Appendix A comprehensive table 3a and 3b
Table 3a

Provided information on the implementation of the included quantitative and mixed method studies ordered by the dimensions of the RE-AIM framework (comprehensive table)
	Article
	Intervention and implementation strategy
	Reach 

 
	Effectiveness 

 
	Adoption 


	Implementation 


	Maintenance 



	1

Anderson et al., 2011

Mixed method design: within subjects mixed methods design.
	Intervention

Snoezelen

Multiple implementation strategy:  

Attending enhanced snoezelen training, including a one-on-one session with a resident observed by an experienced snoezelen clinician. Twelve dyads (resident and carer) were required to hold a on-to-one multisensory session each week over six weeks. Three sessions were in the snoezelen room, three in the garden.  

The garden was chosen as control setting. Using an individual snoezel care plan. 
	N=12 (from 14  staff members who agreed with the snoezeltraining
	NA
	Some scheduled sessions were not completed because of staff perceptions that snoezelen was not a priority; it was not ‘the real work’. 


	Implementation difficulties: 

Snoezelroom was too small, influence of time pressure and competing work demands on their capacity to provide therapy, understaffing. 

Benefits of the program: 

Stimulation of memories, which were not discussed before. 

Program changed their relationship; to get to know each other, improve social interaction. 

Another staff member noted lasting change in her: her reaction to the resident had improved since starting the project. 

Snoezelen room in this study cost AU$10.000 to install.  
	None of the staff members present at the focus Group reported having used the room since the project ended. 

Effects had not persisted beyond the project. (only one staff member reported the residents behaviour change lasted longer than the project).



	2

Berkhout et al., 2009 

Quantitative design: one-group pre- and posttest design.


	Intervention

Resident oriented care

Multiple implementation strategy:

A project structure with project leader was set up, consisting of a steering and advisory group. The project structural enabled the nursing home to coordinate the development and implementation of the ROC-model. 

Special training of ward management and nurses and training-on-the-job by supervisors and ward sisters.

Use of individual care plan. 

Four design characteristics were chosen for the study; resident assignment, use of nursing process, redesign of tasks, forms of communication.


	N = 101

Pre-test: response rate = 94%, (136 from in total 144)

Post test = 95% (142 from in total 149). 

N=103 met the selection criteria. 

N=69 of nurses from pre-test who also participated in post-test. (68%)

Incl. crit: > three months ward experience, graduated as registered or enrolled nurse and engaged in bedside care.

N = 6, interviews with change agents and ward supervisors (three supervisors, three change agents). 


	NA
	In ward A is no willingness to change among nurses. And no training on the job performed by the supervisor of the ward. No stability regarding the supervisor resulting in a delay in the action plan.

In ward C elements of ROC was already implemented, such as multidisciplinary residents’ dossier. 


	Ward C is most successful because of the 7Smodel factors strategy, systems, staff and skills, on ward level. (Mean change somatic ward C = 0.69, Mean change Psycho geriatric ward C = 0.73). The factor structure did not contribute to the success of the implementation. The supervisor’s role appeared to be crucial for a successful implementation. 

Most effectively implementation: ward C pg (mean change score=0,73), least successful: ward Bpg (mean change score=0,20)

Crucial for successful implementation is: a realistic plan performed on time, no distracting factors and stability of the ward supervisor during the implementation (strategy). Nursing staff was involved in final evaluations on ward level (systems) and was motivated and willing to change (staff). Nursing staff was supported by a training-on-the-job by the supervisors themselves (skills). In ward C ROC was implemented in all wards of the organization before the post-test (shared values). Leadership style: socio-emotional and participative (style), however the change agent in C was more loose – more space for staff to experiment. 

Distracting factors in org B: high sickness absence, increased work pressure, replacement of ward sisters. Two new projects asked extra adjustment of employees. Problems with function of the supervisor. 

Extra financial and personnel means did not contribute to the success of the implementation. 
	NA

	3

Berkhout et al., 2004

Quantitative design: quasi-experimental design, with pre- and posttest.
	Intervention

Resident oriented care

Multiple implementation strategy:

Same as described in number 2. 
	N = 210 

t1 n=167 

t2 n=147 

Incl. crit: > three months ward experience, graduated as registered or enrolled nurse and engaged in bedside care. 


	Very few increases to work characteristics were found in the exp group compared with the control group only contextual job autonomy p≤0.1. 

A significant increase on job demands was seen only on somatic exp. ward (p≤0.1).


	NA
	Resident assignment: sign increases on 5 of the 6 exp wards (p≤0.01).

Nursing process: exp group showed sign increase on both variables, measured this dimension (p≤0.01). 

Redesign of task: on PG wards p≤0.01, on somatic wards no sign. 

Three communication variables: only indicative decrease in the quality of comm. Forms was found in the exp group (p≤0.05). 

The qualitative data showed that nurses found their work more attractive after the intervention, because they experienced more responsibility and a higher quality of care.
	NA

	4

Boumans et al., 2008

Quantitative design: non-equivalent pre- and posttest control group design. 


	Intervention

Integrated care

With three characteristics: 

1.a home-like environment

2.demanded oriented working method

3. integration of services.

Multiple implementation strategy:

Intervention was implemented with a project structure. There was a steering group, an advisory group and several working groups. The implementation took twelve months. Supervisors were the change-agents on their own ward. They received training for implementation techniques and integrated care concepts. There were weekly meetings with the supervisors to discuss the progress of the implementation. 

Use of individual care plan.
	All caregivers on the five exp and four co wards from two nursing homes were involved (N = 268) 

From this N = 124 caregivers were included in post test (46%), 

N = 71 exp group

N = 53 

control group  

Incl. crit:

> three months ward exp, working at bedside.


	Autonomy:

Somatic wards p=.328

PG wards p=.005

Job demands:

Somatic wards p=.080

PG wards p=.000

Soc support supervisor

Somatic wards p=.004

PG wards p=.000

Responsibility: 

Somatic wards p=.300

PG wards p=.104


	NA


	Intervention is only successful at (exp) somatic wards: homelike environment (p=0.000), demand-oriented method (p=0.021), integration of services (p=0.000).

No sign at psycho geriatric wards:

Home like environment (p=.288)

Demanded oriented method (p=.303)

Integration of services (p=.038)

Increase of social support by the supervisor, increase of the degree of collaboration, decrease in job demands on exp somatic wards.  

The development and implementation of integrated care requires a lot of time and attention from the staff. It is very important to be attentive to distracting factors like instable work force or other organizational changes that take place at the same time. 
	More attention should be paid to the process of change and the conditions that make the implementation of integrated care most successful. 

	5

Boumans et al., 2005 

Quantitative design: pre-and post-test, control

group design. 


	Intervention

Resident oriented care (ROC)

Multiple implementation strategy:

Same as described in number 4.
	N = 147 caregivers (response rate: 

T0 =96%

T1 =97% T2 =96%)

Incl: from all nurses who had > 3 months work experience, graduated as registered nurse or enrolled nurse and engaged in bedside care. 
	Variable ‘expressive aspects’: the exposed wards showed an indicative increase (from 62% to 76.5%) when compared with the control wards (from 61.4% to 72.6%). 

Communication between nurses: decrease of the ‘quality of forms of communication’ in the exposed group (from 3.79% to 3.65%) versus the control group (2.62% to 2.79%).

Use of the nursing process (use of nursing care plans – p=.008 - and taking nursing history – p=.002 -): sign increases found in exp group. 

PG exp wards showed an increase in performance of ‘resident oriented tasks’ (from 2.65 to 3.32 versus control group from 2.62 to 2.79)
	NA


	Coordination of care increased on three of the six wards, when compared with the control wards.

Instrumental aspects increased on the exp. wards when compared with the co wards. 

No sign changes were found on ‘ward-oriented-tasks’. 


	At T2 (16 months after implementation) 

Resident-assignment increased on most of the exp wards. 



	6

Burgio et al., 2001

Quantitative design: two group comparison design with intragroup comparison component embedded in each group.


	Intervention Communication skills training and use of memory book. 

Multiple implementation strategy:

Residents received a twelve-page memory book consisting of biographical, orientation, and daily schedule information. Training: 

Week 1-4: baseline phase op exp en co ward

Week five: workshops communication memory book skills

Wk 6-9: hands-on training on the exp ward: 

· instruction how to use memory book 

· supervision in use of the motivational system. 

Wk 10 – 17: evaluation of the intervention with the same assessments as before the training.
	N = 64 from 98 

caregivers (65%) (34 dropped out)


	92% from the caregivers had a performance score of 80% or higher in the use of communication skills.

