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Abstract 

Knowledge translation (KT) is a process that includes the synthesis, dissemination, 
exchange and application of knowledge to improve health (including services and the 
health system), with education being one key mechanism. The program ‘Recognising and 
Responding to Dementia in Indigenous Communities (RRDIC)’ offered by the Centre for 
Remote Health aims to develop remote and primary health care workers’ skills and 
knowledge in Indigenous dementia care and management, including appropriate dementia 
assessment. This ‘knowledge-to-action’ program translates relevant recent research 
findings into a comprehensive resource document, and an interactive two-day workshop, 
with conceptual frameworks and practical materials designed to be used by participants in 
their practice contexts. Dementia care and management is an area that has experienced 
accelerated research in response to the growing disease burden in Australia. An increased 
awareness of the higher prevalence of dementia in Australian remote Aboriginal 
communities has led to a need for up-to-date and contextually relevant learning materials 
for health professionals working with these groups. 

This paper reports on development, delivery and evaluation phases of the education 
program. Particular KT strategies will be highlighted such as participatory processes 
involving practitioners, clients, carers and community members; and use of frameworks 
that accommodate cultural and environmental considerations (including cultural safety; and 
the International Classification of Functioning, Disability and Health (ICF). Particular 
learning strategies used in the program will also be highlighted such as: 

• Reflective questions designed to foster deeper learning and promote reflective 
practice 

• Case studies designed to highlight areas requiring particular knowledge and 
skills 

• Comments and quotations from individuals experienced in the area to ensure 
relevance to aged care in remote and Indigenous contexts 

• Frequently asked questions, and answers provided by key experts in the area of 
Indigenous dementia 

• Carer communication strategies to encourage skill development in determining 
what, when and how practitioners need to communicate with carers and family 
members. 
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The program is underpinned by the principles of effective KT, including using best 
available knowledge, attention to context, end user involvement and participatory 
processes in the program’s development and implementation, and use of educational 
strategies that lead to change in practice. 

 

Introduction 

Dementia care is an area that has experienced accelerated research in response to the 
growing disease burden in Australia. In Indigenous communities, dementia is now 
recognised as a major social, welfare and health problem, with rates in the remote 
Kimberley region estimated at 12.4% compared to 2.6% in the non-Indigenous 
population(1). This increased awareness of the higher prevalence of dementia in remote 
Aboriginal communities, along with growing research evidence about dementia more 
generally, has led to a need for contextually relevant learning materials for health 
professionals working with these groups. In 2008, the SA&NT Dementia Training Study 
Centres (DTSC) commissioned the Centre for Remote Health (CRH) to develop a short 
course for primary health care (PHC) workers to: 

• facilitate the uptake of evidence in practice  
• develop skills and knowledge in Indigenous dementia care and management, 

including the Kimberley Indigenous Cognitive Assessment (KICA) tool 
• assist participants identify on-going professional development needs and raise 

awareness of resources and networks available 
• contribute to developing a research and evaluation agenda for PHC services in 

Indigenous dementia care. 

The program, Recognising and Responding to Dementia in Indigenous Communities 
(RRDIC), consists of a comprehensive learning guide, an additional book of readings, 
detailed session plans and extra learning materials for use in a two-day interactive 
workshop. 

Knowledge translation 

Knowledge translation (KT) is “a dynamic and iterative process that includes the synthesis, 
dissemination, exchange and ethically sound application of knowledge to improve health, 
provide more effective health services and products, and strengthen the health care 
system”(2) (p.165). KT is multi-faceted and has developed in recognition of the need for 
greater attention to transforming research and other information in action(3). The process 
of KT is now often conceptualised as a cycle of knowledge to action, with knowledge 
creation (tailoring knowledge through inquiry, synthesis, product development) and seven 
stages of action (problem identification, adaption to context, assessing barriers, selecting 
and tailoring interventions, monitoring knowledge use, evaluation of outcomes and 
sustaining knowledge use). These can occur sequentially or simultaneously, and not all 
projects will involve the complete cycle. Education/professional development programs are 
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key KT strategies(2). Principles of KT include using best available knowledge, attention to 
context, end user involvement and participatory processes in the program’s development 
and implementation, and use of educational strategies proven to be successful(4).  

Development of the program 

RRDIC represents a synthesis of existing knowledge - a distillation process where the most 
valid and useful knowledge, including research evidence, ‘grey’ literature and practitioner 
knowledge, is identified(4). The broad context of knowledge use is also a critical 
consideration(3), and as the field of KT has developed, evidence (knowledge) can be 
diverse including quantitative and qualitative from both research and non-research sources 
such as the views of service users(3,5). In keeping with the key features of KT, the 
participatory developmental process of RRDIC involved community members and 
practitioners, with Indigenous input in every stage: 

• An advisory group met twice during development and commented on materials as 
needed  

• Consultations were held with service providers and peak body representatives to 
determine issues to be addressed in the program 

• Practitioner input was obtained, particularly comments and reflections from 
individuals with significant relevant experience 

• External experts reviewed draft materials 
• Two pilot workshops were held, both of which had several Indigenous participants. 

