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Objectives: This paper reports on the acceptability and effectiveness of the FITS (Focussed Intervention Training and
Support) into Practice Programme. This intervention was scaled up from an earlier cluster randomised-controlled trial that
had proven successful in significantly decreasing antipsychotic prescribing in care homes.

Method: An in depth 10-day education course in person-centred care was delivered over a three-month period, followed by
six supervision sessions. Participants were care-home staff designated as Dementia Care Coaches (DCCs) responsible for
implementing interventions in 1 or 2 care homes. The course and supervision was provided by educators called Dementia
Practice Development Coaches (DPDCs).

Effectiveness data included monitoring antipsychotic prescriptions, goal attainment, knowledge, attitudes and
implementation questionnaires. Qualitative data included case studies and reflective journals to elucidate issues of
implementation.

Results: Of the 100 DCCs recruited, 66 DCCs completed the programme. Pre-post questionnaires demonstrated increased
knowledge and confidence and improved attitudes to dementia. Twenty per cent of residents were prescribed
antipsychotics at baseline which reduced to 14% (31% reduction) with additional dose reductions being reported alongside
improved personalised goal attainment. Crucial for FITS into Practice to succeed was the allocation and protection of time
for the DCC to attend training and supervision and to carry out implementation tasks in addition to their existing job role.
Evaluation data showed that this was a substantial barrier to implementation in a small number of homes.

Discussion and conclusions: The FITS into practice programme was well evaluated and resulted in reduction in
inappropriate anti-psychotic prescribing. Revisions to the intervention are suggested to maximise successful
implementation.
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Introduction

Banerjee (2009) estimated that as few as 36,000 of the
180,000 people with dementia being prescribed antipsy-
chotics in the UK were receiving any benefit from them,
while inappropriate prescribing was leading to up to 1800
extra deaths each year. Anti-psychotic medication is often
prescribed as a reaction to behavioural and psychological
symptoms of dementia (BPSD) which are very common
in dementia. Given that much of this prescribing is for
people living in care homes, benefits to health can only be
achieved by ensuring that care homes have the necessary
skills and knowledge to deliver good quality care without
excess sedation. Many BPSDs are the result of untreated
delirium, untreated pain, poor nutrition and hydration,
boredom, unmet emotional needs, the care provider’s lack
of understanding of cognitive capacity, poor communica-
tion, malignant social psychology, lack of knowledge
about the person’s history, and poor general care. Unless
staff are skilled in this area there is a danger that staff
seek to ‘manage’ behaviour through medication without
really understanding why it is occurring.

Person-centred care (Brooker, 2012; Kitwood, 1997)
provides a proactive means of helping care home staff to
find ways of caring and supporting people with dementia
without excess sedation. However, lack of skills at all lev-
els and unsupportive cultures of care (Killett et al., 2014)
are frequently cited as barriers to implementation. In addi-
tion, the implementation of psychosocial approaches to
enable people living with dementia in care homes to con-
nect with others and to have a good quality of life relies
on a wide range of factors such as staff skills, job roles,
tailored interventions, staff time and attitudes (Lawrence,
Fossey, Ballard, Moniz-Cook, & Murray, 2012). Skills
training in care homes is given high priority in many pol-
icy guidelines and reports but there is limited availability
of an evidence base for training interventions. Fossey
et al. (2014) conducted a qualitative review which identi-
fied 170 training programmes to improve dementia care
of which only four had RCT evidence of benefit for resi-
dents. There is no evidence-based process for the effective
roll-out of skills based training on a national scale within
the care-home sector that focusses on providing staff with
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the skills to care for people with dementia and complex
needs.

The original FITS (Focussed Intervention Training
and Support) programme (Fossey et al., 2006) was imple-
mented as a research intervention to enable care home
staff to deliver effective person-centred care for people
with dementia. The aim was to reduce the inappropriate
prescription and use of anti-psychotic medications, by
providing person-centred approaches and evidence-based
psycho-social interventions to support people experienc-
ing BPSD. A cluster randomised-controlled trial demon-
strated that, compared with usual care, the FITS
programme reduced the prescribing of antipsychotics for
people with dementia by over 40% (Fossey et al., 2006).
Crucially, this was achieved without any increase in
BPSD (Ballard et al., 2009). However, this original inter-
vention was resource intensive and experimental. There-
fore, the current study translated the intervention into an
approach that remained true to the intention and outcomes
of the original programme but that could be delivered
nationally across a large number of care homes. The FITS
into Practice Programme was developed as a means of
achieving this. This paper reports on the experience and
outcomes of this scaled up intervention that was rolled out
within the UK during 2012—-2014.

