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Abstract. Memory interventions for older adults with cognitive concerns result in improved memory performance and
maintenance of cognitive health. These programs are typically delivered face-to-face, which is resource intensive and creates
access barriers, particularly for those with reduced mobility, limited transportation, and living in rural or remote areas. The
COVID-19 pandemic has created an additional access barrier, given the increased risk this disease poses to older adults.
Internet-based interventions seek to overcome these barriers. This paper describes the protocol of a pilot study that aims to
evaluate the feasibility, acceptability, and efficacy of one such internet-based intervention: the Online Personalised Training
in Memory Strategies for Everyday (OPTIMiSE) program. OPTIMiSE focuses on improving knowledge regarding memory
and providing training in effective memory strategies for everyday life. The pilot study described in this protocol will be a
single-arm pre-post study of 8 weeks duration, with a single maintenance session 3 months post-intervention. Participants will
be Australian adults aged ≥60 years reporting cognitive changes compared with 10 years ago. Primary outcome measures will
address feasibility, acceptability, and efficacy. Secondary outcome measures assessing sense of community and self-efficacy
will be administered at the 8-week and 3-month timepoints. Data collection will conclude mid-2021, and results will be
presented in a subsequent publication. Translation of memory interventions to internet-based delivery has the potential to
remove many access barriers for older adults; however, the acceptability and feasibility of this modality needs investigation.
OPTIMiSE is the initial step in what could be an important program enabling access to an evidence-based memory intervention
for older adults worldwide.
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INTRODUCTION
Concerns about declining cognition, particularly
memory, are common among older adults with community prevalence ranging from 33–95%, depending
on the measure used [1, 2]. These cognitive concerns
can occur with objective cognitive impairment (mild
cognitive impairment; MCI) or without (subjective
cognitive decline; SCD). Both MCI and SCD are
associated with increased risk of developing dementia [3, 4], as well as being linked to heightened distress
[5] and reduced quality of life [6, 7]. Many studies
have examined cognitive interventions—particularly
for memory—for older adults with MCI and SCD,
with meta-analyses demonstrating modest improvements in cognitive test performance [8, 9], as well as
positive changes in perceived memory ability, selfefficacy, strategy use, memory-related affect, psychological well-being, quality of life, mood, and
activities of daily living [10–12].
Cognitive interventions have taken two broad approaches: a) a restorative approach, involving repeated
practice on a discrete cognitive task in order to
improve performance in that domain (cognitive or
“brain” training), and b) a compensatory approach,
involving training in specific compensatory cognitive
strategies. One limitation of cognitive training interventions is the lack of transfer, particularly when
considering performance in daily life [13]. Suggestions to redress the issue of poor transfer of memory
training to everyday life include targeting training
to everyday memory tasks that older adults have
dificulties with and are motivated to improve, i.e.,
a personalized approach using ecologically relevant
tasks [14]. Another limitation of many existing intervention studies is the focus on cognitive test performance as the primary outcome, despite participants valuing improved self-efficacy over test performance [15]. Three aspects of memory interventions
are considered important for improving self-efficacy
and everyday memory performance. These are psychoeducation regarding age-related changes in memory,
training in multiple memory strategies, and opportunity to share experiences of memory complaints
among peers [16]. Furthermore, practice in daily life,
and engagement in such practice over an extended
period (an average of 2 months) has been shown to
be important in facilitating the creation of new habits
or behavior change [17].
One example of an effective cognitive intervention targeted to older adults with SCD and MCI is the
La Trobe and Caulfield Hospital (LaTCH) memory