Carers in the exp. gr. improved their use of general communication skills with residents during care (F(1,62)=16.87, p=.0001). Carers in exp. gr. tended to increase their rate per hour use of specific, on-step instructions during care in comparison with co. gr. (F(2,124)=2.80, p=.06)

Carers in exp. gr. increased their pos statements made to residents during care in comparison with control group (F(2,124)=6.16, p=.004)

Carers in the exposed group increased their verbal interaction with residents during care (F(2,130) = 4.11, p=.02)

No differences between the exposed and control group across time in use of biographical statements. Also no differences in the amount of time spent in daily care with residents. 
	N = 39 carers completed the hands-on training.


	Of these 39 carers 92% (n=36) passed a final evaluation with a performance score of 80% or above in the use of communication skills. 

In 2 month follow up phase, the memory book was in possession for the residents during 77% from the morning and 80% from the afternoon checks. 


	To enhance maintenance of the staff motivational system, consultation visits by the project manager were conducted in three en six weeks after the implementation of the intervention. 



	7

Burgio et al., 2002 

Quantitative design: randomised clinical trial.


	Intervention Formal staff management skills

Multiple implementation strategy:

Four week training on behaviour management. (in-service classes and hands-on training) 

Supervisory nursing staff implemented FSM system, designed to maintain training effects over time.  


	N = 106; N = 46 (FSM = exp); N = 39 (CSM = co). 


	Knowledge increased (p<.001), no differences between FSM and CSM. 

Carers showed reduction in ineffective strategies p<.05, no general training effects for effective strategies.

Carers behaviours: 

Announcing single act p<.001, announcing multiple act p<.05, delayed physical assistance following announcement p<.001, prompting single act p<.05, delayed physical assistance following a verbal prompt p<.06, FSM: positive statements by carers per hour during care interactions and with time sampling (p<.001.)

No sign differences during care interaction and with time sampling on verbal prompts by carers and physical assistance to resident. 
	NA
	NA
	Results indicated that the decreases in ineffective behavioural strategies were for both groups not maintained at six months follow-up. 

Follow up results suggested that the FSM system was more effective than CSM for maintaining and improving communication skills over time. 



	8

Chang and Lin, 2005 

Quantitative design: quasi experimental study.

	Intervention

Feeding skills training

programme

Multiple implementation strategy:

Three hours of in-service classes and 1 hour of hands-on training:

-overview dementia

-etiology and behaviours of feeding among dementia

-protocol for feeding dementia patients 

-feeding skills to deal with food refusal. 

Inservice training was taught during the regular working hours. 

Hands-on training was followed immediately after the in-service (one-to-one teaching).

The principal investigator followed each CNA during one entire mealtime.  
	N = 68 nursing assistants (31 exp, 36 co).

1 dropped out.  

20 Carers and dementia patients can be matched in the pre- and post-test – 12 exp, 8 co). 

Incl. criteria:

Carers worked min 6 months in the same long-term care facility. 

Can communicate in English, Mandarin, and Taiwanese. 

Excl.: NA


	Exposed group: increased knowledge (F=47.7, p<0.001).

More positive attitude (F=15.75, p=0.001) and had better behaviours (t=6.0; p<0.001) 


	NA
	NA
	NA

	9
Christensson et al.,  2003 

Quantitative design: before and after experimental design.


	Intervention

Nutrition nursing care

Simple implementation strategy:
Education program including how to identify individual needs, resources, and problems in order to fulfil nutritional requirements. Caregivers learned how to use a ‘dietary plan’ and a food record. 

Five afternoons in study circles where a study guide was discussed.
	Pre-test: 

n=75 exp,  

n = 101 co, Post-test: 

n = 86 exp, n = 106 co

N = 151 pre and post-test. (n = 62 exp, n = 89 co)

Total participation = 97%

Inclusion:

Working daytime in a nursing home for people with dementia. 

Exclusion: 

NA
	No significant change in attitudes. The nurses scored high points on the scale on the pre-test. Only staff in exp gr responded in pre-test significant with more positive attitudes to ‘secured food intake’ in comparison with staff in control group (p<0.05). 

Total score on assessment was in co. gr. significantly higher as in exp. gr. (p<0.05).


	 NA
	Use of study circles as the educational model and a study guide focusing on existing and problematic nutritional issues, which the staff has experienced,  was not strong enough as the hypothesized results were not obtained. Intervention wasn’t strong enough. Increasing only knowledge is insufficient.

The next time should also the influence of group norms, social influences identification of individual and situational characteristics and strategies tailored to match the profile of the individual team should be addressed. 
	NA

	10

Cohen-Mansfield J et al., 1997 

Quantitative design:

Pre- and posttest design.
	Intervention 

Training program on dementia

Simple implementation strategy: 

In-service education session (40 minutes) conducted by a nurse educator (at different times to facilitate it for everyone). 

Content: 1. Characteristics and causes of dementia 2. Problem behaviours 

3. General guidelines 4. Different types of pacing/wandering behaviour 5. Management strategies. 

All carers were given a copy of a detailed outline.
	All carers from the 4 units were recruited. N = 174 were enrolled in the study (did pre-test), N = 103 completed the post-test. 
	Carers knowledge increased (T1: F(2,204)=7.5, p<.01), but some decrease at T2 (not significant).

Carers rated Quality of Care slightly higher at T1 than at T0 (1.22 vs. 1.26, not significant).

Staff reported a greater willingness to allow residents to pace more frequently after the in-service (not significant). 
	NA


	NA
	NA

	11

Davison et al., 2007

Quantitative design:

Pre- and posttest design with  follow-up.

	Intervention

Dementia training and peer support program

Multiple implementation strategy:

Eight session-trainings of 60-90 min duration for the staff. Using a combination of didactic and experiential learning. Focus: skills to use in caring for residents with dementia-related behavior. 

With an additional five-session peer support group to facilitate informal group support,

Whereby staff members could discuss challenging behaviors, their emotional reactions and how to cope with work related stress. 
	N = 90 

Incl: NA

Excl: NA 
	Self efficacy increased from t1-t2 F(1,86)=23.74, p<.001; T1-T3: F1,61)=5.07; p<.05). 

No additional effect of peer support. 

Facility supervisors rated the nursing performance of trained staff more positive, particularly those who participated in the peer support group. (training + peer support=32.6% higher, training only = 18,9%)


	The study facilitated five peer support sessions of 30-60 min. 

29 staff received training plus peer support, 35 staff members received training only, 26 staff members participated in control group.


	NA


	NA



	12

Dijkstra et al., 2002

Quantitative design: 

Pre- and posttest control group design. 


	Intervention

Communication training and use personalized memory book

Multiple implementation strategy:

Communication training consisted of one hour didactic in-service and a two till four week criterion-based, hands-on training (by observations) during care routines in the intervention phase for carers. Focus on using short sentences, giving positive feedback, talking about the resident’s life of hobbies and avoiding unhelpful questions. A supervisor observed and helped to verify the implementation and use of memory books. 
	N=40 from dayshift (38) & nightshift (2) were assigned to residents. 

N= 21 carers in exp. gr; 

N = 19 carers in co gr. 
	Sign time by treatment interactions for responsive discourse building behaviours, such as number of facilitators (F(1,64) = 6.91; p=.011), encouragement (F(1,64) = 5.96; p=.017) and cues F(1,64) = 12.43; (p=.001) at post treatment.

Carers in exp gr showed benefits through increases in their use of facilitators (t(32) = 5.71; p<.001), encouragement (t (32) = 4.97; p<.001) and cues (t(32) =4.07; p<.001)

More cues were used when talking with early stage dementia, more facilitators and cues were used when talking to late stage dementia.
	NA
	NA
	NA

	13
Finnema et al., 2005 

Quantitative design: Randomized Clinical Trial.

	Intervention

Emotion-oriented care

Multiple implementation strategy:

Basic training for all staff (two days, included homework in the two weeks in between)

Advanced course for five staff members on each ward (seven days spread over eight months)

Training course ‘adviser emotion oriented care’ for one staff member per ward (ten days spread over nine months). They were responsible for the implementation of EOC on their ward.

Using an individual care plan.  
	N = 124, selected on age, education level, years of experience with working with elderly with dementia. 


	No differences on feeling of competence between the exposed and control group by using emotion-orientated care. 

The trained nurses showed an increase in emotion oriented care skills.
	NA
	Compliance with the intervention: 

Though the coping behaviour of the nurses did not change, the nurses in the exp. scored higher in the final measurement than the nurses in the co group on the subscale ‘professionalism’ (p<.01) and ‘utilization of knowledge about the resident’ (p<.01).  Also relatives made clear that the nurses in the exp. gr. made more use of knowledge from the residents.