Methods
The FITS into practice intervention key attributes

The Dementia Practice Development Coach. Two univer-
sity-based educators designated Dementia Practice Devel-
opment Coaches (DPDCs) were employed to deliver an
intensive nine month education and supervision pro-
gramme to Dementia Care Coaches (DCCs) to enable
them to safely reduce antipsychotic medication and to put
in place evidence-based best practice to reduce BPSD.
The person specification for the DPDC role included in-
depth experience of working with people living with
dementia in care homes and excellent skills in training. 2
part time (three days per week) DPDCs were employed.
They received five days coaching on the FITS approach
from the original authors as part of their induction.

Dementia Care Coache.The main vehicles for change
within the care home were members of staff designated as
DCCs. The DCCs were existing members of care home
staff selected by their managers to undertake this role,
with one DCC per care home. In addition, 50 care homes
were included with the expectation that they could be cov-
ered by a DCC in a neighbouring home. A key require-
ment to becoming a DCC was a keen interest in
improving well-being of residents. It was suggested that
this role would be suitable for a care assistant, senior care
assistant, registered nurse or activity co-ordinator. The
full role specification is available from the authors.

The person undertaking this role was expected to
attend training and supervision sessions and implement
the learning within the care home setting between ses-
sions. It was recommended to care homes that DCCs have
dedicated time (1—2 days a week), separate from other

roles and duties, to attend training sessions and implement
changes in practice. In addition to the implementation of
person-centred care interventions, DCCs were also
responsible for supporting other staff and external health-
care professionals by sharing best practice in reviewing
anti-psychotic drug prescriptions (Alzheimer’s Society,
2011).

The FITS into Practice Education Programme. DCCs
from participating homes were trained in cohorts of ten by
a DPDC. The DCCs received a free-to attend, 10-day,
standardised face-to-face education programme held in
two-day blocks across a three-month period. Learning
outcomes were based on the original programme (Fossey
& James, 2008). The training provided DCCs with: tools
to assess their home’s strengths and areas for develop-
ment; a framework for understanding and responding to
behaviour as unmet needs (Fossey & James, 2008);
knowledge of psycho-social interventions such as
strengths-based care planning, life story work, supportive
environments, meaningful activity using the Cohen-Mans-
field toolbox and personalised music (Cohen-Mansfield,
2001); along with an understanding of learning styles and
basic training skills in order to teach skills to others.
Teaching material was updated to include additional con-
tent on communication strategies, the VIPS framework,
(Brooker, 2007) and supporting family members. In addi-
tion, DPDCs supported DCCs to build confidence in pro-
moting care practices that reduced distress and disability.
They were also coached to initiate reviews of antipsy-
chotic drug prescriptions with GPs and other healthcare
professionals (Alzheimer’s Society, 2011).

All training and supervision was directly facilitated by
a DPDC in consecutive cohorts of participants at different
geographic locations. DCCs were expected to put into
practice new skills from the course between training days.
Training was followed by a six-month supervision period
in which DCCs implemented the learning fully in their
own care home (and a second home if allocated). DCCs
attended half-day group supervisions each month facili-
tated by the DPDC. Teaching and supervision sessions
took place in locations to suit the participating DCCs. The
focus of supervision was on critical reflection, peer sup-
port and continued implementation and improvement.
DCCs were encouraged to take an active role in providing
reflection, ideas, advice and support to each other. The
expectation was that DCCs should attend all training days
and supervision. A minimum requirement of 8/10 training
days and 4/6 supervision sessions was set as the cut-off
for certification of completion.