management group program [18]. This program has a
compensatory approach, aiming to improve memory
in daily life, rather than memory impairment as measured by test performance. This manualized group
program runs for 2 hours per week over 6 weeks. The
program’s goal directed problem-solving approach
fits within a cognitive behavioral therapy framework.
It provides psychoeducation regarding memory, as
well as teaching evidence-based strategies and their
practical application in everyday life, through in-session demonstration, practice, and take-home exercises. A problem-solving approach is espoused where
participants are guided to identify a target memory
issue, consider why the issue is occurring (after psychoeducation regarding memory), identify the best
strategy for their issue from the range of strategies
discussed, and then tweak the chosen strategy as needed. The program’s efficacy has been demonstrated
through two randomized trials [18, 19], a five-year
follow-up study [20], and translation to practice with
a community organization [21]. Program benefits include improved 1) knowledge of memory strategies;
2) use of memory strategies; 3) self-reported memory
ability; and 4) memory contentment and self-efficacy.
Furthermore, participants report normalization of their memory concerns, realization that others experience similar difficulties, acceptance of their memory
ability, and feelings of enhanced coping and selfefficacy, which highlight the importance of the group
aspect of the intervention [20]. Similar outcomes have
been demonstrated by other memory group programs
(for example, [22]; see also [12] for further examples).
Despite these positive outcomes, challenges arise
when trying to implement these programs in realworld settings. These challenges include having the
resources, or establishing sustainable funding, for
staffing and facilitator training, as well as managing
administrative demands [21]. Facilitator training can
be an ongoing issue due to staff turnover [21]. Furthermore, face-to-face memory interventions limit
access to older adults who can attend a specific location at set dates and times [16]. Given the association
between age and chronic health conditions, older
adults may be limited in their ability to attend clinics for face-to-face interventions, particularly across
multiple sessions. This has been intensified by the
COVID-19 pandemic, and heightened risk of mortality for older adults [23], meaning this population
is likely to avoid any non-urgent, face-to-face contact, particularly in group situations. Accessibility of
face-to-face groups is also limited for older adults
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with reduced mobility, limited transport options, or
residing in rural and remote regions.
One possible solution to both service delivery and
access issues is an online program addressing memory strategy training [16], which is the focus of this
pilot study of the Online Personalised Training in
Memory Strategies for Everyday (OPTIMiSE) program. OPTIMiSE will be developed with similar
goals to the LaTCH memory management group program, aiming to 1) improve knowledge regarding
memory, and 2) provide effective memory strategies
for everyday life. OPTIMiSE will also have a similar problem-solving approach to LaTCH. Program
content will be broadly like that covered in LaTCH,
with a focus on everyday examples of memory difficulties (such as remembering names, losing items,
prospective memory), along with a range of practical evidence-based strategies appropriate for each
issue. Additionally, OPTIMiSE will aim to develop
a sense of community among participants, through
sharing their own memory concerns, experiences, and
strategies in moderated online discussion boards. In
contrast to LaTCH, where all participants are provided with the same content, the OPTIMiSE program
will be personalized, with participants being able to
tailor the program content to suit their self-perceived
memory deficits.
Increasingly, the internet is used by consumers
to access health information, including online psychological interventions, which have been shown
to be safe, feasible, and efficacious [16]. Older
adult internet use has been rising every year, with
83% of Australians aged 55–64, and 55% of Australians over 65 years using the internet [24]. The
COVID-19 pandemic, and the resultant social distancing and isolation measures designed to limit the
spread of the virus, highlight the potentially important role of telehealth or online models of health
service provision. Eliminating the need for face-toface contact for health service delivery is especially
important for older adults [23]. The current global
pandemic presents many significant challenges, but
also provides a valuable opportunity to assess the
implementation of an online memory strategy program for older adults. Notably, a recent Australian
survey suggested that of eight proposed online health
interventions, the one of most interest to older adults
was memory strategy training, with 82% of the sample indicating they would utilize this if available [25].
Online memory interventions for older adults appear
to be feasible [16], although most attempts to provide memory interventions online to date have been
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restricted to restorative or cognitive training interventions. The OPTIMiSE program has been designed to
address issues of sustainability of service delivery
and enable wider access to a compensatory program of evidence-based memory strategies for older
adults, with greater ecological validity than restorative “brain training” programs.
This paper describes the protocol of the OPTIMiSE pilot study, the primary aim of which will be
to evaluate the feasibility (recruitment, attrition, data
collection), acceptability, and efficacy of the OPTIMiSE intervention. We want to determine whether
it will be feasible to run OPTIMiSE for older adults
with cognitive concerns on a larger scale. We also
want to explore whether OPTIMiSE will achieve similar outcomes to face-to-face programs such as the
LaTCH memory management group, i.e., moderate to
large effect size changes in memory strategy knowledge and use, memory ability, and satisfaction with
memory. Consistent with other memory interventions [18], we expect improvement in participants’
knowledge regarding memory and ageing, strategy
knowledge, strategy use, memory ability, satisfaction
with their memory, and improvement on individual memory goals. Furthermore, the secondary aim
of this pilot study will be to explore the ability of
OPTIMiSE to create a sense of community among
participants, whether the sense of community engendered through OPTIMiSE is sufficient to normalize
participants’ memory concerns, and if the program
is able to foster and enhance feelings of self-efficacy
and control with respect to memory ability [20]. It
is anticipated that outcome data from the pilot study
will be reported in a subsequent publication.
METHODS
Study design
The OPTIMiSE pilot is a single-arm pre-post study
of 8 weeks duration, with a single maintenance session 3 months post-intervention. The study has been
registered with the Australian New Zealand Clinical
Trials Registry (ACTRN12620000979954) and has
approval from relevant institutional Human Research
Ethics Committees. As the pilot study employs a single-arm pre-post design, there is no separate control
group. A pre-post design is a commonly used, pragmatic choice in health service evaluation, particularly
when gathering preliminary evidence around intervention efficacy [26], which is a primary aim of the
pilot study. While not providing the same level of
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scientific rigor as an experimental study design such
as a randomized controlled trial, the chosen design
offers many advantages with respect to the simplicity
and cost effectiveness of participants serving as their
own controls. This pilot was designed to maximize
the use of limited resources, thus a pre-post design
strikes an acceptable balance of scientific rigor and
practicality. One of the core aims of this pilot is to
evaluate the feasibility of upscaling OPTIMiSE for
delivery to a larger cohort in the future. With this in
mind, outcomes of the pilot study will be reported in
accordance with both the STROBE (Strengthening
the Reporting of Observational Studies in Epidemiology) guidelines [27] and the CONSORT (Consolidated Standards of Reporting Trials) extension for pilot
and feasibility trials [28], with adaptation of items
where necessary to reflect the non-randomized design
of the OPTIMiSE intervention and to ensure that all
reporting items relate to issues of feasibility [29].
Participants
Participants will be recruited across all states and
territories of Australia through emails directed to
community groups of older adults in Australia. Avenues of recruitment will include U3A (University of
the Third Age) communities, Probus Clubs, and people who had previously expressed interest in participating in the face-to-face LaTCH program but
were unable to attend. Individuals who have previously requested not to be contacted or have their
records reviewed for potential participation in future
research studies will not be contacted. Recruitment
will be limited to Australian residents for this pilot
study. Power analysis [30] suggests that 107 older
adults will need to complete pre and post testing,
given an expected effect size from meta-analysis of

