alizable, and evidence-based interventions (Glasgow et al.,
1999). Although well established, application of the RE-AIM
framework in its entirety to complex interventions can be

challenging in real-world community and clinical settings, par-
ticularly with the often-limited resources available for imple-
mentation (e.g., staff) (Glasgow & Estabrooks, 2018). To
address this challenge, the RE-AIM developers recently pro-
vided a pragmatic approach to use RE-AIM in these settings,
which involves the use of a familiar set of “who, what, when,
where, how, and why” questions (Glasgow & Estabrooks,
2018). We applied the pragmatic RE-AIM questions
(Appendix E) throughout the planning and implementation
phases of the CST program to use it as a method to iteratively
identify areas where adjustments may be necessary to achieve
the desired outcomes (Glasgow et al., 1999; Glasgow &
Estabrooks, 2018).

Outcomes and Measures
Outcomes were assessed across patient, process and implemen-
tation factors. Patient-reported outcome measures (PROMs)
included self-efficacy (measured by GSE Scale [Schwarzer &
Jerusalem, 1995]), and hope (measured by AHS [Snyder
et al., 1991]).The AHS is a 12-item measure of a person’s
level of hope. The scale is divided into two subscales that com-
prise Snyder’s cognitive model of hope (Snyder et al., 1991): (i)
Agency (i.e., goal-directed energy) and (ii) pathways (i.e., plan-
ning to accomplish goals). Each item is measured using an four
point Likert-type scale ranging from “Definitely False” [0] to
“Definitely True” [4] (Snyder et al., 1991). The AHS has dem-
onstrated reliability and validity as a tool for older adults with
and without cognitive impairment (DiGasbarro et al., 2020).
The GSE Scale is a self-reported measure of self-efficacy and
uses a 4-point Likert-type scale ranging from “Not True at
All” [0] to “Exactly True” [4]. Possible scores range from 10
to 40, with higher scores indicating greater self-efficacy
(Schwarzer & Jerusalem, 1995). The GSE Scale measures a
person’s sense of competence for dealing effectively with a
variety of stressful situations. The GSE Scale has good internal
consistency with a Cronbach alpha ranging from 0.79 to 0.86
(Luszczynska et al., 2005) and has been used in studies explor-
ing self-management in dementia (Quinn, Toms, Jones, et al.,
2016). Patient-reported experience outcome measures were col-
lected via our post-intervention survey to assess participant sat-
isfaction (Appendix C) and feasibility to deliver the program
virtually (Appendix D).

Data Analysis
Analysis of quantitative data (including analysis of the patient
experience survey) involved descriptive statistics (frequencies,
means, proportions) to compare patient-reported outcomes
and pre-post measurements. However, limited program partici-
pation due to the COVID-19 pandemic led to a smaller than
planned sample size. As such, overall trends of pre and post
scores are reported descriptively only. For qualitative data,
facilitators transcribed verbatim transcripts from focus groups
and telephone interviews and analyzed data using content anal-
ysis (Braun & Clarke, 2012).
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Results

Participant Characteristics
Of the 23 eligible older adults with mild-to-moderate dementia
who were recruited, 20 individuals consented to participate in
the study (launched in January 2020). Due to the COVID-19
pandemic, the study was placed on hold between March 2020
and August 2020. Upon study resumption, one individual
died, one no longer had access to transportation, and eight with-
drew consent and no longer wished to participate in-person or
virtually due to personal or health related reasons related to
COVID-19. Table 1 shows the characteristics of the 10 partic-
ipants who took part in the CST Program intervention (mean
age 79.7 years; 60% male). The majority of participants
(60%) were married and born in Canada and, all were English
speaking, and 50% needed daily caregiver support to manage
some aspect of their ADLs.

CST Program Participation
The 10 participants attended on average 11 of the 14 CST
program sessions. Participants in Group A (n= 5) and Group
B (n= 3) attended twice weekly for the initial seven sessions
and then were placed on hold for 5 months due to the
COVID-19 pandemic. There were two individuals from
Group A (n= 5) who did not return following the COVID-19
study hold due to illness and therefore attended less than
seven sessions. Upon return to complete the remaining seven
sessions, the remaining participants from Group A and B com-
bined to form Group D (n= 6) and attended twice weekly.
Participants in Group C (n= 2) attended all 14 sessions
without absences attending twice weekly for 7 consecutive
weeks.