Care homes recruitment

The aim was to recruit 150 care homes across the UK with
a mix of size and ownership. 100 care homes were ini-
tially included from a single large for-profit provider, with
the intention that a single DCC would implement FITS
across two care homes, (their existing workplace and
another local home in which they did not usually work).
Other care homes were recruited via national networks.
Altogether 170 care homes expressed an interest.
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Expressions of interest were followed up by further infor-
mation by e-mail and a telephone discussion. The subse-
quent selection of care homes was based on getting a
range of provider types, having residents who were on
antipsychotic medication and clustering geographical
location (so that travelling to group training and supervi-
sion could be organised).

Measures

The evaluation was intended to explore not only the
impact of the FITS programme on residents and DCCs
but also the experience of implementing such a pro-
gramme across a wide range of care homes. Quantitative
and qualitative evaluation measures were used.

Residents in all participating homes. Comparisons
were made pre-training and post-supervision (approxi-
mately nine months apart). This included:

(1) total number of people with dementia, and num-
ber/type of anti-psychotic prescriptions;

(2) amodified Goal Attainment Scaling (GAS) (Rock-
wood, Fay, Song, Macknight, & Gorman, 2006)
was developed as a method to evaluate personal-
ised outcomes. DCCs set individual goals related
to residents’ quality of life and selected one or
more pre-specified goals linked to behavioural
issues that were expected to change as part of the
programme.

Experience of DCCs. The following measures were
used to capture the impact and experience of the
intervention:

(1) Training evaluations after each block of training
comprising a combination of Likert rating scales
for: content, pace, learning methods, standard of
presentation and open questions addressing
expectations, possible changes, anticipated bene-
fits and implementation difficulties.

(2) A Role Confidence Likert Scale was developed for
this project (available from authors) completed
pre-training, post-training and post-supervision.

(3) Approaches to Dementia Questionnaire (ADQ)
and Dementia Knowledge Questionnaire (Mac-
donald & Woods, 2005) completed pre-training,
post-training and post-supervision. The ADQ pro-
vides an overall score and two subscales to mea-
sure respondents’ ‘person-centredness’ and ‘hope’
in relation to dementia care.

(4) Adherence to Implementation Questionnaire
developed for this project and available from the
authors was completed by DCC’s at the end of the
supervision phase. This comprised Likert scales
of confidence in being a DCC and percentage of
implementation of learning into practice as well
as open comments to contextualise ratings.

DPDC experience. The following were used to cap-
ture the experience of DPDCs throughout the programme:

(1) In-depth, semi-structured interviews at the start
and end of the programme addressing: experience
of the DPDC role; training design and delivery;
supervision delivery; the DCC role, impact and
experiences.

(2) Monthly reflective diaries, based on Gibbs’ reflec-
tive cycle (Gibbs, 1988) reporting on their own
experiences and gathering qualitative experiences
of the groups and DCCs.

All interview and diary data were anonymised and
uploaded into NVivo 10 software and analysed using
inductive thematic analysis, (Braun & Clarke, 2013). The
same researcher who conducted the interviews also under-
took the analysis. Data were descriptively coded within
NVivo by a single researcher.

Case studies

Fourteen care home were recruited as case studies to
explore in-depth the impact and experience of FITS par-
ticipation. This included semi-structured interviews with
DCCs post-training and post-supervision about their expe-
rience of training and implementation of the intervention.
The care home manager and other care home staff were
also interviewed post-supervision. In addition case studies
utilised job satisfaction (Russell et al., 2004) and stress
(Stanton, Balzer, Smith, Parra, & Ironson, 2001) question-
naires completed by DCCs pre-training, post-training and
post-supervision.

External steering group

In order to ensure that the intervention remained true to
the original programme an external steering group con-
sisting of the original FITS authors and the Alzheimer’s
Society met monthly with the evaluation and development
team to guide the FITS into Practice Programme. Addi-
tional members included senior clinicians, care home
management staff, family carers and inspection and regu-
lation (Care Quality Commission) representation to
ensure that the programme and its evaluation was
grounded in practice.

Results
Care homes completion

In total, 106 homes were recruited with 67 (63%) com-
pleting through to the end of supervision.