memory training [8] in older adults of Hedge’s g =
0.243, with power = 0.80, and alpha = 0.05. Allowing for 70% retention of those who begin OPTIMiSE
(based on the Wicking Dementia Research and Education Centre’s Preventing and Understanding Dementia Massive Open Online Courses, MOOCs [31]),
153 participants will be recruited to the pilot study.
Inclusion and exclusion criteria (see Table 1) were
developed with the aim of recruiting a cohort of older
Australians who self-perceive cognitive changes compared with 10 years ago, but who do not have a history of neurological or psychological conditions that
are likely to have adversely impacted their cognition.
All inclusion and exclusion criteria will be assessed
based on participant self-report.
Intervention
The OPTIMiSE intervention is a free online 6module course, of approximately 2 hours content per
module. Modules will be released weekly over 6
weeks and the program can be completed any time
within a set 8-week period. This will be followed by a
single booster module of approximately 2 hours content delivered at 3-months post intervention, which
can be accessed any time within a set 2-week period.
The content of OPTIMiSE focuses on psychoeducation regarding models of memory, reasons for forgetting, and practical strategies that are effective for
everyday memory difficulties.
Development of OPTIMiSE’s content has been
undertaken in consultation with a stakeholder advisory committee, involving individuals from the target
recruitment group, and experts in health service delivery for older adults. A total of six one-hour meetings
were held with the advisory committee throughout
program development, in order to ensure that the pro-