 
	NA

	14
Galik et al., 2008. 

Quantitative design: single-group repeated measures study.
	Intervention

Restorative Care Intervention for the Cognitively Impaired (Res-Care-CI)

Multiple implementation strategy:

Two-tiered motivational intervention for both Carers and residents that teach Carers about the philosophy of restorative care, reviewing necessary skills and strategies for engaging cognitively impaired residents in RC activities, and motivating Carers to provide RC in all care situations. 

Four-week educational series provide by two advanced practice nurses (four different 20-30 minutes classes.

Carers who were unable to attend one or more of the four classes received one-on-one training and written handouts from the missed classes. 

Plus mentoring and monitoring from carers by the Rest. Care nurse during 20 hours a week over a period of four months. Rest. Care is noted in individual care plan.
	NA 


	Sign increase in RC knowledge (F=6.43, p=.001). 
	Delivery of the treatment to Carers was 100% completion of all 4 RC-classes in an in-service format or individual 1:1 make-up sessions with the RCN. 


	Carers documented that RC was delivered to residents on 16 ( 8 days each month or 61 ( 40 minutes each day during the intervention phase of the study. 

  
	NA

	15
Gallagher, 2011

Quantitative study: One group Pre-and posttest design.

	Intervention

Individualized music protocol

Multiple implementation strategy:

Two identical 60 min training at different times to accommodate the schedules of the participants. 

Implementation duration: four weeks.

Project leader provided support and problem-solving opportunities for participants via email and Phone calls. 
Participants shared their positive experiences at interdisciplinary care conferences.
	n=24

Inclusion

criteria: min three months employed at the hospice


	Increased knowledge (p<.001) with moderate effect size (r=0.51)


	NA
	Total costs associated with implementation of the IM project amounted to just under US $1,000,- which covered paid salary for 60 minutes of training and support for 24 participants and the project leader and the material. 

The professionals reported that it was a challenge to find time to integrate a new practice into their already busy schedules. 

A facilitator for the caregivers was the residents’ positive response to the music protocol. 
	NA



	16
Gerdner, 2005 

Design: pilot study using mixed methods.
	Intervention

Individualised Music

Multiple implementation strategy:

Structured education program for nurses and family members (45 minutes), and was scheduled on two separate occasions. Each participant received written information. At each nurse station was the protocol and some relevant articles placed. The prescribed music from each resident was posted at the bedside (individual plan).

Each nurse played music 30 minutes daily on the CD player for the resident. 

Licensed nursing personnel supervised the implementation. 
	N = 10


	NA
	NA
	Carers played music to an average of 3.4 residents (range 1-8) on a prescribed basis. Mean rate of compliance was 86.3%. All carers stated they implemented music on an as-needed basis. This was documented 11.5% of the time throughout the two-month period.

Facilitators: 

Individual music requires minimal time expenditure and the resident’s positive response.

Barriers:

Two carers reported that pre-existing workloads occasionally served as an impediment to implementation. 

Two carers expressed concern when the roommate of the resident gets annoyed by the music. Problem was resolved by using headphones. 

The direct costs of the intervention are minimal. An audio cassette and CD player can be checked out from a central location.  
	NA

	17
Gould and Reed, 2009

Pilot study with mixed methods (focus groups and pre-and posttest design)
	Intervention

Foundations of Dementia Care (FDC)

(person centered care with enhancing skills and enriching lives)

Simple implementation strategy:

Phase I: twelve hours of training. 

Learning to lead about dementia, 

enhancing mealtimes, 

reducing pain, 

making connections

Phase II: 

six hours of training. 

Understanding wandering, 

reducing risk of falls, 

Promoting restraint free care.

Additional three hour module:

Communication and advanced planning, addressing symptoms at the end of life,

Emotional and spiritual support.
	Phase 1: 

n=71 staff in 6 different  facilities 

Phase 2: 

n= 52 

Phase 3: 

n= 36 


	Phase 1: 

Improved attitudes relative to person-centred approaches (p< .05) (p=0.087)

Perceived training to identify resident problems (p=.012)

Perceived training to help with resident problems (p=0.001).

Phase 2: NA 

Phase 3: NA
	Professionals had difficulty participating in some of the interactive exercises and commented that some of the information was too complicated to understand. 
	Phase 1:

The direct care staff reported that they did not feel empowered by their supervisors. 


	Extending the reach of the training by offering online courses that directly map the content as a way to reinforce the learning. 

The strengths’ is geographic reach and product distribution. Also 24 hours available and staff can use it on their own and at their own pace. 

	18
Goyder et al., 2012. 

Quantitative design:

Experimental group pre-and posttest design.


	Intervention

Staff Training in Assisted Living Residence (STAR)

Simple

implementation strategy:

Eight week STAR program in two workshop sessions. Content about dementia, communication, problem solving, increasing pleasant events, implementation STAR, teambuilding, families)

Workshops were delivered during their normal working hours of were paid for their attendance outside of these hours.

Staff that missed workshop sessions were offered additional individual teaching to provides them with an overview of the material. 
	N = 25 from in total 47 (54%)

Staff was invited to the study on a first come, first served basis.

Incl.: non-qualified staff was included if they worked at least 4 dayshifts a week, were planning to still work there at time of follow-up and were available at training dates. 
	Small improvement on dementia attitudes (p=.290); scores on the hopefulness subscale increased sign (p=0.026), scores on the person-centred subscale did not change sign (p=.987); competency scores on the SCIDS did not increase sign (p=.553) although there was a sign improvement on the ‘building relationships’ subscale (p=.000 with large effect size d=1.2). 

86% reported that the training increased their knowledge about depression and anxiety. 

83% felt more confident in their role.
	N = 22 (88%) followed the first workshop; N = 21 (84%) followed the second. 

Absences: sickness, difficulties attending outside work hours, staff shortages. 


	Feasibility of delivering STAR: 

It proved logistically challenging to implement the full number of individual sessions, mainly due to work pressures. 


	NA
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Hobday et al., 2010 

Quantitative design: pre- and posttest design. 
	Intervention CARERS program, an  Internet training

Simple implementation strategy:

Each carers modules included 45-70 minutes of content, it took carers approximately 60 min on the internet to complete each module: 

-Food and fluid intake

-Pain management

-Communication with residents.
	N = 40 

(from 49 approached carers) (82%)


	78% from the carers that completed the pre- and post-test showed a gain in knowledge or tested the same (p=.013).

Item analyse:

88% agreed or strongly agreed with the statement that they were more confident about my skills. 

94% were more confident in communicating with demented residents.

89% were more confident in recognizing the signs of pain in residents with dementia. 

85% responded agree or strongly agree that the new learning techniques acquired form the program will make caring for residents with dementia easier. 

95% agreed or strongly agreed to the statement that they now had a common language to use when talking with other carers. 

91% agreed or strongly agreed that they would discuss the techniques they learned from the program, with other carers in their workplace. 
	NA
	Barriers; 

-Lack of familiarity with computer use. 

When this was overcome, carers reported enjoying the learning experience.

-technical aspects as slow to load on the computer.

-lack of specific detail on dementia care

-content was to simple and more information should be included. 

-program is time consuming and frustrating but fun once we got on. 

Program helped to think differently about dementia care and augmented the care tools that carers already implemented in their facilities. 

Recommendations: 

-including a group component

-delivery of the training program in modules

- having families of the person with dementia complete the training with the carers. 

An internet program is portable, asynchronous and cost-efficient.
	NA
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Kuhn and Forrest, 2012 

Quantitative design: pre- and posttest design with follow up.

	Intervention

Palliative care

Multiple implementation strategy:
Intervention consisted of training, consultations and administrative coaching. Training: twelve hour interactive sessions in dementia specific, palliative care philosophy and care strategies, at each nursing home in six modules at times convenient for all shifts.  Consultation consisted of one palliative care consultation by physicians from the hospice for all enrolled residents and their family.  Weekly case consultation by a project nurse Administrative coaching consisted of monthly meetings of ‘comfort care advisory’. Finally a 21-page web-based booklet was disseminated.
	N = 80 from in total 115 nursing staff, 39 staff from nursing home1, and n= 41 staff from nursinghome2 (70%) 

	Improvement in knowledge were shown in nursing home two (67.6% in pre test to 68.8% at 12 months post test), not in nursing home one (73.6% at pre test to 72% at 12 months post test). Improvement in attitude of staff improved at both sites. 

All results were not significant.  
	NA
	The administrator and managers of nursing home two embraced palliative care, communicated this approach to direct care staff and families, and took concrete steps to put this approach into practice. In nursing home two the administrator requested that 41 additional staff members participate in a condensed version of the training program; this too may have influenced the findings. 

Barriers to implementation in nursing home one: poor communication, lack of coordination of care, perceived insignificant value of palliative care research. 
	NA 
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Kuske et al., 2009

Quantitative design: 

three-arm cluster randomized controlled trial. 