The lower number than the initial 150 target was due
to the substantial challenges faced by DCCs allocated to
work in more than one home. In reality, only six homes
were included that were a ‘second home’ covered by a
DCC who primarily worked in a different care home.
Homes were located throughout England (n = 54),
Wales (n = 5) and Scotland (n = 8). Table 1 shows the
characteristics of homes by size, ownership and
registration.
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Table 1. Characteristics of the 67 care homes that completed.

D.J. Brooker et al.

Size of care home by maximum capacity

Small (fewer than

Medium (30—64 Large (65 or more

30 residents) residents) residents)
Number of homes 8 42 17
Registration Homes considering
themselves to be
dementia specialists
Care only Care with nursing
Number of homes 26 41 57

Size of owning organisation

Small (fewer than 3 homes)

Medium (3—10 homes) Large (more than 10 homes)

Number of homes 11

10 46

Business type of owner

Not for profit For profit Registered charity Local authority Other
Number of homes 7 50 2 8 0
Table 2. DCC completion and attrition.
Training phase Supervision phase Overall

Number of Number of DCC’s  Number of DCC’s  Number of DCC’s Number of  Total number of Total number of
DCC’s who failed to on course to who failed to DCC’s who DCC’s who DCCs who
originally complete at least 8/ complete after complete at least 4/ completed completed withdrew
registered 10 training days training phase 6 supervision supervision programme

sessions phase
100 14 86 20 66 66 34

Dementia care coaches

The majority of DCCs had worked with people with
dementia for over five years (77%) and 56% put them-
selves in the 31—49 age range. Table 2 summarises the
numbers of participants who completed or withdrew at
each phase of the programme. Two of the cohorts had sig-
nificantly higher attrition rates which coincided with
workload pressures exacerbated by poor communication
within their organisation regarding training requirements
and travel distances. Reasons for attrition are summarised
in Figure 1. Approximately, 65% of those who withdrew
were from registered manager or deputy manager
positions.

Feedback on the training and supervision

Training evaluations demonstrated an overwhelmingly
positive response to the training phase of the programme.
Table 3 illustrates the high percentage of respondents who
rated the training positively.

On each set of training days participants were asked to
state what they would change about the training. In total,
92% (325/355 total responses) stated that no changes
were necessary. Changes suggested mostly related to loca-
tion and venue issues. When asked what barriers there
would be to implementing new practice 211 responses
were received across all cohorts and training days, with

the most frequently (41% of responses) barrier cited as
‘lack of time’. The Role Confidence Likert Scales pro-
vided DCCs the opportunity to reflect on their work with
people living with dementia pre- and post-training and
post-supervision. Non-parametric statistics (sign test)
demonstrated a significant positive shift in self-ratings at
95% confidence on the following items:

(1) ‘I feel wholly confident in my role with people
with dementia’.

(2) I feel able to explain the skills I have in working
with people with dementia’.

B No Reason Given
M lliness

E Work Pressure
O Personal

O Travel Problems

OResigned Post

Figure 1.
(n =34).

Reasons for DCC dropout of training and supervision
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Table 3. Percentage of respondents rating training as 4 or 5 (on a 5-point scale where 1 is poor and 5 is good).

Days 1&2 Days 3&4 Days 5&6 Days 7&8 Days 9&10
Course content 91% 95% 97% 100% 100%
Pace 89% 93% 96% 100% 98%
Learning methods 92% 97% 97% 99% 99%
Standards of presentation 95% 98% 97% 100% 100%

(3) ‘I feel able to teach other people how to work with
people with dementia’.

(4) ‘Other people look to me as a role model in how I
work with people with dementia’.

(5) “Working with people living with dementia is a
high status job’.

(6) ‘I feel proud of the work I do with people with
dementia’.

The largest shifts occurred between pre- and post-
training and were maintained or slightly improved post-
supervision.

Most useful topics in training course

DCCs were asked to list the three most useful things from
their FITS training that they had used. A wide variety of
answers were provided, but there were common themes as
summarised in Table 4.

Supervision sessions

No evaluations were gathered about the supervision ses-
sions, due to their varied and participant-responsive

Table 4. DCC rating of most useful things from the FITS
training.