Table 1
Inclusion and exclusion criteria
Inclusion Criteria

Exclusion Criteria

• ≥60 years of age
• Reporting subjective cognitive decline (respond yes to the question: “Do you think
your memory or thinking is worse than it was 10 years ago?”)
• Sufficiently fluent in reading and typing English to access, read, and comprehend the course
material and participate in text-based online discussions
• Able to complete OPTIMiSE during the set 8-week period
• Able to complete the online evaluation questionnaires without assistance
• Diagnosis of dementia
• Diagnosis of a current psychiatric disorder likely to impact cognition
(e.g., psychotic illness or severe depression)
• History of any neurological condition likely to impact cognition or study participation
(e.g., stroke, cerebral palsy, epilepsy, multiple sclerosis, Parkinson’s disease,
moderate or severe traumatic brain injury)
• Current alcohol or drug dependency
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gram content meets the needs of older adults, that
the program is easy to navigate and use, and that
the outcome measures are appropriate. Development
of OPTIMiSE proceeded in an iterative fashion with
modifications to content and approach as per the advisory committee’s suggestions. For example, one committee member suggested that it would be useful
to include information on the relationship between
sleep, memory, and ageing. After discussion, information on this topic was developed as part of Module
5. Some of the other advisory committee suggestions
that were incorporated included considering the pacing of video content, being clear about the purpose
of quizzes (to reinforce learning rather than to test
knowledge) and providing clear instructions regarding navigation through the MOOC. The stakeholder
advisory committee will also be consulted to discuss
interpretation of the results and the next steps following completion of the pilot evaluation. A content
advisory team was also created, consisting of clinical
and academic experts in mental and cognitive health
in older adults. The content advisory team contributed
to the development of program content and methods
of implementing content suitable for online delivery.
All core content will be delivered through the University of Tasmania Wicking Dementia Centre MO
OC platform. This platform enables access via a range
of devices including desktop computers, laptops,
tablets, and smartphones. The learning platform has
been designed to maximize accessibility for non-traditional adult learners, including those with low levels
of previous education and/or computer and internet
skills. The platform has been used to deliver the
Wicking Centre’s Understanding Dementia and Preventing Dementia MOOCs, which each attracted over
25,000 enrolments in their most recent iterations, and
the Menzies Institute for Medical Research Understanding Multiple Sclerosis MOOC. The average age
of Preventing Dementia MOOC participants is 50 and
the probability of completing the course increases
with age, with participants reporting using what they
have learned to make lifestyle changes to reduce dementia risk [31]. The Understanding Dementia
MOOC significantly builds dementia knowledge regardless of educational background and previous dementia experience [33]. Both courses have exceptionally high completion rates and high levels of participant satisfaction [31, 33]. Use of this existing,
accessible, and effective learning platform reduces
the resources required for this pilot study. The dedicated platform development and support team provide
the necessary expertise to successfully implement
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and deliver the OPTIMiSE program. This partnership
is expected to enhance the feasibility of upscaling the
OPTIMiSE program to a larger cohort in the future.
OPTIMiSE contains a series of core modules
designed to be taken by all participants, plus optional
content, enabling participants to personalize the program to their own interests and goals. Core program
content has been modified from key components of
successful memory strategy interventions such as the
face-to-face LaTCH program [18]. The design of the
intervention was informed by the refined Theoretical
Domains Framework (TDF) [32]. The TDF synthesized 33 theories and 128 key theoretical constructs
related to behavior change into a single framework
to inform intervention design and guide implementation. The refined TDF reflects the outcomes of content
validity testing, resulting in a framework of fourteen
domains with high relevance to the OPTIMISE intervention (i.e., Knowledge, Skills, Social/Professional
Role and Identity, Beliefs about Capabilities, Optimism, Beliefs about Consequences, Reinforcement,
Intentions, Goals, Memory, Attention and Decision
Processes, Environmental Context and Resources,
Social Influences, Emotions, and Behavioral Regulation).
All participants will be directed to complete the
six core modules, with topics as detailed in Table 2.
OPTIMiSE covers simple models of memory to enhance understanding of reasons for forgetting, which
are based on those presented in the LaTCH program and relates to the TDF domain of Knowledge.
There is a component on memory across the lifespan—including changes with normal ageing compared to dementia (TDF Belief about Capabilities;
Optimism). Participants will also be taught about
evidence-based memory strategies including spaced
retrieval, association, implementation intentions, PQ
RST, as well as external aids (TDF domains of Skills;
Goals). They will learn about the importance of attention, reducing the amount to remember, creating
SMART goals, considering the learning environment,
managing well-being including sleep, and remaining
calm. Many, but not all, of these strategies are also
covered in the LaTCH program. Strategies will be
introduced using videos, text, and diagrams as appropriate. Participants will be provided with examples of
how to use core strategies, and then given examples to
try themselves within the module (TDF Skills). They
will also have the opportunity to practice strategies in
their everyday life for homework (TDF Skills). Core
strategies are often repeated across multiple modules,
as they are often relevant for more than one memory
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Table 2
Overview of OPTIMiSE module content
Module

Topics

1

• The processes of memory
• Strategies for learning new information
• The stages of memory
• The neuroscience of memory (optional)
• Strategies for remembering names
• Memory across the lifespan
• Strategies for remembering things we want or need to do
• Well-being in later life
• Strategies for how not to lose things and how to find things once lost
• Sleep in later life
• Strategies for remembering words and conversations; passwords and PINS.
• Strategies for finding your way (optional)
• Review
• Strategies for memory in everyday life
• Reflection and feedback
• Review focused on use of strategies in everyday life during the 3-month break

