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Abstract
Objective: To determine the feasibility of recruitment and retention of healthy older adults and the 
effectiveness of an intervention designed to manage age-related executive changes.
Design: A pilot randomized controlled trial.
Setting: Research centre and participants’ homes.
Participants: Nineteen healthy, community dwelling older adults with complaints of cognitive difficulties 
and everyday problems, but no evidence of mild cognitive impairment, dementia or depression on 
objective testing.
Interventions: Seventeen hours of group and individual training. Participants in the experimental arm received 
education about self-management, successful aging and an occupation-based meta-cognitive strategy-training 
program. Participants in the control arm received education about brain health and participated in cognitively 
stimulating exercises.
Main measures: Changes on untrained, everyday life goals were identified using the Canadian 
Occupational Performance Measure. Generalization of benefits was measured using the Stanford Chronic 
Disease Questionnaire, general self-efficacy and changes in executive function (Delis-Kaplan Executive 
Function System Tower Test, Word Fluency and Trail-Making Test).
Results: 20% (19/96) of healthy older adults approached were eligible, consented and were enrolled in the 
study, 90% (17/19) were retained to three-month follow-up. Participants in the experimental arm reported 
significantly more improvement on untrained goals (11/22 compared with 9/46, χ2=4.92, p<0.05), maintenance 
of physical activity (p<0.05) and better preparation for doctors’ visits (p<0.05) relative to the control group. 
There were no significant between group differences on objective measures of executive function.
Conclusions: These data support the feasibility of a larger trial where a sample of 72 (36 participants in 
each arm) would be required to confirm or refute these findings.
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Introduction

Maintenance of independent function while aging is 
a primary focus of older adults, the healthcare system 
and researchers. Age-related executive decline con-
tributes to loss of independent function via its asso-
ciation with falls,1 poor driving performance2 and 
impaired ability to perform instrumental activities of 
daily living.3 Indeed, the frontal lobes and their neu-
ral connections, known to be responsible for execu-
tive functions such as goal formation, planning and 
self-monitoring, are highly susceptible to the aging 
process.4 This relationship between executive func-
tion and everyday problems leads to the following 
question: Can we maintain executive function while 
people age and thus enhance their abilities to live 
healthy and independent lives in their homes?

Several controlled trials with healthy older adults 
suggest that meta-cognitive strategy training, a 
practice standard for managing executive dysfunc-
tion in adults with acquired brain injury, may be 
beneficial. Positive benefits have been reported on 
simulated real-life tasks, self-reported executive 
functioning and on instrumental activities of daily 
living although for this latter finding, differences 
were not seen until the five-year follow-up.5,6

We wanted to determine whether it was possible 
to realise comparable benefits on real-world, non-
simulated tasks immediately post-intervention. In 
addition, we wanted to determine whether partici-
pants could achieve, far transfer of training, that is 
whether the learning that occurred in the training 
could be applied in new contexts with the aim of 
allowing older adults to maintain their functional 
independence for longer periods time.7 Pilot research 
suggests that using an occupation-based, strategy 
training approach, the Cognitive Orientation to daily 
Occupational Performance,8 might accomplish our 
aims. In pilot studies with adults with traumatic brain 
injury, stroke and mild cognitive impairment we 
achieved far transfer of training effects with learn-
ing applied to novel, meaningful everyday life goals.9–11 
By definition, occupation-based training involves 

everyday activities that are meaningful to the indi-
vidual. Meta-cognitive strategy-training (MST) is an 
approach that involves training participants to solve 
problems and/or attain goals through the application 
of a specific step-by-step approach. These features 
are cornerstones of the Cognitive Orientation to 
daily Occupational Performance approach.

Before considering a Phase III trial, we sought to 
determine: (1) feasibility of recruiting and retaining 
healthy older participants; and (2) effectiveness of 
the intervention in producing far transfer of training 
effects (i.e. meaningful real-world change) relative 
to an active control.