Number of DCCs who
Most useful things listed it as most useful
Improved knowledge re person- 24
centred dementia care
Cohen-Mansfield tool box 24
Information on anti-psychotic 23
medication and reduction
Education resources/staff training 19
tools/techniques
Meaningful activities 18
Networking/sharing experiences 15
GAS tool 14
Life history 10
Positive language 7
Change way see behaviour 6
(Improving) communication 6
Memory boxes 6
Alternatives to drugs 5
Environment 5
Care plans/audit of care plans 2
Other (various — suggested by only 22
one DC)

nature. However, qualitative interview data indicated that
DCCs experienced supervision positively, citing the sup-
portive and nurturing environment created by the DPDCs
and the peer support and practice sharing provided by
other DCCs as important. Notably, within each cohort
there was evidence of successful implementation ideas
cascading between cohort members. In addition, three
issues emerged which influenced recommendations for
future delivery of the intervention. First, some cohorts
were initially designated to have teleconference supervi-
sions, but these were disliked and eventually rejected by
DCCs. Second, the DCCs experiences of supervision prior
to the FITS into Practice Programme were often in the
context of line management/disciplinary experiences and
thus negative. As such, supervision sessions were viewed
with some caution. Both DPDCs emphasised the support
aspect, re-naming them ‘support’ sessions for some later
cohorts. Finally, both the DCC and DPDC interviews
reflected that the length of the supervision period was too
long, with most progress and implementation having been
achieved by the fourth meeting.

Attitudes to residents with dementia

Fifty-one DCCs completed the ADQ showing a significant
improvement overall and on subscale factors of ‘Hope’
and ‘Person-Centredness’ (see Table 5).

Knowledge of dementia

Fifty-one DCCs completed the Dementia Knowledge
Questionnaire showing a significant improvement (CI =
0.05, p = —0.02) from pre-to post-training and from pre-
training to post-supervision (CI = 0.05, p = —0.003).

Impact on practice
Opportunity to implement FITS into Practice

In total, 48 of 57 (84%) DCCs who completed the Adher-
ence to Implementation Questionnaire at the end of the
project, agreed or strongly agreed with the statement

I feel confident about being a dementia coach in my care
home.

In total, 45 of 57 (79%) stated they had implemented 50%
or more of their learning from the course in their home.
From those respondents who did not feel confident (9) or
had implemented <50% (12) explanatory comments
focussed on lack of time, lack of management/
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Table 5. ADQ scores at different time points (n = 51 DCCs).

Score Pre-training to post-training Pre-training to post-supervision Post-training to post-supervision
ADQ overall Improvement Improvement Improvement
(CI=0.05, p=—0.005) (CI = 0.05, p = —0.000002)
Hope factor Improvement Improvement Improvement
(CI = 0.05, p = —0.00004)
Person-centred factor Improvement Improvement Improvement

(CI = 0.05, p = —0.003)

(CI=0.05, p = —0.0002)

organisational support and having a role that was not
suited to being a DCC.

Antipsychotic prescribing
Data were provided by 53 homes. The main reason for data
being excluded was either that homes did not provide the
total number of residents with dementia in their returns
(only the number on antipsychotics) or that homes did not
return their forms at the end of the data collection. This
was often where the DCC no longer worked at the home
and no one was available to complete the submission form.
Overall, the percentage of residents prescribed antipsy-
chotics decreased from 20% at baseline (301 out of 1500
residents with dementia) to 14% (216 out of 1558 resi-
dents) following the intervention. This represents a 31%
reduction in antipsychotic use (x*= 20.4; p < 0.0001).
Antipsychotic data from the current study were re-ana-
lysed by splitting care homes in to quartiles based on the
antipsychotic prescription rate at baseline. The greatest
reductions were seen in homes with the highest antipsy-
chotic use at baseline (Table 6). In 47 out of 53 care
homes in the study, the percentage of residents on antipsy-
chotic use decreased or stayed the same.