	Intervention

Dementia care training

Simple implementation strategy:
Three months training program consists of five modules (introduction; dementia; person and environment; communication; completion and feedback) Objective: to improve the interaction between caregivers and residents. 

IG=13h session over a thirteen week intervention period from April 2005 and June 2005.

Each session was offered twice a week.
	All caregivers were invited to take part. N= 134 caregivers baseline. 

N=96 (72%) completed the three assessment points. 

Excl.: 

All caregivers who did not attend at least ten sessions of either the Intervention or the relaxation group.
	Sign positive effects on nurses knowledge on T1 (p=0.02) with d(corr)=0.846 and sign positive effect on the use of restraints on T2. No sign positive effects on nurses knowledge on T2

Caregivers’ overall competence increased sign in the intervention group (T1:p=0.056) 

Caregivers’ overall competence increased sign in both the intervention group (T2:p=0.006) and in the relaxation group on T2 (p=0.036) 
	NA
	The corrected effect sizes of the training effect underlie the assumption that this training was not sufficient to increase the transfer of the new knowledge into the daily routine. 


	NA
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McAiney  et al., 2007 

Quantitative design: Pre- and posttest design. 
	Intervention: 

PIECES curriculum

Multiple implementation strategy:

Putting the PIECES together learning (since 1998): eighteen hour curriculum (three days) and twelve hour consolidation program (two days), with a few months in between. Preceptors provided post-education support in the first two year. Program was case-based, small groups; minimize lecture time, active participation and sharing experiences. 

Leadership support was perceived to be critical to the success of the in-house PRP; senior management was provided with guidelines for the implementation and sustainability of this new role. 


	N = 1024 (94.3%) completed T0.

N = 792 (93.1%) completed T1.

Response rate session evaluation questionnaire: 94%; 1030 (94.8%) completed the three days evaluation; 990 (97.1%) completed the 2 day-session. 

Surveys to 555 LTC homes. 439 (79.1%) completed the survey. 
	In 1999 learners confidence rate showed a slight decrease, in 2001 the mean rating for self reported change in confidence was 4.33 (0.70). 

Increase in confidence in using assessment measures in 1999 (p<.01) and 2001 (p<.001). Level of confidence in taking on PRP-role in 1999 (p<.05) & in 2001 (p<.001). 

Increase in confidence in ability to recognize and understand mental health problems 1999 (p<.001) and 2001 (p< .01). 

No significant changes in: confidence in ability to recognize and understand challenging behaviour, and assessment tools in general. 

PRP activities: 

>81% reported that PRP undertook activities to some degree; 55% served as source to home staff in most cases or all cases; 47% was involved with internal resources & 43% was involved with external resources in most cases or all cases. 
	NA
	N = 331(89%) used the pieces templates ‘as needed when issues arise’. N = 322 (86.6%) PRP team used assessment tools, 

N = 5 (1.3%) never use assessment tools. 

N = 216(58%) PRP’s participated in local networks.

Reason of no longer serving as PRP-role: no longer employed (68%, 56%, 46%), staff member was on leave – sick, maternity, home was unable to accommodate the role.

Not participating in local network was because of: there was no local network (41%), not being aware of meetings, lack of time & lack of staff. 

Factors for successful implementation: management support (74%), integration of learning into ongoing practice (58%), on-the-job reinforcement of learning (52%). 

Potential barriers: 

Work & time pressure (reported by almost 82% respondents), lack of funding for the in-house prp-role (49%), pressure from peers to resist change (32%), lack of sufficient resources to implement new learning (19.4%), insufficient authority (9%). 
	After four year, 85% (n=373) long term carers (LTC) reporting at least having one active in-house psycho geriatric resource person (PRP), 15% having no one. 

Mean number of individuals serving as in-house PRP is 1.7(1.3), range 0-12. 

N = 171(46%) reported that the activities of the PRP-role was not incorporated into the job’s description, 15% reported this was to occur within the few next months. 33% (N = 123) had PRP-role incorporated into their job description.

Recently a program for administrators is developed to assist management to support new learners in their efforts to implement PIECES.
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McCallion et al., 1999

Quantitative design: 

2 (intervention conditions) x 2 (skilled nursing homes) x 4 (assessments) nested partial crossover control group design. 


	Intervention

Nursing assistant communication skills program (NACSP)

Multiple implementation strategy: 

NACSP consisted of five 45-minutes group sessions and four 30-minutes individual conferences. Areas were: knowledge of dementia, verbal and nonverbal communication, memory aids, problem behaviours. The NACSP trainer visited each caregiver on each shift a month for three months after the intervention ended (follow up). 
	88 caregiver

(98% agreed to participate in the research)


	No significant differences on Knowledge of Alzheimer.

Increase of knowledge of management of problem behaviours (F = 5.35; p<.01) and how to manage agitated behaviours (F=6.51; p<.01) from baseline up to three months. 


	 NA
	NA
	Knowledge about the management of problem behaviour and knowledge about how to manage agitated behaviour were not sustained after six months.

The monthly visits by the trainer to continue implementation of the NACSP techniques may not be sufficient. 
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Nooren-Staal et al., 1995 

Quantitative design: quasi experimental design.
	Intervention

Validation

Multiple implementation strategy:

After the basic course (four meetings with focus on validation skills training and making a supervision care plan) for a part of the nurses, the intervention was implemented. The nurses had before followed a course person centred care.  
	N = 15 (exp) from in Total 26 interested nurses (57.7%); N = 14 (co)


	The corrected means on all subscales showed some positive changes for the exposed group at T1, only sign increase on the subscales approaching techniques (p=0.000) and dealing with behaviour problems (p=0.046). At T2 are these differences even smaller (no significance).

No differences on knowledge from the life history and reporting. 
	NA
	NA
	NA
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Parks et al., 2005 

Quantitative design: pre- en posttest design.
	Intervention 

Educational program (dignity in dementia)

Simple implementation strategy: 

Education-program, dignity in dementia, existing of five in-service and take home modules given over an eight-week period.  Each in-service was offered at 2:30 pm, the change in shift time and offered twice to increase participation. 
	N= 32 ancillary staff inclusive Carers, soc. workers, recreational therapists en food service workers. 

N = 29 on pre- and post-test.


	Significant change in overall knowledge (p=.03), sign change in  knowledge about dementia as a terminal disease (p=.006) 

Sign change in attitude scores (p=.0003).


	Only 55% of the staff (from 32) attended three or more of the in-services.
	NA
	N=17 (of 29) completed the one year follow up. 

Change in 

knowledge was maintained (not sign p=.33), 

Attitude is decreased in comparison with post-test (p=.83).
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Pellfolk  et al., 2010 

Quantitative design: cluster-randomized controlled trial.
	Intervention

Restraint minimization program

Simple implementation strategy:

Education program during six months (dementia; delirium in old people; falls and fall prevention; use of physical restraints; caring for people with dementia; complications in dementia). Form: 30 minutes videotaped lectures and group discussions. 

Each unit was responsible for making arrangements for staff to watch the lectures and for group discussions afterwards if desired.
	N = 184 (exp) and N = 162 (co) at baseline; six months follow up 

N = 156 exp and N = 133 (co)

Incl. NA

Excl. NA 


	Increased knowledge in exp group  (p<.001); 

Attitudes in exp group had changed (becoming less prone to use physical restraints) p<.001); knowledge regarding legislation and regulating the use of restraints had not increased. 

The subjective knowledge in the control group also increased. 


	Staff saw a median of five (interquartile range 3-6) lectures; 83.2% of the staff in the intervention group watched the lecture about physical restraint, whereas attendance at the other lecture ranged from 73.0% to 96.4%.


	NA
	NA

	27

Perry et al., 2005 

Mixed method design: descriptive study guided by qualitative approaches to conversational analysis. 


	Intervention

Communication training

Simple implementation strategy:

Ten, weekly, group sessions, during 30-50 min. All sessions were taped and analysed in two taxonomies, 1. Nurse conversational strategies & 2. Taxonomy of patient responses. 


	Some group leaders, but not known how much. 
	Nurses used the next taxonomies: 

Clarifying, exploring, moderating, validating, rescuing, discourse markers, connecting, assisting. The group leaders directed their efforts to other strategies that would help keep the residents communication afloat and engaged in the conversation, like: moderating, discourse markers and exploring strategies. 
	NA
	The use of socialization groups to enrich conversation with institutionalized individuals with dementia is a cost-effective way of enhancing their quality of life. 
	NA
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Peterson et al.,  2002

Quantitative design: pre test-post test design, with a longitudinal component in which participants acted as their own baseline.

 
	Intervention

Basic Care I

Simple implementation strategy:

Training from six hour class, focused on practical techniques: physiology of dementia, common behaviours exhibited dementia patients, and how to cope with behaviours as wandering, confusion, communication difficulties and performing ADL’s. 