Our specific hypotheses were that, relative to the 
control group, participants receiving the occupa-
tion-based strategy training would:

1.  exhibit significantly improved performance and 
improved satisfaction with performance on 
trained real-world activities identified by par-
ticipants as things they needed and/or wanted to 
do but were having difficulty with;

2. show far transfer of training effects as evidenced 
by significantly improved:

  (a)  performance, and satisfaction with perfor-
mance, on untrained real-world activities;

  (b)  general self-efficacy and everyday life 
health-related behaviours;

  (c)  performance on standardized measures 
of executive function where a conscious 
planning strategy might improve task 
performance.

Methods

This pilot, randomized controlled trial with blind 
assessors randomized eligible consenting partici-
pants in blocks of four to two parallel groups: the 
experimental intervention (occupation-based strat-
egy training) or the active control (education plus 
cognitively stimulating exercise). Randomization 
was performed using a random numbers table with 
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assignment generated by the statistician (MB). 
Following baseline testing, the Research Assistant 
registered the participant and then opened the enve-
lope with the next group assignment. Outcome 
measures were administered at baseline, postinter-
vention and three-month follow-up by an assessor 
blind to group status. Study activities took place at 
the Rotman Research Institute, Baycrest, Toronto, 
Canada (testing and group sessions) and in partici-
pants’ homes (individual sessions). The study was 
approved by the Baycrest Research Ethics Board 
and registered at clinicaltrials.gov (Identifier: 
NCT01163279). Participants were aware that they 
were being randomized to one of two protocols but 
were not aware which was the experimental or the 
active control arm of the study. All participants pro-
vided written informed consent.

Participants were recruited from a research sub-
ject pool and a community psycho-education 
program at Baycrest, a facility that provides a 
comprehensive system of care for aging patients, 
houses the Rotman Research Institute and is fully 
affiliated with the University of Toronto. All were 
community dwelling, healthy, older adults with sub-
jective cognitive complaints (as measured by the 
Cognitive Failures Questionnaire)12 who were flu-
ent in written and spoken English, and scored within 
the normal ranges on tests of depression,13 cognitive 
screening14,15 and on a battery of neuropsychologi-
cal tests of attention, memory and executive func-
tion. In addition, all participants were able to 
self-identify occupation-based problems with which 
they were having difficulty. Participants’ cognitive 
status was characterized using a series of standard-
ized neuropsychological assessments including 
Digit Span Forward to measure attention,16 Digit 
Span Backwards and Digit Symbol17 to measure 
working memory and the Wisconsin Card-Sorting 
Task18 to measure executive function.

Both the experimental and active control arms 
included three group sessions (eight hours total) and 
nine individual one-hour sessions, provided by a 
trained research assistant (YB) over an eight-week 
period. Protocols were manualized and participants 
received copies of the materials used at their 
group sessions and of the work done in individual 
sessions. Both study arms ran concurrently in two 

blocks starting in September 2010 (n=9) and 
February 2011 (n=10). Recruitment for each block 
took approximately eight weeks. All sessions were 
videotaped and two of the authors, experienced in 
the experimental approach (DD, AH), trained the 
trainer (YB) and monitored all sessions to ensure 
treatment fidelity. If a participant missed a group 
session, the material was covered in an individual 
session. Missed individual sessions were re-sched-
uled whenever possible.

The experimental arm included two hours of 
education on executive function and life-style fac-
tors that contribute to successful aging, with the 
remaining sessions focused on learning and practic-
ing the meta-cognitive strategy. Four key elements 
of the strategy training approach, an adaptation of 
the Cognitive Orientation to daily Occupational 
Performance,8 were incorporated such that partici-
pants: (1) learned and practiced a four-step strategy 
(Goal-Plan-Do-Check) to improve performance in 
everyday problems that had been identified as dif-
ficult; (2) developed their own plans to solve their 
self-identified problems through a process of guided 
discovery; (3) attempted plans they developed 
between sessions (e.g., if the problem was related to 
use of email and they devised a plan to ask for assis-
tance at a local library, they attempted to do this 
before the next session); (4) reviewed with the 
trainer their use of the strategy (Goal-Plan-Do-
Check) in other activities in their everyday life.