Goal Attainment Scaling

DCCs set individual goals related to residents’ quality of
life and selected one or more pre-specified goals, linked
to BPSD issues. They then set the current level against the
goal (score 0) and specified four levels of improvement
(1—4), against which they would later rate the perfor-
mance of the resident. Only goals that were rated at base-
line and at least one further follow-up were included in
the analysis. Completed data on personal goals were avail-
able for 76 participants and 85 participants had data on
BPSD. Analysis was undertaken using a binary outcome
of improvement (2, 3, 4) or no-change/worsening (0/1) in
performance to avoid bias introduced by having more
data points reflecting improvement. A significant benefit
was seen in personal GAS goals (Pearson x*= 0.03), but
not in BPSD goals (Pearson x°= 0.823).

Case studies

Fourteen homes initially volunteered as case studies
although only ten DCCs (working in nine care homes)
completed sufficient data collection. The nine care homes
case studies yielded a wealth of information to be reported

in a separate paper. Overall they demonstrated that the
ways in which DCCs undertook implementation varied
depending on their own skills and the needs of their care
home. However, case studies showed a number of similar
features relating to both substance and style of implemen-
tation used by DCCs. These often included:

(1) Medication review; making contact and negotiat-
ing with prescribers regarding residents pre-
scribed antipsychotics.

(2) Generalised care planning review for all residents
with a particular focus on behavioural analysis.

(3) Education for fellow staff; analysing training
needs and supporting development of staff skills.

(4) Consideration of activities and meaningful inter-
action with residents; introduction of ‘toolboxes’,
personalised music and changes in routines.

(5) Review of use of language; role modelling and
challenging of negative language use.

Overall, the vast majority of DCCs experienced FITS
positively and showed improvements personally and in
their care homes. However, DPDC qualitative reflections
suggested that a few DCCs (<6) who encountered sub-
stantial, insurmountable, organisational barriers to imple-
mentation reported that the experience had a negative
impact on their own well-being. Increased stress and frus-
tration were reported by DCCs where they were not given
time to implement FITS, particularly where they were
overloaded by other organisational requirements. DCCs
often had to use substantial personal resources to partici-
pate and implement FITS. DPDC reflective diaries and
case study interviews identified that participation in FITS
in these circumstances contributed to at least one DCC’s
decision to resign their post.

DPDC role

The original DPDC advert, job description and person
specification is available from the authors. Two DPDCs
were employed on university contracts. Qualitative data
revealed five themes relating to the conduct, features and
skill set of the DPDC role, which influenced recommenda-
tions for future delivery of the FITS programme.

Training design and delivery

Both DPDCs had substantial skills and experience of
training, care homes and understanding of people living



22%—100%)

Mean 22.40%
(range

Post
>15%
1 home

=24.60
» > 0.00001

2

Quartile4 (n = 14)
X

Mean 39.70%
(range
29%—100%)

10%—15%
0 homes

Baseline
Increase from baseline

0%—33.3%)

Post

Mean 17%
(range

5%—10%

4 homes

0.14

Quartile3 (n = 13)
¥ =220
p

18.3%—26.9%)

(range

Baseline
Mean 20.90%
0%—5%

1 home

Post

Mean 9.30%
(range
0%—16.7%)

5%—0%

22 homes

X =446
=0.034

Quartile2 (n = 13)
p

9.7%—17.6%)

(range

Mean 14.20%

Baseline
10%—5%
10 homes

Decrease from baseline

0%—14.2%)

Post
Mean 5.90%
(range
0.94
15%—10%
8 homes

2 =0.01

Quartilel (n = 13)
p

(range
0%—9.0%)

>15%
7 homes

Table 6. Changes in anti-psychotic prescriptions by quartiles of lowest to highest baseline prescription rates and magnitude of change.

Baseline
Mean 5.80%
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with dementia. This enabled them to successfully review
and develop the original training manual (Fossey &
James, 2008) and to tailor the content in response to the
needs of each cohort. DCCs regularly cited through quali-
tative and quantitative data that the manner of training
delivery was highly supportive and facilitative of
implementation.

Supervision delivery

This feature sets FITS apart from other training pro-
grammes and managing this supervision role effectively is
a key feature of the DPDC. The supportive challenge pro-
vided in these sessions was highlighted in the qualitative
data as being influential on the implementation work of
DCCs.