Quantitative Outcome Measures
Results from the GSE Scale indicated that self-efficacy
increased in five participants (63%) following completion of

the CST program. GSE Scale scores can range from 10–40
with higher scores indicating more self-efficacy. GSE Scale
scores ranged from 21–37 preintervention and 24–40 postinter-
vention. Pre intervention AHS scores ranged from 27–63 and
41–62 postintervention. Results from the AHS at postevalua-
tion show that all participants reported being hopeful, (AHS
score ≥40) and two participants (20%) reported having high
hope (AHS score > 56).

CST Satisfaction and Feasibility Survey. Figure 1 shows
the mean scores for the satisfaction survey that was completed
by participants at the mid-point of the CST Program (after 7 ses-
sions) and at the end of the Program (after 14 sessions). There
was an increase in scores from the mid-point (mean score range
across questions 3.7–5.0) to end-point of the program (4.4–5.0)
for six of the 10 questions. The highest mean scores that were
consistent across the program were enjoyment of being part
of a group (mean score 5.0 at mid-point; 4.8 at end-point),
enjoying the program sessions (mean score 4.8 at mid-point;
4.6 at end-point) and overall satisfaction with the program
(mean score 4.8 at mid- and end-points). At both evaluation
points, participants only somewhat agreed that the program
location was easy to attend (mean score 3.7) due to parking
and construction challenges.

CST Program Per Session Evaluation. Figure 2 shows the
mean scores for the per session evaluation survey to assess par-
ticipants’ perceived level of enjoyment and engagement during
the sessions and whether they perceived them to be challenging
or stimulating. None of the mean scores for these three dimen-
sions fell below the threshold to modify subsequent session
activities: range of mean scores from sessions 1 to 14 for
level of enjoyment (4.1–5.0), engagement (3.9–5.0) and chal-
lenge or stimulation (3.4–5.0). Overall, the highest rated
program sessions across all dimensions (enjoyment, engage-
ment, and challenging) were Session 6, which involved a
“Faces and Places” activity (mean score 4.9,.4.7, 4.6, respec-
tively); Session 7, which involved a word association exercise
(mean score 5.0, 4.5, 5.0, respectively); and Session 11,
which involved a “Price is Right” virtual game (mean scores
5.0, 4.6, 4.7, respectively). Lowest rated program sessions
were Session 8, which involved a virtual museum tour (mean
scores 4.3, 3.9, 3.9, respectively) and Session 9 involving the
categorization of objects (mean scores 4.1, 4.3, 4.1,
respectively).

Implementation Disruptions Due to the
COVID-19 Pandemic
The program was implemented and delivered as per the CST
manual (Spector et al., 2006). Individual session content and
accompanying CST core principles are summarized in
Appendix F. During the seventh session for Groups A and B,
CST program implementation had to stop due to mandated
public health restrictions of the COVID-19 pandemic. Given
the uncertainty of when/if implementation could be resumed,
we obtained telephone feedback using focus group questions
(Appendix C) as well as the feasibility of implementing CST

Table 1.

Participant Characteristics

Characteristics N= 10

Mean age (years) 79.7

Sex (%)
Male 6 (60)

Female 4 (40)

Marital status (%)
Married 6 (60)

Unmarried 4 (40)

Immigrant status (%)
Born in Canada 6 (60)

Born outside of Canada 4 (40)

Level of caregiver support (%)
None 2 (20)

Daily 5 (50)

Weekly 2 (20)

Monthly 1 (10)
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virtually (Appendix D) from six of the eight (75%) participants
in Group A and B. Of the two participants who did not provide
feedback, one was lost to follow up and the other was too ill to
provide feedback. Results showed that five of the seven partic-
ipants (71%) had access to Wi-Fi and a tablet device, but four
(57%) did not feel confident in their skills to use the device.
Most participants (57%) believed that delivering CST virtually
could still provide some benefits, however they felt technology
training would be required for success of future program
participants to participate virtually if COVID-19 restrictions
continued.