In the active control arm, approximately half of 
the 17 hours consisted of didactic education on 
brain structure and function, age-related cognitive 
changes and general brain health issues. These 
materials were adapted with permission from 
the Brain-Health Workshop control protocol.19 
Cognitively stimulating exercises such as cross-
word and Sudoku puzzles made up the remainder of 
the sessions. Participants were encouraged to 
review education materials and complete additional 
cognitive exercises between sessions.

The primary outcome measure was derived from 
the Canadian Occupational Performance Measure, a 
standardized semi-structure interview that allows par-
ticipants to identify problems in their everyday life, 
characterized as activities they need and/or want to 
do, but with which they are having difficulty.20 All 
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participants identified and scored four to six 
problems during the pre-intervention interview. In 
the experimental group, three of these problems pro-
vided the focus of the training and the remaining 
problems were not discussed (they remained 
untrained). In the active control arm, the problems 
identified in the interview were never discussed 
(they remained untrained). Each problem was scored 
on a performance and satisfaction with performance 
scale and participants provided their postinterven-
tion ratings without being reminded of their pre-
intervention ratings. A change of two points on these 
ratings is considered clinically significant. Thus, the 
primary outcome was the proportion of untrained 
everyday life problems improved by two or more 
points in the experimental group compared with the 
control group. The changes in pre- to postinterven-
tion ratings of the untrained problems were consid-
ered a measure of far transfer of the training effects 
as improvement suggests application of the strategy 
training applied in a new context.

Secondary outcome measures used to further 
assess far transfer of training effects included:

1. selected scales from the Stanford Patient Education 
Research Center21 to measure health-related 
behaviours;

2. the General Self-Efficacy Scale.22

3. the Delis-Kaplan Executive Function System 
(DKEFS) Tower Test and Verbal Fluency were 
used to detect hypothesized changes in execu-
tive function.23 The DKEFS Trail Making Test 
was included as a control test as changes in 
speed of processing in response to the experi-
mental intervention were not expected. The 
Tower Test was split into two forms by using 
alternate items.

Participants’ characteristics of the two groups were 
compared using t-tests for continuous variables and 
Fisher’s exact test for the categorical variable gen-
der. A count of problems improved (in trained and 
untrained sets) was done. Poisson regression was 
used to explore group differences in the number 
of improved untrained problems (on the perfor-
mance and satisfaction with performance scales) 
at posttraining and at three-month follow-up. The 

log-transformed number of identified untrained 
problems was included as an offset variable to 
accommodate differences in a number of untrained 
problems between the two groups. In the event of 
over-dispersion, the deviance scaling option was 
applied.

As per the CONSORT statement, we used intent-
to-treat analysis.24 In order to obtain convincing 
evidence that the experimental intervention was 
superior to the active control we used the worst 
score (zero) to impute missing values. Changes on 
the primary outcome were a count of the everyday 
life problems improved by two or more points with 
a proportional analysis conducted between the 
experimental and control groups.

Changes on secondary outcomes measures were 
analysed using 2 x 3 mixed model ANOVA with 
repeated measurements with group as a between-
subjects factor and test-time (baseline, postinter-
vention, three-month follow-up) as a within-subjects 
factor. Effect size is reported using partial eta-
squared (η2) as this statistic reflects the proportion 
of variance accounted for by the effect relative to 
the residual variance.25 All hypothesis tests were 
performed at an alpha-level of 5%.

Results

Figure 1 provides the CONSORT flow diagram 
and details for the screening, enrolment and deliv-
ery of the intervention. Of 96 healthy older adults 
contacted, more than 1/3 (n=36) confirmed they 
had some difficulties in everyday life and were 
screened for inclusion. Participant characteristics 
at baseline are shown in Table 1. There were no 
significant differences between groups on any 
characteristic.

Two participants in the experimental group 
dropped out, one after five and the other after 10 
hours of intervention creating a group difference in 
the hours of intervention received (p<0.01). The 
experimental group received an average of 13.16 
hours (SD=3.49, range 5–17). One of the partici-
pants who withdrew indicated s/he routinely identi-
fied problems and set goals, made plans and executed 
them, had attained the desired performance on the 



122 Clinical Rehabilitation 28(2)

Table 1. Participant characteristics.