Relationship building with DCCs

Both DPDCs reflected that the role required special con-
sideration of the relationships they formed with individual
DCCs. Successful relationships were built on respect and
trust between DPDCs and DCCs and as such required
good listening skills and empathy. Crucially, this support
was a way in which a person-centred approach could be
role-modelled to DCCs that they could then use when
challenging staff within the care homes to try innovative
approaches.

Organisational negotiation

DPDCs had limited control over barriers to implementa-
tion experienced by DCCs. Consideration of how to
enable future DPDCs to have influence over organisations
in which DCCs are working is therefore incorporated into
recommendations for future delivery of the programme.

Support needs of the DPDC role

Both DPDCs reflected that the role was a challenging one,
exacerbated by the lone-working and travel required for
the role within this project. This indicates that any future
delivery of the FITS programme needs to consider the
practical capacity of the role and thus the skills, experi-
ence and support necessary.

Discussion

The FITS into Practice Programme provides a robust way
to help care homes bring about change to reduce a reliance
on anti-psychotic medication for care home residents.
However, change only occurred where DCCs were able to
implement the approaches they learnt about. The persis-
tence of organisational barriers to implementation within
this project suggests that future delivery must raise aware-
ness of and actively combat such barriers to ensure results
are achieved from training investment. On the whole,
DCCs were highly experienced in working with people
living with dementia but still benefitted greatly from an
in-depth  person-centred training and supervision
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programme delivered by a skilled facilitator. There was a
significant reduction in overall antipsychotic use, which
was greatest in the homes that had the highest antipsy-
chotic drug use at baseline. Interestingly the baseline use
of antipsychotics (20%) was much lower than that
reported by Fossey et al. (2006) (42%) and actually lower
than the post intervention prescription rate in the original
study (23%). This likely reflects growing appreciation of
the harms associated with antipsychotic use and subse-
quent policy drive to move away from their use (Banerjee,
2009; MHRA, 2012). In the upper quartile of homes in the
current study, the reduction in antipsychotic use was very
similar to that of Fossey et al. (2006), suggesting that the
efficacy of the scaled up intervention was similar in the
two studies. From the case study data and the DPDC dia-
ries, it would appear that the decrease in antipsychotic
prescribing was initiated by the DCCs. DCCs also
reported improvements in residents’ functioning, includ-
ing improvements in ability to communicate, increased
mobility, improvements in appetite and better sleeping
patterns following reduction or ceasing of antipsychotics.
The majority were supported by the GPs they worked
with but the change would not have occurred without
being initiated by the FITS into Practice programme.

Managing and synthesising different types of data
from so many different sources over time was a challenge
and the results are affected by this. One of the limitations
with the data collection was that changes in prescriptions
were not measured (for instance changes in dose, or
switching of drugs prescribed). Anecdotally the DPDCs
reported many instances of DCCs working alongside pre-
scribers to successfully bring about reductions in dosage,
and PRN antipsychotics no longer being administered.
These benefits may have been missed because of the way
in which data were collected. A further limitation was that
The Goal Attainment Scale results came from a relatively
small data set (<5% of the total sample). The qualitative
data were all descriptively coded by a single researcher
which may have introduced bias.

In total, over a third of DCCs failed to complete the
programme. In comparison with other evaluated training
programmes where attrition rates of participants are
reported, this rate does not appear to be unusual. In studies
conducted worldwide using a variety of educational inter-
ventions for staff in residential care for people living with
dementia, in which the intervention ran for two months or
longer, attrition rates were reported to be 32% (Davison
et al., 2007), 40% (Kuske et al., 2009) and 21% (Visser
et al., 2008). Of those studies cited above which reported
rationale for participant withdrawal, lack of time, illness
and resignation were the most often cited reasons (Kuske
et al., 2009; Visser et al., 2008). This would suggest that
the FITS into Practice Programme did not experience
unusual causes of participant withdrawal. The National
Care Forum reported that turnover rates of care staff in
UK residential care for older people was at 17% in
2012—2013 (National Care Forum, 2013). This would
suggest that the percentage of staff turnover within the
FITS into Practice Programme was higher than expected.
However, NCF only surveyed organisations from the not-

for-profit sector, whereas FITS homes included a large
proportion of for-profit organisations and this could
account for the discrepancy. In addition, it is possible that
participating in the FITS into Practice Programme
prompted DCCs to reconsider their positions and seek
employment elsewhere. In one case study the DCC
reported that participation in FITS prompted her to chal-
lenge the home regarding staffing levels and contributed
to her decision to change jobs. She also reported that
FITS participation was an advantage in securing a new
post.