2

3
4
5

6
Conclusion
Booster

issue. A problem-solving approach will be suggested
to manage any everyday memory difficulties, which
involves understanding why the difficulty is happening and then applying the best strategy from those
they have learned.
In terms of creating a personalized experience, this
will be achieved by having optional extras for participants to access if they wish (for example additional
external resources such as videos, articles, or help
sheets), having some topics identified as optional
extras, including the neuroscience of memory and
strategies for navigation, and by providing participants with Customised Activities. At the beginning
of OPTIMiSE, participants will be asked to identify their most important memory difficulty to work
on from the following options: remembering names,
losing items, remembering to do things (prospective memory), remembering the word you want, or
learning and recalling new information (TDF domain
Goals). At the end of each module, participants will
be provided with a Customised Activity—homework
specific to their memory priority. Participants will be
asked to complete the Customised Activity relevant
to their nominated priority but will also be able to
complete any of the other Customised Activities that
they choose.
Participants will be provided optional homework
tasks after each module, incorporating both the core
content and tasks focused on their individual memory
priorities. These tasks will involve either reflecting on
content presented in the Module and how it relates to
the individual or implementing some of the strategies
presented in the Module in their life. Participants will
be asked to write their responses to these tasks on the
discussion board.

OPTIMiSE will present information using a conversational framework, and in a variety of formats,
including text, static and interactive diagrams and
photographs, summaries and transcripts, animations
of characters experiencing memory problems and
employing strategies, videos of experts speaking about topics, and moderated online discussion boards. It
will be interactive, with quizzes to reinforce learning,
online practice of memory strategies, and exercises to
practice in everyday life. Participants will be encouraged to take part in the moderated online discussion
boards every week, to interact with other participants, observe and model strategy use with peers,
and help foster a sense of community and peer support (TDF Social Identity; Beliefs about Capability;
Social Influences). Discussion boards will be entirely
text-based, and all boards will be accessible by all
participants. Participants can elect to be identified by
their first name and last initial, along with a small
photograph of themselves, or they can choose to participate in discussions completely anonymously, with
no name or photograph. Discussions will be moderated by study personnel, who will routinely check
that posts adhere to stated guidelines to help ensure
a welcoming and safe online environment. Staff may
remove posts that do not adhere to stated guidelines
or that are potentially harmful.
Outcome measures
The primary outcomes of this pilot study are feasibility, acceptability, and efficacy. Intervention feasibility will be assessed on a priori determined criteria
recommended for use in feasibility studies: recruitment, acceptability, attrition, and data collection [34].
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The primary measure of acceptability is whether participants would recommend OPTIMiSE to others.
This question is asked as part of a post-course evaluation questionnaire (Supplementary Material 1),
completed after finishing the entire OPTIMiSE program. This questionnaire provides additional information to further understand acceptability and feasibility of the program by asking about the online
learning experience, the experience of online discussion board participation, and applicability of the
course content to everyday life. Participants will also
complete a brief evaluation questionnaire (Supplementary Material 2) following each module, assessing which parts of the module participants found
most useful, and allowing identification of areas for
potential program improvement. Further understanding of study feasibility will be gained through examination of which activities participants complete
within each module, and amount of time spent on
specific activities.
Intervention efficacy will be assessed using the
following outcome measures: Memory Strategy Knowledge [35]; the Multifactorial Memory Questionnaire (MMQ), comprising three scales: MMQ-Satisfaction, MMQ-Ability, MMQ-Strategy [36]; Knowledge of Memory Ageing Questionnaire [37]; and
questions relating to participants’ personal memory
goals (Supplementary Material 3). Note that Memory Strategy Knowledge and the three MMQ scales
have previously been used to demonstrate efficacy of
the LaTCH program [18]. All the efficacy measures
will be administered at three timepoints: 1) prior to
commencement of OPTIMiSE; 2) upon course completion; and 3) at the booster session 3-months post
intervention, in order to assess maintenance of effect.
To further understand the intervention’s efficacy, at
the booster session, participants will also be asked to
provide information regarding how they were able to
apply the knowledge and the strategies taught in their
everyday life, as well as which strategies they use the
most and in which situations, and which strategies
they have not found useful.
The secondary aim of the pilot is to assess the sense
of community created among participants, participants’ feelings of control and self-efficacy regarding
their memory ability, and psychological well-being,
specifically the negative emotional states of depression, anxiety, and stress. Outcome measures used to
assess these secondary aims are the Memory Controllability Inventory [38], a novel Memory Self-efficacy
Questionnaire (Supplementary Material 4), a modified version of the Brief Sense of Community
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Scale [39], and the 21-item version of the Depression Anxiety Stress Scale (DASS-21) [40]. Memory
controllability, self-efficacy, and psychological wellbeing will be measured prior to the course, and all four
measures will be administered following completion
of the course, and at the 3-month booster session, to
assess dimensions of needs fulfillment, group membership, influence, and shared emotional connection,
in the context of an online community.