Experimental (n=10) mean (±SD) Control (n=9) mean (±SD)

Age in years 74.10 (±8.77) 73.67 (±5.43)
Sex 1 M, 9 F 2 M, 7 F
Education in years completed 15.70 (±1.83) 16.28 (±1.64)
CES-D 5.90 (±4.53) 3.33 (±3.46)
MoCA 27.40 (±1.84) 28.00 (±1.12)
TICS 40.30 (±4.45) 39.67 (±3.54)
Cognitive Failures Questionnaire 40.10 (±9.02) 34.33 (±9.34)
Digit Span Forward 10.70 (±2.36) 10.00 (±2.06)
Digit Span Backward 7.50 (±1.96) 6.67 (±3.91)
Digit Symbol 65.20 (12.99) 61.22 (±11.74)
HVLT Total Correct Score 27.30 (3.47) 27.56 (±3.36)
HVLT Delay Score 9.80 (2.35) 9.89 (±1.36)
Wisconsin Card Sorting Correct Trials 68.30 (5.23) 68.56 (±72.22)

SD, standard deviation; CES-D, Center for Epidemiological studies Depression scale HVLT, Hopkins Verbal Learning Test; MoCA, 
Montreal Cognitive Assessment; TICS, Telephone Interview for Cognitive Status.

Study design

Assessed for eligibility (n=96)

Excluded (n=60)
-9 not interested
-33 unable to commit for 8 weeks
-1 receiving other treatment
-17 ineligible as unable to identify 
any occupation-based goals

Randomized (n=19)

Excluded-Did not meet criteria (n=17)

Experimental Group (n=10) Control Group (n=9)

2 Dropouts

Enrolment

Allocation

Intent to treat analysis (n=19)Analysis

Baseline assessment (n=36)

Figure 1. CONSORT flow diagram.
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problems s/he had identified, and did not have any 
additional things s/he wanted or needed to address. 
The other indicated that s/he had used this type of 
approach throughout his/her working life and now 
s/he was retired just wanted to relax. All participants 
in the control group received the full 17 hours of the 
training. All 17 of the participants who completed 
the training also participated in the three-month fol-
low-up. Thus, 17/19 participants were retained 
through the study.

All participants identified four to six everyday 
life problems through the Canadian Occupational 
Performance Measure interview and rated their per-
formance and satisfaction with performance. There 
were no significant between-group pre-intervention 
differences on these ratings (p>0.10). Three of the 
problems were trained in the experimental arm. As 
shown in Table 2, at postintervention, more than 
two-thirds of these were reported as improving by 
two or more points on performance (21/30) and sat-
isfaction with performance ratings (22/30). At the 
three-month follow-up, nine participants in the 
experimental arm maintained gains made on trained 
problems while one participant’s ratings showed a 
return to baseline for performance on two trained 
problems and a return to baseline for satisfaction 
with performance for one problem.

Two or three problems identified by each partici-
pant in the experimental arm remained untrained (total 
of 22 problems) and all of the everyday problems for 
people in the control arm were untrained (total of 
46 problems). Comparisons of improvements on 
performance of these untrained problems revealed a 

significant difference with 50% reported improved 
(by two or more points) in the experimental group 
(11/22) and less than 20% in the control group 
(9/46). Comparisons of reports of satisfaction with 
performance did not significantly differ. At follow-
up testing, there was no significant difference 
between groups as four participants in the experi-
mental arm reported performance and/or satisfac-
tion with performance returning to baseline. 
However, six participants in the experimental arm 
did maintain the gains made on their untrained 
problems.