Results of the Qualitative Analysis
Qualitative data were collected from nine of ten participants.
One participant’s feedback was provided using a caregiver

proxy due to illness and one participant was lost during
follow up. Participants provided recommendations for future
CST program participants. Overall, four general themes
emerged from telephone interviews with participants and
focus groups with both participants and CST program
facilitators.

Theme 1: Social connectedness. Being part of a group that
allowed social connection with others was a key message
expressed by the program participants:

Great group support, motivation, engagement, great involve-
ment. (Person with Dementia)

These social connections provided additional psychosocial
benefits that CST can offer by bringing together a group of indi-
viduals with a shared experience. Participants began to engage
in communication outside of the group setting and, on several
occasions, spent time after the session to socialize with their

Figure 1. Satisfaction survey results.

Figure 2. Per session evaluation results.
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peers. One participant, who made strong bonds with other par-
ticipants, strongly emphasized the importance of a return to
in-person CST for the social benefits stating:

It got me out of the house, people to socialize and associate with.
(Person with Dementia)

Social connections were made not just between participants
but also between the program facilitators and participants. The
safe environment created by the facilitators to promote commu-
nication and connections between participants was noted to
enhance participant experience and encourage engagement to
get the full benefits of the program:

Felt warm, pleasant atmosphere, comforting and valuable.
(Person with Dementia)

These social bonds were clearly observed by facilitators
who noted that as the participants became more comfortable
with each other, their conversations and communication were
enhanced across the span of the course:

Clients were more talkative, opinionated, and supportive of each
other towards the end of program. (Facilitator)

Participants who resumed study participation following the
COVID-19 hold strongly emphasized the social benefits they
received with the in-person group and their preference for an
in-person over virtual delivery of the program when it was
safe to do so. One participant who had experienced virtual
and telephone medical care during the pandemic provided a
strong statement about the possibility of participating in the
CST program virtually rather than in-person:

Human touch and in-person contact are essential and removing
that is harmful. (Person with Dementia)

Theme 2: Knowledge Gained and Shared. Participants
reported benefits to the knowledge gained about their health
condition (mild-to-moderate dementia) and described strategies
for self-management. In particular, participants felt that the
information they received from participating in the CST
program was valuable and contributed to new knowledge
they had not previously had:

In the group we can learn some things because everybody has
different opinions. Because what you’re thinking and I’m think-
ing could be different. We learn something from the group, like
a challenge and we learn from new people. (Person with
Dementia)

Participants were also willing to share their own experi-
ences with other participants that allowed for further translation
of knowledge about dementia self-management. This supple-
mented educational materials provided by the facilitators.
Participants were able to learn from each other, allowing
them to increase their own self-confidence by sharing a tip or
trick they have used with their peers. Their connection of all
having lived with dementia but with different experiences
allowed for ample group discussion throughout the study,
which uplifted participants’ spirits and hope:

Gave me ideas to improve my attitude and thinking. Also gave
incentive to continue to live life, not let sickness overcome us.
(Person with Dementia)

Theme 3: Tailored Implementation Adjustments. Given
that individuals participating were all within the first year of
dementia diagnosis, it was important for facilitators to tailor
the program activities accordingly. Participants provided feed-
back following each session and facilitators used their clinical
skills to adjust activities in real time. Using these strategies,
the activities were overall well received. One participant pro-
vided the following feedback:

At the beginning, it doesn’t look difficult, but you try to learn
counting to 10 in 5 different languages and then remembering
that. If you really want to learn, you got to go back and
review it and learn it for homework. Now I never really did it
before although I ask that question to myself, why didn’t I
ever do that …. (Person with Dementia)

Participants throughout the program sessions noted a
resounding positivity of activity enjoyment. One individual
felt they were:

One of the luckiest people to get to come and learn this stuff.
(Person with Dementia)

Using the CST manual allowed a semistructured group
intervention to be provided but also allowed facilitators some
implementation control based on clinical expertise:

It allowed us to stick to the theme and structure of the manual
but the activities were tailored for the individuals we had.
(Facilitator)

Facilitators having clinical skills and experience working
with persons with dementia was a large success to ensure the
just right challenge was achieved but also so that communica-
tion was encouraged and supported in an organic way. The
facilitators felt that:

Our professional expertise makes the hard moments a little
easier … reacting to the changes that happen along the way
and how we model the activities … facilitators have different
ways of phrasing or expressing certain points to maximize
engagement. (Facilitators)

Theme 4: Long-term Programing. Upon completion of the
program, participants shared sentiments of enjoying the variety
of activities in the CST program and wanted to see CST offered
for a longer period. Participants were inquisitive about next
steps and what they could do to ensure that programing is
offered in the future. Many participants were eager to learn
more and wanted to know future groups they could be a part of:

Is it possible to have something like this more often like for the
person themselves? Is it possible to have more groups that are
like us? (Person with Dementia)

Discussion
The delivery of the CST program as intended was interrupted
by the COVID-19 pandemic, which also significantly affected
our sample size for the duration of the study. However, of
those who completed the full 14-session program, attrition
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was minimal with attendance remaining high. In particular, par-
ticipants who were put “on hold” for several months due to the
COVID-19 pandemic, came back once public health restrictions
and lockdowns were lifted. This was particularly encouraging,
and the strong bonds that were formed among participants as
well as the familiarity with the environment in which the
program was delivered may explain their return to the in-person
program. This is an interesting finding in comparison to the
attrition of those who consented to participate but had not yet
started their CST program prior to the COVID-19 pandemic.
These individuals had no experience with the CST program
and many of them withdrew consent for a variety of personal
health reasons and concerns related to the COVID-19 pandemic
(e.g., health comorbidities, vaccination status, and being
uncomfortable returning to an in-person group setting or
using technology to tune in from home). Despite this challenge,
the pair of participants who did not withdraw consent and began
their CST programing following the COVID-19 restrictions had
perfect attendance completing all 14 sessions in succession.

Participants were overall satisfied with the program and the
results from satisfaction and feasibility surveys supported the
findings obtained from the qualitative interviews. Participants
were not only satisfied with the program and would recommend
it to others, but they also expressed an interest and need for
ongoing programing for themselves. The social connectedness
and strong bonds formed through their participation also led
to another unintended consequence, exchanging personal infor-
mation among participants to maintain relationships after the
program. Although this was not investigated formally, partici-
pants placed high value on their social bonds formed during
their CST participation, which may have been influenced by
the social isolation they experienced during the COVID-19
pandemic.

At the end of the project, both CST program facilitators
reported that their clinical expertise contributed to their confi-
dence in implementation including client centered practice,
activity analysis and grading of activities that have been identi-
fied as foundational skills for occupational therapy (Townsend
& Polatajko, 2007). The use of client feedback forms to assess
program enjoyment, engagement and whether participants find
the sessions challenging also allowed the facilitators to itera-
tively make adjustments to session content. This ensured that
the program remained client centered, included relevant and
meaningful activities, and had activities graded based on partic-
ipant feedback as well as clinical skills and observations. As
noted by Spector et al. (2008), a CST group facilitator needs
to effectively manage individual and group dynamics, provide
motivation and encouragement, adapt session content and inter-
action style, as well as maintain sensitivity to individual and
group needs. Feedback from participants indicated that facilita-
tors demonstrated these skills and were valued as key compo-
nents to the success of the CST groups in our study. All these
learnings will be adapted for any future delivery of the CST
Program by our group.

An unintended consequence of CST being offered within
our setting was the potential for care coordination to be

discussed by the occupational therapist and referring physi-
cians. Although external study personnel had to discuss find-
ings with referring physicians (to eliminate a conflict of
interest of the occupational therapist being the CST program
facilitator and researcher), knowledge of participants’ health
status during the CST program facilitated a dialogue with the
referring physicians, which triggered the scheduling of earlier
follow ups to address critical concerns. This highlights an addi-
tional benefit to embedding a CST program within geriatric ser-
vices to allow for monitoring of patient status and being able to
respond in a timely manner through care coordination should
critical issues arise.