Statistical analysis
Feasibility will be measured by recruitment rates
(number of participants giving informed consent
from number expressing interest; consideration of
number of organizations contacted; time frame for
recruitment), acceptability (percentage of agree or
strongly agree that they would recommend OPTIMiSE to others; suggestions for improvements), attrition (percentage of recruited participants completing OPTIMiSE), and data collection (amount and
nature of missing data). Efficacy will be determined
by a series of repeated measures t-tests, with alpha
adjusted according to the Holm method, on pre- and
post-performance on the outcome measures (personal memory goals, knowledge regarding memory
and ageing, strategy knowledge, strategy use, memory ability, memory satisfaction, and psychological
wellbeing). A descriptive summary will be provided
of how the effect sizes on relevant outcome measures in OPTIMiSE compare to LaTCH. Effect sizes
will be provided as Cohen’s d, where d = 0.2 is considered small, 0.5 is considered medium, and 0.8 is
considered a ‘large’ effect size [41]. Thematic analysis, following the most significant change technique
[42] will be used to analyze participants’ responses to
the question “What, if any, significant changes have
you noticed in your life following the completion of
the course?”. Resulting themes will be compared to
those previously reported following LaTCH memory
groups [20, 21].
Pearson correlations will be conducted to identify
associations between self-reported sense of community and levels of engagement on the OPTIMiSE
discussion boards. Multiple regression analyses will
be conducted to determine whether self-efficacy measured post-performance is predicted by demographic
variables (age, gender, education) along with memory
controllability and sense of community. Effect maintenance will be determined by repeated measures
t-tests (again, using the Holm method for multiple

150

K.E. Pike et al. / OPTIMiSE Pilot Study Protocol

comparisons) comparing outcome measures at the
booster session versus immediately after the course.

help older adults maintain independence for longer
and reduce the growing burden on aged care services.
This will be particularly useful during the current
pandemic and in a post COVID-19 world.

CONCLUSION
Although we know that face-to-face memory interventions for older adults are effective, widespread
translation to practice has been hampered by issues
with sustainability of service delivery as well as
accessibility. These issues have been intensified by
the COVID-19 pandemic where non-urgent face-toface services are often being eliminated or avoided,
particularly for older adults, who are at particularly
high risk of significant negative consequences of this
disease [23]. Online interventions provide a feasible solution to these issues [16]. An online memory
strategy program will be developed in an iterative
process through consultation with a stakeholder advisory committee. This program will then be executed,
and we will evaluate its acceptability to older adults
with cognitive concerns, the feasibility of running
it on a larger scale, and whether it achieves similar outcomes to face-to-face groups. Comparison of
effect sizes observed in the online pilot study to those
reported in face-to-face groups [18] will enable us to
determine whether an online format is as effective
as face-to-face, across several different outcomes.
That is, can an online format lead to moderate to
large effect size changes in memory strategy knowledge and use, memory ability, and satisfaction with
memory. Roadblocks or barriers along the way will
inform future development. OPTIMiSE is the initial step in what could be an important program
enabling access to an evidence-based and effective
memory intervention, that improves knowledge, selfefficacy, and everyday memory performance, to older
adults worldwide. These types of interventions have
the potential to reduce memory-related anxiety and
increase functional independence. The online learning platform used to deliver OPTIMiSE has already
proven successful with programs increasing dementia
knowledge and encouraging dementia risk reduction.
Information from this proof-of-concept study will be
used to modify OPTIMiSE before rolling it out to a
larger audience, with further evaluation of this format
for widespread translation of knowledge regarding
effective memory strategies, and the facilitators and
barriers of implementation. The ageing population
will mean greater numbers of older adults living with
cognitive concerns and an online accessible memory
strategy program like OPTIMiSE has the potential to
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