Hypotheses 2(b) and 2(c) stated that the experi-
mental group would demonstrate far transfer of the 
training effects on self-efficacy, health-related 
behaviours and on performance on measures of 
executive function hypothesized to benefit from 
online or functional planning. There were no sig-
nificant group differences on these measures at 
baseline. Repeated measures ANOVA did not show 
a significant group × time interaction for general 
self-efficacy (see Table 3). Within-group changes 
were significant for the experimental group, but the 
magnitude of change was very small. Significant 
group × time interactions, in favour of the experi-
mental group, were found for physical activity and 
communication with physicians, with correspond-
ing large effect sizes. In relation to physical activity, 
within-group analyses showed that the control 
group reported participating in significantly less 
physical activity at both posttest and follow-up. 
A closer look at these data showed that four of the 
participants in the experimental arm and seven in 

Table 2. Number of problems improved by two or more points on the Canadian Occupational Performance Measure.

Experimental (n=10) Control (n=9) Chi-square p-value

Pretraining to posttraining comparison
 • Untrained problems improved on performance 11/22 (50%)  9/46 (19.6%) 4.92 0.03
 • Untrained problems improved on satisfaction 11/22 (50%) 15/46 (32.6%) 0.99 0.32
 • Trained problems improved on performance 21/30 (70%) n/a n/a n/a
 • Trained problems improved on satisfaction 22/30 (73.3%) n/a n/a n/a
Pretraining to three-month follow-up comparison
 • Untrained problems improved on performance 8/22 (36.4%) 12/46 (26.1%) 0.37 0.54
 • Untrained problems improved on satisfaction 10/22 (45.5%) 13/46 (28.3%) 1.28 0.26
 • Trained problems improved on performance 19/30 (63.3%) n/a n/a n/a
 • Trained problems improved on satisfaction 21/30 (70%) n/a n/a n/a
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Table 3. Changes in self-efficacy, general health behaviours and executive function.

Measure Experimental 
(n=10) mean (SD)

Control (n=9) 
mean (SD)

ANOVA 
inter-action

Effect sizeβ

General self-efficacy (10–40, higher = greater self-efficacy) ns 0.01
 – Pre 29.10 (3.41) 32.56 (3.40)  
 – Post 30.90 (3.98)** 33.56 (4.28)  
 – Three-month follow-up 30.50 (4.12)** 33.56 (3.43)  
General health behaviours  
General health (1–5, lower = better health) ns 0.02
 – Pre 2.20 (0.63) 1.89 (0.78)  
 – Post 2.20 (0.42) 1.78 (0.83)  
 – Three-month follow-up 2.20 (0.92) 2.00 (0.87)  
Health distress (0–20, higher = more health distress) ns 0.03
 – Pre 2.70 (2.21) 4.22 (2.77)  
 – Post 3.80 (3.46) 3.67 (4.21)  
 – Three-month follow-up 3.70 (3.37) 4.11 (2.03)  
Physical activity (hours/week) 0.02 0.21
 – Pre 4.08 (2.22) 5.31 (1.47)  
 – Post 4.45 (2.53) 3.64 (1.35)**  
 – Three-month follow-up 4.15 (1.83) 3.19 (1.56)**  
Communication with physicians (0–15, higher = more preparation for visits and 
greater ability to ask questions)

0.02 0.22

 – Pre 8.40 (3.84) 11.00 (3.04)  
 – Post 9.50 (4.17) 9.11 (3.33)*  
 – Three-month follow-up 10.00 (3.80) 8.89 (4.17)**  
Visits to physicians and emergency departments in past six months 0.11 0.12
 – Pre 2.30 (0.95) 2.78 (3.07)  
 – Post 1.50 (0.97)** 3.33 (4.00)  
 – Three-month follow-up 2.00 (1.24) 2.33 (2.74)  
Measures of executive function  
DKEFS first move tower test ns 0.02
 – Pre 5.48 (3.72) 6.13 (5.83)  
 – Post 3.00 (1.72)* 3.69 (2.89)  
 – Three-month follow-up 2.47 (1.78)** 1.72 (0.71)**  
DKEFS Tower Test achievement score ns 0.07
 – Pre 17.10 (3.57) 15.78 (4.09)  
 – Post 18.30 (3.59) 19.44 (4.07)**  
 – Three-month follow-up 20.90 (4.31)** 18.89 (3.30)  
DKEFS word fluency ns 0.01
 – Pre 55.30 (15.25) 48.56 (11.74)  
 – Post 56.40 (18.38) 50.33 (9.12)  
 – Three-month follow-up 57.40 (16.34)** 50.11 (13.05)  
DKEFS trail making ns 0.02
 – Pre 104.50 (43.87) 91.11 (19.19)  
 – Post 88.40 (28.55) 80.56 (25.37)  
 – Three-month follow-up 94.10 (32.70) 84.44 (31.33)  