Limitations
Our study had some limitations. First, many recruited partici-
pants were unable to take part in the program due to the
COVID-19 pandemic. In particular, our funding for the study
was only extended 3 months despite research activities being
suspended for 5 months due to public health restrictions that
significantly impacted study timelines. In addition, the pan-
demic compromised individuals’ feelings of safety in terms of
participating in-person due to various personal health safety
considerations. Second, our study ended up with a smaller
sample size than intended with a substantial lag between the
first and second half of intervention delivery for a large
portion of the participants. Future research should include a
larger sample size of participants receiving the intervention in
its intended 7 consecutive-week succession to determine if
our findings can be replicated in practice. Third, we were not
able to apply the Kohlman Evaluation of Living Skills
(KELS) instrument as an outcome measure as intended due to
the COVID-19 pandemic. Lastly, data collected on the impact
of CST on self-efficacy and hope cannot be conclusive given
the small sample size and the inability to account for external
factors (i.e., social isolation and public health restrictions) that
may have contributed to participants’ circumstances during
the unprecedented times of the COVID-19 pandemic.

Future Research
Results from this report highlight a need for future research to
test the CST Program rigorously and explore its applicability
across a range of settings. As the population of those living
with dementia continues to grow in Ontario, the government
has prioritized for those with dementia to live well and be sup-
ported by appropriate services where and when they need them
(Ontario Dementia Strategy Consultation, 2016). Further
research into the implementation, scaling, and economic feasi-
bility of delivering CST would provide the Ontario Ministry of
Health with the necessary data to incorporate such a program
into the Dementia Strategy. Although the COVID-19 pandemic
study interruption impacted the collection of pre- and postfunc-
tional outcome measures in this study, prior studies have dem-
onstrated a positive impact of CST on quality of life,
relationships with significant others, energy levels, and ability
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to perform chores (Chapman et al., 2004). Functional outcome
measures including ADLs and instrumental ADLs (IADLs)
should be a future research priority with respect to occupational
therapist-led CST implementation since their foundational
skills position them well to have an impact on the physical
and cognitive functioning of people living with dementia
(Launhardt et al., 2010; Yuill & Hollis, 2011). Possible
outcome measures for use in a future trial should include the
KELS instrument (Thompson & Robnett, 2016) to provide a
functional outcome measure of ADL/IADL performance;
along with the Amsterdam IADL Questionnaire to provide a
caregiver insight into functional abilities (Sikkes et al., 2013).
In addition, given the shift of health care delivery during the
pandemic to virtual care, policymakers may see a need for
future research to explore virtual CST implementation to deter-
mine if it provides the same benefits as in-person. The imple-
mentation of virtual CST may eliminate physical barriers to
accessing in-person care; however, it may not be feasible or
appropriate for this population given the skills required for use
of technology, access to technology, and caregiver involvement.

Conclusion
Prior research has demonstrated an evidence base for the use of
CST for individuals with mild to moderate dementia to maintain
cognitive functioning irrespective of drug therapies.
Occupational therapists are a well-positioned regulated health
profession to implement CST programs and may be useful in
supporting the dissemination and scaling of these programs
within health care settings. Despite recognition globally and
local training opportunities for Canadian occupational thera-
pists, CST has not previously been formally implemented
within the Ontario health care setting. The results of our quali-
tative findings suggest that both participants and CST Program
facilitators found the program to be feasible despite implemen-
tation challenges due to the COVID-19 pandemic and valued by
older adults with mild-to-moderate dementia. In particular, our
OT-led CST Program was successfully delivered for individu-
als with varying levels of cognitive abilities, and our iterative
evaluation of the program also facilitated program engagement,
enjoyment, and social connections. This was reflected in both
our quantitative and qualitative data. Despite our positive find-
ings, due to the challenges related to the COVID-19 pandemic
and our study limitations, further research is needed to rigor-
ously examine CST as a feasible option for implementation
by an occupational therapist in the Ontario health care system.

Key Messages

• An occupational therapist-led CST Program was feasible
to implement in a specialized geriatric clinic setting for
community-dwelling seniors with mild-to-moderate
dementia.

• Ontario’s dementia strategy focuses on providing
evidence-based support and services to individuals

aging at home, of which CST may be an appropriate
intervention to support this population.

• Future research is needed with larger sample size, to
more rigorously test the potential of an occupational
therapist-led implementation of the CST Program
including its applicability in a range of settings.
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