Forms: lecture, video, role play, sensitization exercises, discussions. 

Taught by professional educators with CNA of RN experience. 
	N = 173 (pre and post-test) 

Longitudinal data from 83 individuals (48% response rate)

Final sample: 

N = 72
	76,4% showed improvement on dementia knowledge scores (sign van pretest to posttest1 p=.000; sign van pretest to posttest2 p=.000).

No significance scores from T1-T2. 18.1% demonstrated no change in score, and 5.5% dropped in score. 

Prior education affected the test scores positively for all participants, except caregivers with the most prior education. 


	NA 
	NA


	NA
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Ripich et al., 1995 

Quantitative design: pre- and posttest design. 
	Intervention 

Focused program

Multiple implementation strategy:

Face-to-face, orientation, continuity, unsticking, structure, exchanges, direct.

Training: 6 weekly sessions of two hour. Brief lectures, role-play, discussion, videotaped vignettes, guide, and focused cards. Training participation by: 

-individual flyer

-carers who were working in the AD unit were given priority

-balance in selected participants, so adequate staff remained on the unit

-individuals were personally contacted before class

-importance of attending each class

-discussion of homework

-faculty made during the week contact with participants

- reception at the end

-buttons with I am FOCUSED
	N = 17
	Knowledge module 1 – 5 (total)

Total Mean pre-test=60.5; Mean post-test = 79.3, change = +18.8. Significant gains in module 5 and 6 (p<0.001).

Attitude:

Results indicate generally improvement in attitude towards AD patients. Sign changes (p<0.001) were shown on regarding communication satisfaction with AD patients. Carers reported a greater feeling of control during conversations with AD patients, contrasted with the frustration and inability to communicate they had felt previous to the training. The new enthusiasm of the carers was noted by a number of their supervisors. 
	NA
	NA
	NA

	30 Speziale et al., 2009 

Quantitative design: pre-and posttest design.


	Intervention

Gentle Persuasive Approaches curriculum (GPA) = person centred care

Simple implementation strategy: 

7.5 hour training during three months. Four modules:

Person centred care, impact of dementia on the brain, interpersonal environmental and communication strategies, and overview of body containment principles.
	N=99 (71% of the full-time geriatric program staff and 56% of the nursing staff) 


	Improvement of staffs response to challenging behaviours (change -10.3%), understanding how brain changes impact behaviour (change -4.1%), and learning strategies to respond to challenging behaviour (change -8,4%).

Use of specific body containments techniques in daily practice appeared to be only mildly helpful (change -51%). 

Training did not impact occupational injury rates.   

Qualitative comments revealed that a greater understanding of the presenting features of dementia and use of distraction techniques were useful in day-to-day care with patients.
	NA
	60% of participants have used GPA actively in case-based review, team conferences and patient safety reports. 70% said that GPA was most useful with patients who are verbally and physically responsive.
	 NA

	31 Stevens  et al., 1998 

Quantitative design: pre test and post test design with follow up
	Intervention

Behaviour skills training

Multiple implementation strategy: Behavioural skills training = five hour in-service and subsequent on- the-job- training immediately after the training. 

Purpose: knowledge and skills to be used for behaviour management. Training was in working time. 

The carers used a formal staff management system (FSM), which includes: carers self monitoring, supervisory monitoring, supervisory performance feedback and praise, incentives for carers who achieve task criteria. 
	N = 18 (from 2 nursing home units) 

Incl.

All carers from day and evening shifts participate in the training. Also registered nurses and licensed practical nurses. 

Excl. NA  


	15 of 18 (83%) reached criterion (80% of above accuracy score on the BMSC) by the end of the third week of on the job training. 

The results from the LPN’s evaluations of carers suggest frequent and accurate use of behaviour management skills. (Mean performance of carers reached 80% accuracy during the second week of on-the-job -training). 

The rate of announcing care activities showed a sign increase immediately after the on-the-job- training on both FSM (p<.009) and CSM (p<.005) units. 

Carers use of positive statements increased at both units (FSM p<.005; CSM p<.01). 
	18 carers received the training and the 3 weeks on-the-job- training. 

Compliance rates in completing the assigned checklists have been extremely high to date. (1 had a 100% completion rate, the other a 98%). 
	Implementation was facilitated by a strong and public commitment from the nursing home’s administrator and director of nursing. 

Two critical components of the FsM system are supervision and self-monitoring. 

The completion of carers self-monitoring checklists is an important process variable. Carers from the FSM unit achieved criterion performance (80%) within 1 week of initiating of on the job training. 

Costs are: in-service workshops and on the job training. The development of the curriculum contributed the greatest cost to the system. 
	The completion rate from self monitoring checklists (80%) remained at of above the 80% for the following nine months. 

The three follow up assessments at 26, 38, 46 wk post intervention show sign increase to announce activities (p<.01, p<.03, <.05)

Use of positive statements at FSM increased during the year follow up until 45 wk (p<.03)

At CSM is decreased at wk 22 follow-up, but increased again after remedial training and implementation of FSM procedures. (p<.001)
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Sung, Huei-Chuan et al., 2008 

Quantitative design: one-group pre-posttest design.
	Intervention

Individualized music protocol

Multiple implementation strategy:

Interactive education (two hours) which focused on the use of the protocol and skills in implementing the intervention, reminders, a local opinion leader and audit at baseline and at week four.  During four weeks the nurses had to apply the intervention: 

During 30 minutes, twice a week.
	N = 17 nursing

staff

Incl: fulltime certified nurses and nurse aides who worked more than three months in the facility and with residents with dementia. 


	Improvement in knowledge (p<.001) compared with that at baseline, improvement was greater among nurse aides p<.005. 
	NA
	Adherence to the protocol improved from 0 to 72.35% at post-test.  Nurses (80%) had a higher mean level of adherence to the music protocol than the nurse aides (63.75%)


	NA
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Thomson and Burke, 2008

Quantitative design: pre – and post test design. 


	Intervention

Training program about ageing process and experiences of the elderly.
Simple implementation strategy:

Training program of 3,5 hour consisting of an introduction, a simulation game about ‘into aging’ with a debriefing session and an overview of normal aging. 
	N = 70 (from in total 99;  (36 dropped out) (34%)

Pretest: 

N = 70

Posttest: N = 34

Incl.: All full time, part time and casual nursing assistants at the time of data collection, 
	No significant difference between groups on knowledge.

Converting the scores into percentages correct, the caregivers in the pre test group averaged 57% correct while the post test group averaged 60% correct. 

Attitudes toward old people remained significant (z=-2.21, p<.05) at post test. 
	NA
	NA
	NA
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Van der Kooij et al., 2012

Quantitative design: Randomized Clinical Trial.


	Intervention: 

Emotion oriented care  IEOC

Multiple implementation strategy:

Same as described in number thirteen.
	N = 124 

Unknown how many nursing homes, wards or professionals were approached. 

Incl.crit: NA

Excl.crit: NA


	Carers in the exp.gr. scored significant higher on two subscales, namely ‘expertise scale’ (F(1.91)=11.47, p=.001, d=0.8) and on the knowledge of the resident (F(1,91)=743, p=.008, d=0.7). 

Attitude in the exp. gr. was more empathic. This was clearest among people who had been trained as coach-consultant. 


	NA

 
	Scores on working with a care plan and reporting did not differ significantly. (F(1,91) = 1.23, p=0.27, d=0.2 and F(1,91)=0.15, p=0.70, d=0.1 respectively)  

On group level no differences in quality of usual care at the final measurement. Improvement was seen with life history taking in the exp. gr., whereas the co. gr. showed no differences. 

Time: only a difference in the co. gr. in individual patient care on the t-test (t=1.91, df = 14, p<.05).  
	NA
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Van der Steen et al., 2011

Quantitative design: implementation study. 


	Intervention

Family information booklet

Simple implementation strategy:

Booklet informs on the course of the dementia, expected complications, decision-making (e.g. antibiotics or feeding tubes), comfort care, dying and grief.


	Response rate was 70-76% per group. 

Italy: 

Nurse n=43

Physician n= 33

Ned:

Nurse n=38

Physician n= 30

England: 

Physician n=24 


	NA
	Practitioners anticipated that the booklet would be useful for most families (96-100%).

Country (Ned vs. Italy (+4.2, CI+0.2, +8.2) and profession (nurses versus physician, (+4.5, CI+1.8, +7.3) were independently associated with better acceptability. (Dutch nurses had sign (p<0.05) higher acceptability than Dutch physicians).  Usefulness was perceived as better by Italian respondents and nurses, but only in analyses unadjusted for the higher educational needs of the respondents.  