**significant difference from baseline, p≤0.05; *difference from baseline, 0.10≤p≤0.05; βpartial eta squared.
ANOVA, Analysis of Variance; DKEFS, Delis-Kaplan Executive Function System.
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the control arm reported reduced levels of physical 
activity at follow-up. Further, six of the participants 
in the experimental group and four of the partici-
pants in the control arm had identified participating 
in physical activity as a problem area during the 
Canadian Occupational Performance Measure  
interview: this was addressed in the training for five 
of the six participants in the experimental arm. The 
control group also reported significantly lower 
scores at follow-up for items related to communica-
tion with physician. None of the participants identi-
fied this as a problem area.

No significant group × time interactions were 
found on standardized measures of executive func-
tions. Within-group analyses showed both groups 
improved significantly on the DKEFS Tower Test 
Time to First Move. At posttest the control group 
showed a significantly improved achievement score 
that was attenuated at follow-up. The experimental 
group had significantly improved scores at follow-
up for both the Tower Test Achievement Score and 
the Word Fluency test.

Discussion

The objectives of this pilot randomized controlled 
trial were three-fold: to develop a meta-cognitive 
strategy training protocol for use with older adults 
who subjectively report age-related cognitive 
decline; to determine feasibility of recruiting 
healthy older adults with subjective cognitive com-
plaints and objective age-related executive function 
changes, but no clinical diagnoses to participate in a 
clinical intervention; and to ascertain whether the 
protocol would result in far transfer of training 
effects as a way of reducing older adults’ everyday 
life problems. We found more than one-third of the 
older adults screened for the study, self-identified as 
having difficulties in everyday life and were willing 
to participate in additional testing: of these more 
than half enrolled to the study. Participants in 
the experimental group received an adapted 
form of the Cognitive Orientation to daily 
Occupational Performance.8 This occupational 
strategy training approach appeared to benefit 
those in the experimental group as they reported 
improved performance on significantly more 
untrained everyday life problems relative to the 

active control group. Although the study was suc-
cessful, one of the limitations was that we were 
unable to determine the reason(s) for the improve-
ment in the experimental group as no significant 
differences were found on objective measures of 
executive function. Calculated sample size esti-
mates suggest a future investigation of potential 
mechanisms for the effect is feasible.

We successfully developed a protocol for use 
with older adults from the Cognitive Orientation to 
daily Occupational Performance approach. 
Modifications to the approach included interactive 
group sessions with education about age-related 
changes in executive function, self-management of 
health issues and factors that contributed to success-
ful aging. Collectively these enhanced the feasibil-
ity of this training approach and accrued the benefits 
of group support. The adapted protocol derives from 
a theoretical understanding of executive function in 
which the conscious application of an explicit strat-
egy is used to overcome problems in the context of 
an impaired system. It may be that the provision of 
an explicit, executive strategy was responsible for 
the observed changes and/or that reported benefits 
are attributable to the education provided on about 
self-management techniques such as goal setting, 
decision making and scheduling, although the edu-
cation was brief – approximately one and one-half 
hours in total. Reported benefits may also have 
arisen from the contextualized nature of the train-
ing: all training was undertaken with participants’ 
self-identified problems with specific, meaningful, 
occupational activities. This is in keeping with adult 
learning theory, which suggests that adults readi-
ness to learn is related to what they perceive they 
need to know and that their learning orientation is 
problem-centred and life-focused.26 We posit that 
self-identification of training activities may be a 
critical ingredient of this intervention.