Content and structure 

There is value in making explicit the underlying pedagogical processes used in 
interprofessional education(6). Active learning strategies are recommended in the literature 
as the main component of pedagogy (D’eon, cited in(6)), with the use of increasingly 
complex case studies and the assistance to transfer learning to “new cases based on the 
abstraction of conceptual and contextual knowledge, skills and attitudes”(6)(p.69). Problem 
based learning (PBL) provides the opportunities to build on initial knowledge in 
collaboration with other participants thereby encouraging the development of interpersonal, 
team-working skills and critical thinking in practice(6). In addition to collaboration, the 
importance of contextualising interprofessional education within the practice setting and 
with the needs of practitioners, services and clients in mind is highlighted(6). Given these 
considerations, the breadth and depth of the program content and diverse knowledge skill 
base of the target audience, a range of pedagogical approaches are used, including those 
that specifically address Indigenous learning needs (such as locating local Indigenous 
issues in a global context(7)). 

The 100 page learning guide is divided into seven sections: ‘introduction’, ‘a way of 
working’, ‘assessment and differential diagnosis’, ‘risk factors and co-morbidities’, ‘impacts 
on the person with dementia’, ‘what we can do to help’, and ‘relevant resources and 
directions in research’, and the workshop loosely follows the same structure. The materials 
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are used in the workshop in ways that familiarises participants with their content and 
anticipated application in the workplace. Particular learning strategies included in the 
learning guide include: 

• Commentary synthesised from the literature (and other evidence) 
• Reflective questions to foster deeper learning and promote reflective practice 
• Case studies developed as PBL, progressively complex cases 
• Comments and quotations from individuals experienced in the area to ensure 

contextual  relevance 
• Frequently asked questions, and answers provided by key experts in the area of 

Indigenous dementia 
• Carer communication scenarios/questions. 

The first part of the RRDIC program - ‘a way of working’ - introduces cultural safety(8), the 
World Health Organisation’s International Classification of Functioning, Disability and 
Health (ICF)(9) and person-centred care(10) as conceptual frameworks to inform practice. 
These provide a basis for participants to reflect on their practice and to establish and 
communicate shared aims and values(6). These frameworks encourage discussion and 
critical reflection and all accommodate culture (and cultural and social context) as central 
considerations. Shared aims and values are established in the workshop with the intention 
that they can also be established in participants’ own ‘communities of practice’ when they 
return to their workplaces. The ‘way of working’ section of the program, the contents of 
which were advocated for strongly by participants in the program’s development, is 
essential to ensure a process of culturally safe knowledge translation(11).  

Overall, the best available knowledge is synthesised for participants. Use of quotes from 
practitioners helps to ground the written material in contexts that participants can relate to. 
Consideration of barriers to implementation in the ‘knowledge-to-action’ framework is 
important so that educational strategies can be targeted to the context(2) and may be 
related to knowledge, attitudes, skills or habits(4). In remote Indigenous communities, 
established patterns of inter-sectoral communication (or lack thereof)(12) is particularly 
significant, and is a barrier explicitly targeted in the ‘what we can do to help’ part of the 
program with specific exercises on ‘collaborative care planning’. Discussions are 
encouraged that challenge organisational and professional ‘tribalism’(6) and that enable the 
development of strategies to build collaborative practice, a much needed approach in 
remote dementia care(12). 

The inclusion of carer communication strategies was informed by evidence demonstrating 
that brief, simple interventions focusing on caregiver education and training may be of 
particular benefit in settings where awareness of dementia is low and support from formal 
services is limited(13, 14). Significant improvements in caregiver mental health and burden of 
caring have resulted by targeting the main carer and immediate and extended family to 
receive basic education about dementia and managing problem behaviours(13, 14). Recent 
research in Australia highlights the need for education materials and communication 
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strategies that are targeted to the needs of Indigenous Australians(15), and where these 
have been developed, the evidence suggests that practitioners need training in cultural 
safety and intercultural communication for these to be effectively implemented(16). Thus, 
there is significant attention in the RRDIC program to the nature and level of information 
that is required to educate/inform carers and community members and approaches to 
communication in Indigenous communities. Rather than being a ‘how to list’, the learning 
materials and workshop are designed to encourage participants to develop and reflect on 
their own approaches to carer education and communication. Activities and reflective 
questions are included throughout with these goals in mind and role play opportunities are 
provided in the workshops. Communicating what can be difficult concepts (such as when a 
diagnosis of dementia has been made), in a cross cultural context, often to people who 
have limited English language and/or literacy, and who may not have good experiences of 
dealing with Western health care services is challenging, and should, ideally, be practiced 
in a safe learning environment, such as is provided in the workshop. 

A series of eight questions and answers are included throughout the learning materials 
compiled following consultations in the development phase of the program. They are 
interspersed throughout the learning guide and answers are provided by two experts of 
high repute in the sector. These are written in such a way as to provide participants with 
sufficient knowledge and confidence to engage with professionals and others working in 
this field when such questions arise. Pervasive myths are dealt with (for example, Most 
people assume that the higher prevalence of dementia in Indigenous populations is 
because of alcohol abuse. What are the facts on this?) as well as commonly challenging 
practice scenarios (for example, How can we develop some practical strategies for 
stopping people from wandering in remote communities?). 