Most respondents favoured physicians (81-100%) and nurses (54-86%) to provide the booklet.

Quality of the information was rated high, Dutch most mark, mean of 4.3 (SD =0.5), Italian mean 4.0 (SD=0.8), English mean 4.0 (SD=0.8), p=0.03
	Evaluation of the Dutch translation was similar to the English version. 


	Between 90 and 94% of practitioners intended to provide the translated booklet to families in the next three months. 

Availability via brochure or internet was a preferred option to about half (44-57%) of respondents with no differences between groups. 
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Van Weert et al., 2005a

Quantitative design: quasi experimental pre- and posttest design. 
	Intervention

Snoezelen

Multiple implementation strategy:

In-house training included four weekly four-hour sessions and homework. Attention was paid to the residents’ life history, the attitude toward the residents and observations of the residents’ sensory preferences. 

Three in-house follow up meetings spread over total of fifteen months under guidance of the same trainer. Also there were two general meetings attended by three representatives of each nursing home to support the implementation at the organizational level. Using an individual snoezel care plan. 
	N= 129 Carers in pre-test, n= 127 in post-test. 

134 were selected to participate in the pre-test, five did not respond, 37 dropouts (19 in exp and 18 in control group)
	Significant treatment effect in favour of the exposed group for the subscales ‘lack of self confidence and uncertainty in care’ (change score = 2.46); p<.0001) and problems caused by ‘lack of time’ (change score = 2.82; p<.001)

Exp gr. showed significant positive change in the total score of perceived problems with specific behaviour of elderly persons with dementia (change =14.82; p<.001). (Depressive behaviour change score = 2.47, p<.001), loss of decorum (change score = 2.08; p<.05); restless behaviour (change score = 1.79; p<.05)) 

Change in job characteristics: having a voice (change = 2.54; p< .0001), autonomy (change = 1.57, not significant).  
	Compliance with training sessions was 92,5%.


	Investments in snoezelen equipment might vary from around € 200, - (only simple attributes) to € 25.000 (e.g. for a well equipped snoezelen room) or even more (e.g. for a snoezelen bathroom). An investment that certainly has to be made is in training in snoezelen, for all Carers, supervisors and other disciplines, such as activity therapists. Training costs have to estimate structurally to educate new team members.  


	NA
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Van Weert et al., 2005b

Quantitative design: quasi experimental pre- and posttest design.

 
	Intervention

Snoezelen

Multiple implementation strategy:

Same as described in number 36. 
	N = 59 Carers en six head nurses followed the training. All carers were included except Carers who worked only nightshifts, tempory staff and students.

Incl: employed at least for three months in the nursing home; employed at least twelve hours per week; working in rotation shifts. 

Carers: 37 from 117 dropped out and were replaced by 41 new Carers. 
	Nonverbal: 

Sign treatment effect eye contact (duration) (X2 = 30.39; p<.001) affective touch (X2=23.20; p<.001) and number of smiles (X2 10.90; p<.001). 

Total length of morning care with trained carers increased significantly. 


Verbal: 

Significant effect on: pos affective communication (X2=14.31; p<.001), positive instrumental communication (X2=15.62; p<.001). Neg affective behaviour (X2=6.02; p <.05) and neg. instrumental behaviour (X2=7.05; p<.01) decreased for the exposed group. Total verbal utterances by Carers increased (X2=16.79; p<.001). 

 
	NA


	NA


	NA
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Van Weert et al., 2006 

Quantitative design: quasi experimental pre- and posttest design.


	Intervention

Snoezelen

Multiple implementation strategy:

Same as described in number 36.
	Pre-test: n= 61 exp/n = 63 co

Post-test: n= 64 exp/ n = 62 co

Incl.: all nursing staff from all shifts were recruited

Excl.: tempory staff, students and carers only working at night


	Significant treatment effects after eighteen months were obtained for all the PPW (X2= 27.91 p<.001) and for the total score MSP items (X2 = 16.39, p<.001).  Effect size PPW = 0.66; MSP = 0.52.

Estimated mean number of explicitly offered sensory stimuli increased in the exp group from 0.67 to 3.22 at post-test (change -2.55, P<.001) 


	NA 
	NA 
	At month 21, carers in the exposed group appeared to take structural, individual precautions before starting morning care in half of the cases (n = 32), usually as part of the snoezel care plan.
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Verkaik  et al., 2011

Mixed method design: multiple case study.


	Intervention

Nursing guideline on depression in dementia. 

Multiple implementation strategy:

Introducing a guideline for depression. This was done by: 

- printed educational material; 

- interactive team training consisting of two training sessions and one follow-up session; 

- setting up a promotion group. Use of individual positive and negative activity plan. 


	N = 98 (from the 109 invited nurses) participated. (90%) 

Incl.:  min 20 h a week working.

Excl.: NA 


	NA


	Ward one, two and three had a successful introduction of the guideline. Ward four, five, six and seven were moderately successful, ward eight and nine were unsuccessful wards. 
	Inhibiting factors:

Level: nursing home management:  

- reorganizations or other innovations at the time of the guideline introduction; - top-down introduction of the guideline; 

Level two: nursing team: 

-team manager does not recognize relevance of guideline introduction; 

- high staff turnover; 

- shortage of certified personnel; 

- not sharing an emotion-oriented care vision; 

- the view that depressed residents should not have more privileges than a non-depressed resident; 

- the expectation that the guideline and training would bring instant solutions. 

Facilitating factors: 

Level two: nursing team: 

- presence of an opinion leader; 

- having a reporting system that the guideline fits into.  

Level three, Carers: 

The view that a resident had the right to be depressed; employment: small contracts and alternating shifts.

Warm and creative personality; sharing interests with resident.

Level one, residents: 

Reduction of depression rate. 
	NA 
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Visser et al., 2008 

Quantitative design: pre test -post test, with follow-up.
	Intervention

Staff education and peer support

Multiple implementation strategy: 

eight-week behaviourally based training program (twice a week 1-1.5 hour, during eight weeks) And one facility participated in the peer group. 

During program staff members developed individual care plans.

Peer support started in sessions of 30 minutes after the education program.
	N = 52 (completed pre- and post-measures). 

Education only: 

N = 10

Dropouts: 50%

Education & peer support: N = 17 

Dropouts: 15%

Control group: 

N = 25 Dropouts: 14%


	There was a change in staff member’s attitudes about working with people with dementia, but not as a result from the intervention. 

Skills and knowledge scores increased significant (p<.01) only in the education + peer support group at post intervention and at each follow-up.


	Only a minority of the staff attended the educational program. 
	The environment made it difficult to implement the new learned intervention. 
	Only increased skills and knowledge from the staff at follow up in the education + peer support group. This was maintained for six months.
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Williams et al., 2003 

Quantitative design: Pre- and post-test design.
	Intervention

Communication training

Simple implementation strategy: 

Three one hour communication training classes. Teaching strategies: limited lectures, group discussions, role play and videotaped staff-resident interactions and samples of their own conversation to evaluate their own communication.
	N = 20 
	Sign effect of the training skills (p<.001); 

Carers used less diminutives (p<.001);

Only speech rate showed no effect of training (p=.12); 

Ratings of emotional tone (care, respect, control) revealed a sign effect (p=.001); Post training conversations were more respectful (p=.04) and less controlling (p=.000); the caring dimensions did not vary between the pre and post samples (p=.88).   
	NA
	NA
	NA




NA = not applicable. 
Table 3b

Provided information on the implementation of the included qualitative studies ordered by the dimensions of the RE-AIM framework (comprehensive table)

	Article
	Intervention and implementation strategy
	Reach 

 
	Effectiveness 

 
	Adoption 


	Implementation 


	Maintenance 
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Cohen-Mansfield et al.,  2012 

Qualitative design: descriptive study


	Intervention

Nonpharmacological intervention (NPI)

Simple implementation strategy: 

Personalized interventions were developed using the Treatment Routes for Exploring Agitation decision tree protocol which was the basis for the individual care plan. 
	NA
	 NA
	NA


	Staff related barriers: 

24% reported that the physician said that the resident had no pain. 

10% reported general staff refusal or interpretation. 

Environmental barriers did occur but were rare. 

System process barriers were reported for 34.8% of the participants. 

Family related barriers:

17% of the participants reported this.

Resident barriers: 

Explicit and passive refusal occurred for more than half of the participants (for 12.7% and 6.9% of the sessions respectively).

Unwillingness to participate occurred for 84.3% of residents, accounting for 21.6% of residents.
	NA
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De Lange, 2004 

Qualitative design within a randomized clinical trail. 
	Intervention

Emotion oriented care

Multiple implementation strategy:

Nine month training in use of integrated care and use of individual care plan, under responsibility of a project leader (the same as no 13).