Throughout the programme and across cohorts, partic-
ipants reported difficulties in implementing FITS due to
insufficient time allocated within their working hours and
workplace issues taking precedence over FITS. This was
despite initial guidance when recruiting care homes and
coaches that it should be considered as equivalent to a
half time post. This negative impact is significant because
it demonstrates that provision of training and development
opportunities to staff, without adequate consideration of
implementation requirements, is not only ineffectual but
potentially detrimental for those staff who take part. This
has implications for future delivery, as it will need to
ensure that appropriate organisational planning is in place.

On the basis of the feedback and in order to maximise
benefit and minimise risk the following recommendations
are made:

Revisions and recommendations for the FITS into Prac-
tice Programme

(1) The DPDC is able to provide sufficient teaching
and supervision for successful implementation of
the programme. Revisions have been made to the
job description and person specification of the
DPDC to ensure sufficient knowledge, skills and
support for this role in practice whether the post is
positioned within or external to the care home
provider.

(2) It is suggested that in larger care home provider
organisations that the FITS into Practice Pro-
gramme could be delivered by DPDCs employed
directly by the care home provider organisation
(suitable for a dementia lead post). In smaller pro-
vider organisations the intervention could be
delivered by a suitably qualified external DPDC,
acting in a consultancy or practice development
role to provider organisations.

(3) The DCC role is able to initiate and model behav-
iours within the staff team to successfully
decrease the need for anti-psychotic prescribing
and improve person-centred care, when their man-
agement and organisations are supportive of this
role in practice. Revisions have been made to the
job description and person specification of the
DCC to help clarify this for care providers.

(4) A structured recruitment process to the pro-
gramme, including mandatory management meet-
ings and pre-course contact between the DPDC
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and organisational representatives may be neces-
sary to ensure that organisational understanding
and support is adequate and the training is recog-
nised as effective only in the context of a support-
ive organisational approach.

(5) In order to pre-empt barriers to implementation,
the care home manager could undertake a one-day
workshop with the DPDC prior to commencement
of the programme and engage with two key ses-
sions of the training and supervision programme.

(6) The course outline has been revised from feed-
back to suggest that the programme takes place
across a 30-week period, with 3—4 weeks
between training sessions and an interim supervi-
sion session to encourage implementation
throughout the whole programme.

(7) Feedback suggests that the main supervision
period remains at the end of the programme,
although this is shortened to four half-day ses-
sions and re-named as support sessions to better
reflect its purpose.

(8) The DCC manual has been revised to include
additional content essential for the adequate
knowledge base and to adapt to the train-the-
trainer format.

(9) The peer support gained by DCCs participating in
face-to-face training and supervision significantly
contributed to the positive experience and imple-
mentation and it is recommended that a face-to-
face model be retained to create a community of
practice for staff.

(10) The name ‘FITS’ should be changed to better
describe both the type of role and the status of
this work. This is better described as a suitably
qualified DCC who has undergone a dementia
care coaching course delivered and supervised
by a suitably qualified DPDC. This enables the
care home (and those who live there or purchase
care) to feel confident that they can deliver per-
son-centred dementia specialist care.

Finally, the FITS into Practice programme was delivered as
a ‘free’ intervention. Care homes had to cover the costs of
releasing staff and to change their work role to accommo-
date the new practice. The next stage is to work with the
care homes sector and with education and training policy
drivers to see how this sort of intervention could be funded
more widely. As care homes cater for increasing numbers
of frail older people with complex needs, the requirement
for skilled care has never been greater. Finding a way of
caring for people without resorting to pharmacological or
physical restraint is a challenge faced by care homes
worldwide. FITS into practice may seem like an intensive
programme but without the investment it is difficult to see
how a shift to person-centred care will occur.
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