The finding that four of the ten participants in the 
experimental arm reported a reduction in their perfor-
mance and satisfaction with performance at follow-
up requires consideration. It is possible that response 
shift27 in ratings on the Canadian Occupational 
Performance Measure may have contributed to the 
reduction of effect. For example, the importance of 
the problem may have changed, and/or participants 
may have recalibrated their internal meaning of 
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‘good performance’. A related question is whether 
post- and follow-up ratings should be done blind to 
pre-intervention ratings. Evidence from a study of 
parent-proxy ratings found no clinically or statisti-
cally significant differences between blinded and 
unblended ratings28 however, this question and the 
effects of response bias on Canadian Occupational 
Performance Measure ratings has yet to be system-
atically evaluated with other populations.

Our hypothesis for this study was that we would 
achieve everyday life benefits through training par-
ticipants to use a meta-cognitive approach to manage 
age-related executive function changes. We expected 
that the training might also result in improvement on 
objective measures of executive function, which 
involve strategic elements such as the DKEFS Tower 
Test and the DKEFS Word Fluency Test. Although 
we did not find significant benefit for the experimen-
tal group relative to the control group, it is possible 
that the within-group changes observed in both the 
experimental and control group arose through differ-
ent mechanisms: the improvements in the experi-
mental group may have arisen through the use of the 
meta-cognitive strategy they were taught, whereas 
the improvements in the control group may have 
arisen from their carrying out cognitively stimulating 
activities. It is also possible that the effects seen arose 
through some other mechanism such as changes in 
mood. While no participants met the criteria for 
depression, subsyndromal depression cannot be com-
pletely ruled out as the source of participants’ cogni-
tive complaints. We did not measure mood at posttest 
or follow-up and do not know the extent to which 
mood changes may have influenced the results. 
Further, other chronic disorders (e.g. hypertension, 
heart disease, diabetes) that impact cognition and 
everyday life were not measured.

Significant group-by-time interactions for hours 
of physical activity and communication with physi-
cians favoured the experimental group. It is possible 
that the experimental intervention assisted partici-
pants to adhere to their planned exercise regime, as 
exercise-related problems were identified by many 
participants and were one of the foci of training for 
five of the ten participants in that arm of the study. 
On the other hand, the observed interactions may 
have arisen owing to deterioration in the control 
group, particularly for the physical activity scale 

as the control group reported a significant within-
group reduction in physical activity at both post-
test and follow-up. This is a puzzling finding. 
Participants in the control arm may have redirected 
their free time from physical activity to the cogni-
tively stimulating activities that formed part of the 
control intervention. More in-depth investigation of 
this area should be carried out in future research.

This is the first investigation of occupation-based 
strategy training with healthy older adults. The find-
ings of this study in relation to feasibility (successful 
adaptation of the protocol, recruitment and retention) 
support the feasibility of a larger trial. Based on the 
data generated, we estimate that a sample of 72 older 
adults (36 in each arm) would be required to achieve 
a similar effect with 80% power. Preliminary evi-
dence for benefit must be interpreted with consider-
able caution owing to the small sample size in this 
pilot study. Additional pilot studies would also be 
useful to investigate questions regarding other adap-
tations of the protocol (e.g. whether booster sessions 
would produce maintenance of the effects) and 
whether it would be feasible to recruit participants 
within the healthcare system (e.g. through primary 
care rather than a research institute). In addition, lon-
ger-term follow-up will be necessary to determine if 
these benefits produce ongoing successful aging.

Clinical messages

•  Occupation-based, meta-cognitive strategy 
training is feasible as a large proportion 
(>30% in this study) of healthy older adults 
who self-identify with cognitive complaints 
in the absence of clinical diagnoses also 
identify problems in everyday life.

•  A larger clinical trial is warranted as 
this research shows preliminary evi-
dence for far transfer of training effects: 
learning that occurred in the training 
appeared to be applied in novel, every-
day life contexts by participants in the 
experimental arm. A sample of 72 (36 
participants in each arm) would be 
required to determine if a similar effect 
could be obtained with 80% power.
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