Implementation and evaluation 

In its first year (2009) 75 participants completed the course which was offered free in Alice 
Springs, Darwin, Carnarvon and Port Augusta. RRDIC has since been offered once 
annually in Alice Springs on a fee-paying basis (with some participants receiving SA/NT 
DTSC subsidies). Participants come from diverse backgrounds and have included Allied 
Health professionals, Nurses, Aboriginal Health Workers, Residential Care staff, Home and 
Community Care Coordinators and staff (who may or may not have a base discipline 
qualification), dementia educators and aged care advocates (with varied professional 
backgrounds). The program has been inclusive of all staff who may work in these contexts, 
not exclusively discipline-based professionals as is often the case in other programs. 
Remote Area Nurses and medical practitioners, to date, comprise the smallest group of 
participants. 

Evaluation has involved collecting feedback from the more than 120 participants (in seven 
courses) to date: anonymous feedback forms; collation of comments and issues arising 
throughout the workshop; group discussion on ‘evaluation’ in the final session; and the 
collection of anecdotal feedback through our own participation in practitioner forums and 
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networks in our region. A more formal evaluation that measures program impact over a 
longer time frame would contribute to the knowledge base on professional development 
programs as KT strategies. 

Almost 100% of participants have rated the program as ‘very good’ or ‘excellent’, and as 
‘almost always’ or ‘always’ relevant to their work, and all participants have said that they 
would recommend the course to colleagues. Level and appropriateness of content, design 
and delivery of program, and the relevance and application of content to the workplace / 
practice are consistent themes in the feedback, for example: 

“I found the course very practical and relevant to my current workplace. Great to have local 
relevance and practical solutions” 

The most highly valued features of the program have been use of the ICF, the KICA, case 
studies and written materials, opportunity for discussion and reflection, relevance of the 
program, and the mix of conceptual and practical content. For example: 

“Will be using the KICA and will pass it on at my workplace” 

“Takeaway materials look very good and should be a useful resource in the workplace” 

“Great opportunity for people who work with people with dementia to be together and share 
strategies” 

One of the stated aims of the ICF is to provide a shared language and conceptual 
framework that transcends traditional disciplinary boundaries(9) and feedback on the use of 
the ICF in the program has been overwhelmingly positive. Discussion is lively in these 
sessions, and participants develop strategies to deal with problems raised by the case 
studies, as well as their own case examples. Participants consistently highlight the value 
and applicability of the case studies used. Feedback provided to facilitators (such as in 
local service networks) suggest the materials and skills acquired in RRDIC are applied in 
the workplace; in particular, use of the KICA as a dementia screen and the ICF as a model 
for case discussions in multi-disciplinary teams, have later been reported as workshop 
outcomes. 

Sustainability 

As the program is structured, RRDIC can be updated as new knowledge is identified. For 
effective KT, drawing research concerns directly from the practice context (involving ‘end 
users’) is more likely to ensure that evidence moves to policy and practice(2,5). The program 
itself has contributed to identifying new areas of research: a) the facilitators are involved in 
direct research in the area, and b) the views of practitioners on the most pressing research 
gaps collected at the end of day two of the workshops, were collated and published in a 
relevant, open-access journal(17).  

In relation to our own involvement in research, this provides the opportunity to close the 
loop of ‘knowledge-to-action’ quickly. For example, the outcomes of a project in Central 
Australia designed to develop pathways to care and education for people with dementia 
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and their carers(18) has had immediate application in RRDIC. This is particularly significant 
as it addresses global concerns about barriers to access for Indigenous populations(19). A 
lack of understanding or recognition of dementia in their population group, language or 
cultural barriers, and a lack of appropriate information resources and services have all 
been highlighted in a recent WHO report(19). The report advocates for policies and care 
pathways be adapted and delivered in ways that are accessible and acceptable for each 
group to ensure equitable access to services.  

Another key mechanism for sustainability has been the accreditation of the course as a full 
postgraduate Topic in the Flinders University Remote Health Practice program (Graduate 
Certificate to Masters). An expanded team of program facilitators will enable more courses 
to be delivered and in different locations, and may allow a more comprehensive evaluation 
of the program. 

Conclusion 

The WHO recommends the capacity of health and social workers be built so that they work 
in ways that are responsive, fair and efficient to achieve the best health outcomes possible 
with the resources available(19). RRDIC develops remote PHC workers’ skills and 
knowledge in Indigenous dementia care and management, including dementia 
assessment. It is a ‘knowledge-to-action’ program that translates relevant knowledge into a 
comprehensive resource document, and an interactive two-day workshop, with conceptual 
frameworks and practical materials designed to be used by participants in their practice 
contexts. The particular KT strategies evident include use of best available knowledge, 
attention to context, end user involvement (practitioners, clients, carers and community 
members) and participatory processes, and use of proven successful learning strategies. 
RRDIC address a real and immediate area of concern and which is both informed by, and 
informing, an emerging body of evidence. 
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