	N = 38 of 49 (29 exp, 20 co)

11 drop outs. 

Incl.: min contract with 25 hour a week  

Excl.: NA
	Three carers changed their  attitudes from category III (task oriented) to 2.2 (warm, non-verbal and lovely) or 1 (person oriented); From  the 5 carers at T0 in category IV (standoffish) changed 1 to category III (task oriented) and 1 stayed in category IV (standoffish). The other three carers moved from the ward. At the control ward were fewer changes observed.  

On the exp wards was more attention for expressing feelings, promoting positive feelings, enjoy and providing safety. 

At exp wards carers had more attention for needs of the residents.  No changes were observed on responding at resistance during care activities. 

At exp wards was a greater sense of belonging. 

No difference between exp and control wards in promoting friendships, stimulation considerateness and regulation social interactions. 

Important attitude change was: 

-use of the own personality of the carers (carers in category III)

-being sensitive for needs, wishes and behaviour of the residents (carers in category I)
	Person centred care group sessions were held at three of the four exp wards. Used skills focused at: 

support and maintain emotional balance; developing and maintaining social relationships; dealing with the nursing home environment. 

Person centred care is not to teach to anyone.  
	The most person centred care skills were observed by the consultants during the group-sessions. 

In some cares which had followed the advanced course were also changes observed. Nearly no changes were seen in cares who just had done the basis course.

Barriers: 

During and after the implementation of the intervention were more organizational changes and staff turnover noticed. 

Negative influences are:  

-change in administrator

- failure of trained caregivers by illness, maternity leave, transfer or dismissal;
- not trained new caregivers;

-many (untrained) temps.
Facilitators:

-On one ward a consultant could use all her time for the implementation of the project. This seemed to be very positively

-enthusiastic administrator

-consultants with enough time for the implementation

-experienced carers 

-small teams

-positive responses of the residents. 
	NA
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Emilsson,  2006 

Qualitative design using super-vision. 


	Intervention Supervision as pedagogy method

Multiple implementation strategy:

Pedagogic construction followed this pattern: Interviews - participant observation - supervision meetings - interviews - participant observations. 

There were three group supervisions.
	N = 21 (15 carers and 6 managers)


	Group I: regarded themselves as ‘qualified and skilled’. ‘I didn’t learn anything new in the supervision’. 

Group II: regarded themselves as ‘qualified with more to learn’. They asked for lectures about dementia and medication. They presented complicated situations from their work, the supervision group provided the basis for reflection and analysis (parallel processes). 

Group managers: perceived themselves as having a complicated work situation, but felt they were qualified enough to solve the problems. Two opinions in the group ‘qualified and skilled’ and ‘qualified with more to learn’. This was complicated in the supervision; there was a lack of confidence. 

No differences were found concerning behaviour in any of the group-homes, neither before nor after the supervision. The staff spent a lot of time together with each other, either doing their practical duties of talking, while the residents sat together in the living room. 
	Group 1 participated in the supervision with low frequency and low degree of activity. They did not like the idea of supervision and had not asked for it. 

Group II: al caregivers were present at nearly all supervision sessions. They were satisfied with the supervision and wanted it to be continued. 

Group managers: one of the managers left the supervision group halfway, with lack of time as explanation. The supervision carried out as ‘problem-oriented’ rather than ‘process-oriented’.  Three of them were satisfied, three of them not (supervision is needed for carers, not for themselves). 
	Group I: reasons for difficulties in the work were because of the bad organisation, with defective information, constant lack of resources and incompetent managers incapable of guiding and understanding. 

The carers from group I were not able to put the new knowledge into practice, and in that sense the process-oriented model must be considered less useful for training and support. 

The carers explained this as they needed more time. 

Group II: they think that leadership is weak, but they had a different attitude towards the problem. ‘we can’t change the managers, but we can develop ourselves’
	NA
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Froggatt,  2000 

Qualitative design.


	Intervention

Palliative care

Simple implementation strategy:

Palliative care courses were offered for all levels of staff and 54 NH participated in the project. Registered nurses attended a twelve-day course for one day a week: healthcare ass attended for seven days, ancillary staff including domestic and catering staff, hairdressers, administrators and recreational coordinators took part in a 1 day course.   
	Four participating nursing homes from in total 54 nursing homes

N = 43 interviews with 20 registered nurses, 15 healthcare assistances and six ancillary staff. 

Response rate: 72% for participating NH’s, 68% for the non-participating NH’s
	Staff gained a greater understanding and knowledge of residents needs in several areas. 

New knowledge of pain control. 

Communication changed, more time to be with the residents and listen to the residents. To deal with difficult issues arising from the death of residents increased. 

Staff developed a greater awareness of relatives and friends. 

Course members shared knowledge with other colleagues. 

Increased sense of teamwork. 

The impact of ancillary staff was more limited because the course was only for one day, but they gained a greater awareness of issues around death and dying 


	Second nursing home: less caregivers attended the course, and of those soon after the course, three left the nursing home, leaving the remaining members of staff isolated. 
	Staff used a softer, more patient-centred approach.

Institutional impact: 

The institutional practices of nursing homes were less obviously influenced by the project. The organizational approach to the care of residents didn’t sufficiently changed by the project. 

2 case studies/NH’s:

-NH with structures and systems such as Investor in People standard, which facilitated staff development and had a culture where caregivers were supported in their working roles.

Evidence of changes could be seen in two ways: 1. The assessment documentation was revised in order to explicitly identify information concerning residents’ wishes regarding dying. 2. Leaflet to give to bereaved relatives following the death of a resident was also developed. 

Second NH: 

Shortage of staff to take on the mentor’s role. Although individual staff members could articulate what they had learned, there was no evidence of any organizational changes in this NH that were directly attributable to the project. 
	NA
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Design: qualitative with purpose sampling and a focus-group method-logy.


	Intervention:

Restorative care philosophy

Simple implementation strategy:

Focus group meetings. The study findings were used to revise Restorative philosophy of care for the cognitively impaired intervention.

Focus on: 

1.knowing what makes them tick and move

2.teamwork & utilizing resources

3.barriers to restorative care. 


	N = 7 (geriatric nurses, 50%) from 14 that met eligibility (in total 25 carers worked in the nursing home).

Incl.: 

-worked in the NH for >20h a week for at least 6 months; 

-worked for day and evening shifts;

-were able to speak and understand English.
	Ad1: 53 relevant codes (51% of the total)

-knowing the residents past (28%)

-humour/play (11%)

-verbal cues (9%)

-repetition (8%)

-patience (5.5%)

-‘becoming them’ (5.5%)

-music (5.5%)

-‘let them do their own thing (5.5%)

-communicating ‘face on’ (4%)

-giving ‘love and attention (4%)

-dance (4%)

-anticipate challenges (4%)

-distraction (4%)

-writing it down (4%)
	 NA
	 Ad2. Teamwork and resources, which accounted for 35% of all codes: 

-working as a team (24%)

-assistive devices (16%)

-favourite foods (16%)

-flexible scheduling (14%)

-use of pets (11%)

-availability of staff (11%)

-pleasing fragrances (5%)

-visual contrasts (3%)

-availability of staff

Ad.3 Barriers to restorative care: 15 codes which accounted for 14% of all codes: 

-anxiety and agitation (48%)

-fear of injury (13%)

-medication (13%)

-family expectations (13%)

-communication breakdown among staff (13%)
	NA
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Qualitative design.


	Intervention

Caregiver singing

Simple implementation strategy:

Use of the resident assessment instrument. 

Music played on a CD during morning care in 2e condition, in third condition the caregiver sang to or with the resident
	N = 5 


	During the background music and singing condition, the verbal communication and interpersonal interactions seemed paradoxical by comparison to the control condition: it appeared that the verbal communication had decreased, yet the participants understanding seemed to increase. This was especially obvious in the singing condition. 

Another impression was that there were similarities in the communication patterns of all pat-caregiver dyads. With background music the resident seemed to communicate increased understanding which leads to an enhanced cooperation in the performance of the caring activities. With caregiver singing a wider and deepened degree of mutuality was seen in the interaction between pat and caregiver. Cooperation seemed to occur in the wordless fashion as the resident and carer joined together in a type of musical mutuality.
	NA
	NA
	NA
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Hansebo and Kihlgre,  2000 

Qualitative design.


	Intervention

Patient life stories

Multiple implementation strategy: 

Ward organization and one-day training in the use of RAI/MDS which can be used for individualised nursing care. Role of the instrument in the nursing process was discussed. Supervision for two hour once a month during the intervention year. Supervision about needs, problems, focuses on patients remaining abilities and resources.
	N = 30 (from three nursing home wards)


	Most carers gave a fuller, more detailed account of their patients after the intervention. 

Themes that carers talked about were fam. situations, current functional situation, the patient as a person and psycho-soc wellbeing. The perspective was changed from a focus on single facts about a patient to a greater emphasis on the person as a unique individual with resources and abilities.

Also could be seen that carers explicitly expressed an awareness of the importance of their own professional approach. 

A few carers said they could not see that knowing the patient would have a favourable effect on the quality of the care.
	NA


	Ward organisation was changed so that consistency and continuity in the nursing care could be achieved, from the point of view of who provided the care and of what activities the care was made up of. After the intervention carers saw the advantages of working in caring teams, which helped to increase the patients’ safety and feelings of trust. 
	NA
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Kellett et al., 2010

Qualitative design: qualitative descriptive approach.


	Intervention

Family Biography Workshop (FBW) 

Multiple implementation strategy:

A series of six weekly two hour sessions, involved families and staff completing a set of exercises designed to help them build a biography of the life of the person with dementia (for individual care plan). The researcher was responsible for the implementation. 


	The FBW involved seven family carers and their relatives in care: 

N = 7
	-Knowledge of the life story opened opportunities to connect with residents and reminiscence about events in their lives. 

-Knowledge also assisted staff to manage difficult care situations. 

-Knowledge enhanced staff’s appreciation and respect of the person with dementia as a person in a family context. 

-More knowledge empowered they felt to provide relationship-centred care rather than task-oriented care. 

-Change of attitude in how staff approached resident and family.
	NA
	-Staff who were not participants of the project, but who became interested in biographies, were observed sitting, talking and sharing stories with resident. 

-Staff stated that some families are not ready to develop biographies until they come to terms with the considerable changes in the lives of the person with dementia and to family. 

-Admission time is associated with multiple forms filling and collection of information. 


	NA

	50

Kemeny et al., 2004 

Qualitative design.
	Intervention

Person-centred care

Simple implementation strategy: 

Person centred care curriculum: 

Knowledge of dementia and a person-centred view of care

Communication skills

Skills for individualizing care

Knowledge of and skills for responding to need-driven behaviours

Skills related to being part of a caring organization.
	 NA


	Carers, nurses and administrative staff agreed that carers continued to use person-centred care skills two months after the intervention. 

Carers found they had improved their communication and relationship with residents. 

Carers are more aware of their behaviour.

Carers self monitored their work and were positive about their own behaviour change: 

-Initiating contact

-Talking with residents

-Promoting independence

-Initiating activities

-Responding to need-driven behaviours

-Using unique information about residents. 

Carers did not involve family members in care. 

Carers were concerned about time limitations with 'promoting independence' and 'encouraging individual activities'. 
	NA
	Nurses gained some key skills in mentoring but did not change in other important areas. Because, nurses cited time constraints and their own fear of intimidating the carers as the reason. They also found the tools intended to be implemented for mentoring cumbersome and difficult to use. 
	The use of focus groups not only exposes areas in which training is sustained or not sustained, but also creates a non-threatening environment for staff to share their perceptions of the barriers to behaviour change needed to sustain the intervention over time.
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Kontos et al., 2010 

Qualitative design: exploratory, in-depth methodological nature of a multi-method trial. 


	Intervention
Person-centred care using drama

Simple implementation strategy:

Twelve-week drama-based educational intervention. Two hours a week, with each session offered twice to accommodate staff availability. Dialogue, critical reflection, role-play, DVD presentations of dramatized vignettes were used as educational modalities. 
	N = 24 practitioners in 2 nursing homes in Canada. (A, n=12; B, n=12) 

Incl. All full and part-time carers were eligible. Only the practitioners with care for a resident with high agitation at baseline were included. 


	In both settings respondents reflected on their new insight that behaviour is not always symptomatic of dementia and the importance of deciphering the meaning of resident’s behaviour facilitates tailoring care activities to accommodate resident’s strengths and interests. 

They also reflected on how their own approach to care interactions influenced the residents. For example: rushing can cause agitation. 

Slowing down actually saves time. Patience specifically was identified as a significant outcome of the realization that rushing signals and an uncaring attitude, and can cause agitation and resistance to care. 
	NA
	Both nursing homes have strong administrator support.

The power of the video as a pedagogical tool is evidenced.

The role-play scenarios were identified as a significant impetus for insight into the experience of the residents.  

Practitioners also gained from the simulation technique a heightened awareness of the importance of independence which for all of the residents was compromised by their impairments.
	NA
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McKeown  et al., 2010 

Qualitative design: multiple case studies within a constructivist approach.  


	Intervention

Life story work (LSW)

Multiple implementation strategy:

The researcher, who was also a senior nurse, was responsible for the implementation of the life story books. One case chooses for a pen picture in stead of a life story book. An individual and practice approach was taken for the implementation: purpose, level, learning, evidence use, creativity, methods and methodology (model from Manley et al. (2008). 


	Only carers who were willing to participate. Multi- professional staff who was working with the selected person was asked if they would participate. 
	From patient to person: Using LSW seemed to help staff to see the person with dementia beyond being a patient. Knowing more about the person highlighted the person beyond behaviours that the staff found challenging. 

Some staff appreciated the losses the person had encountered. 

Can you hear me? 

LSW appeared to provide opportunities for the voice of persons' with dementia to be heard. When this was expressed verbally, staff seemed to notice and respond; when the person communicated nonverbally, staff seemed less in tune with the person with dementia than the relatives. 
	Pride & enjoyment: 

Within this study, all care staff refers in some way to their enjoyment in participating in the process, as do family carers. 


	The used implementation model would allow opportunities for: facilitating and supervision throughout the process; development of the culture within the care practice; learning; contributing to evidence base; promoting creativity and ensuring the active involvement of persons with dementia, their family carers and care staff. 

From patient to person

The aggressive behaviour in his care plan still focussed on 'his aggression' and did not reflect his life story.  
	NA
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Schrijnemaekers et al., 2002 

Design: qualitative study. 


	Intervention

Emotion oriented care (EOC)

Simple implementation strategy:

Two identical clinical lessons, a six day training program during four months, and three supervision meetings during also four months. 

On average, eight caregivers per home attended the full training, and were key figures in daily care; they had to spread out the EOC on the ward and later on the home. 


	N = 300


	Staff reported some changes at the daycare units, and almost no changes for the 24-hour wards. The changes observed were related to the attitude towards residents, reporting and to the co-operation between the wards and the day-care unit. 

Caregivers: training was confirmation of previous care practice, some felt more alert, conscious, confident, calm and patient. And some reported better cooperation.


	Staff had high expectations of EOC, to effort changes in the care approach; they used EOC as a management tool. 

Caregivers had lower and varying expectations.

To less caregiver attended the training.
	Care plans: no clear differences in content and style between intervention & control homes. 

Interviewers had different expectations of EOC, depending on their disciplinary background.  

Every interviewee said that it was difficult and that there were many organizational obstacles to have a successful implementation. 

Implementation: 

Staff: lack of central management and co-operation, had expected that more caregivers should have attended the training. 

Caregivers: too many changes and innovations had to be implemented at the same time. Lack of personnel and time. 
	NA
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Van Weert et al., 2004

Qualitative design within a randomised pre- and posttest controlgroup design.


	Intervention

Snoezelen

Multiple implementation strategy:

Same as described in number 36.  


	N = 80


	Attitude towards residents had changed. Caregivers had mentioned a switch from task-oriented to resident-oriented care as the most important change at individual level. 

Caregivers reported a change in the planning of the day, mainly in the ‘use of the clock’. They ignored the clock, which had a positive effect for both the residents and the caregivers. Caregivers were still able to get the work done.
	Compliance with the training sessions was 92,5%.


	Four wards invested in snoezel equipment and the caregivers started to use the materials. They also started to apply snoezel activities during the day. 

Two wards restricted themselves to the resident-oriented approach, which they only applied during daily care periods (morning care, meals evening care). 

In some wards caregivers noticed that the use of medication diminished. 

n=35 (53%) assessed the training program very positively, but expected obstacles with the implementation:  Workload/lack of time (15x), shortage of staff (11x), lack of money of materials (9x), lack of support of the central management (8x), lack of room or other facilities (5x) and resistance of fam. members (4x). 

Other innovative projects simultaneously.

To high expectations.

Dissatisfaction with team members. 

It was not easy to achieve or to adhere a new working style.

Facilitating factors:

Follow-up meetings.

Individual coaching and feedback. 

Use of snoezelplans.

Increase in both formal and informal reciprocal consultation, was seen as a tool to maintain and further improve the changes in procedures. 

Use of study groups.

Making organisational adaptations supported the implementation. 

Residents’ positive response to snoezel activities. 
	Facilitating interventions to continue the implemented changes: four wards completed a long term implementation plan. 
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