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Rationale for Research: 
Cognitive Stimulation Therapy (CST) is an evidence based non-pharmacological treatment currently available for people with a diagnosis of mild to moderate dementia.1,2 It is a structured and manualised group cognitive intervention that involves 14 sessions (twice a week over seven weeks) of themed activities. Sessions are aimed to actively stimulate and engage people with dementia, whilst providing an optimal learning environment and the social benefits of a group of six to eight participants with two facilitators. CST has been shown to improve cognition, quality of life and communication; and is recommended for people with mild to moderate dementia in the UK’s NICE dementia guidelines.3 The evidence for CST on cognition is highlighted in the Lancet commissioned report on dementia prevention, intervention, and care.4 The NZ experience of CST is summarised in our previous report and a chapter in a new book capturing the international perspectives.5,6 
NZ is an ethnically diverse country. In 2013 there were a total of 607,032 people (14.3% of the population) over the age of 65 years living in NZ: 83.8% European, 5.3% Māori, 4.5% Asians, 2.3% Pacific Islanders.7 For Māori and Pasifika people, population ageing is happening faster than NZ Europeans.  It is predicted by 2036, among those aged 65+, the number of Māori will increase from 44,000 to 121,000 (a 115% increase) and Pasifika people will increase from 19,000 to 50,000 (a 160% increase); while NZ Europeans will increase from 608,000 to 974,000 (a 60% increase). Issues of dementia and cognitive decline will be increasingly relevant for Māori and Pasifika people.8 Recent studies have found that a large proportion of dementia is attributable to modifiable risk factors such as diabetes, hypertension and obesity.4 It is known that Māori and Pasifika people are presenting with significantly higher rates of these risk factors than most other subpopulations in NZ.9,10 Therefore, the  prevalence of dementia may be significantly higher in these ethnic groups. 
CST was initially developed in the UK and therefore lacking in Māori and Pasifika cultural content and values. Cultural adaptation is needed to ensure Māori and Pasifika people with dementia will benefit from this evidence based treatment. Internationally CST has been successfully adapted in many non-English speaking countries including Japan, China, Hong Kong, Italy, Denmark, Nigeria and Tanzania.11 
Aims and Objectives of the Project: 
The aim of this project is to test CST that has been adapted for Māori and Pasifika people with mild to moderate dementia. 
Research Design and Methods: 
The research team has worked with Māori and Pasifika community stakeholders in Eastern Bay of Plenty and Wellington respectively and adapted CST for Māori and Pasifika people with mild to moderate dementia. The aim of this study is to pilot and refine the adapted Māori and Pasifika CST manuals will be piloted in two community settings (Māori: Eastern Bay of Plenty, partnered with Alzheimers Eastern Bay of Plenty; Pasifika: Wellington, partnered with Dementia Wellington). 
Phase 1:

Two groups based on the Māori manual and two groups based on the Pasifika manual will be conducted. We will use the usual CST inclusion criteria: (i) mild to moderate dementia, defined by a score ≥ 10 on the RUDAS (Rowland Universal Dementia Assessment Scale): (ii)  able to have a “meaningful” conversation; can hear well enough to participate in small group discussion; (iii) vision good enough to see most pictures. People will be excluded if they: have had a recent significant illness; have severe visual or hearing impairment; or are receiving terminal or palliative care.

Given the small sample sizes, outcome measures are used primarily to describe the participants, not to test treatment efficacy.  CST has been shown to be efficacious in terms of cognition and quality of life; and we have selected the RUDAS and World Health Organization Quality of Life (WHOQOL-BREF) questionnaire for this study. The RUDAS was developed as a brief cognitive screening tool that could be easily interpreted into other languages and be fair across diverse cultural backgrounds.12 The WHOQOL-BREF has been shown to be valid for general use in NZ.13 We will obtain information on the two outcome measures in terms of their scores range, improvement in scores and variability in the scores. This information will enable us to perform power calculation for a future RCT study if needed. Feasibility issues will be explored: frequency of sessions, number of participants, number of staff, duration of the sessions, drop-out rates, transport, and financial limitations. 

Phase 2: 
CST facilitators and participants involved in the culturally adapted pilot groups in Phase 1 will be invited to take part in an individual interview with the researchers. We will elicit feedback regarding their experiences, what they found useful, what they did not like, and their recommendations for program improvement. Thematic analysis will be used to analyse the data/transcripts of the focus groups. Additional recommendations will be integrated to refine the adapted CST manuals.

Full Reference information

1. Woods, B., Aguirre, E., Spector, A. E., & Orrell, M. (2012). Cognitive stimulation to improve cognitive functioning in people with dementia. Cochrane Database Syst Rev, 2.

2. MODEM modelling outcome and cost impacts of interventions for dementia. Cognitive stimulation therapy. Retrieved from https://toolkit.modem-dementia.org.uk/wp-content/uploads/2016/04/CST-Intervention-Summary.pdf
3. National Institute for Health and Clinical Excellence. (2018). Dementia: assessment, management and support for people living with dementia and their carers. NICE Clinical Guideline 97. Retrieved from https://www.nice.org.uk/guidance/ng97
4. Livingston, G., Sommerlad, A., Orgeta, V., Costafreda, S. G., Huntley, J., Ames, D., ... & Cooper, C. (2017). Dementia prevention, intervention, and care. The Lancet. DOI: http://dx.doi.org/10.1016/S0140-6736(17)31363-6
5. Cheung, G., Peri, K. (2014).  Cognitive Stimulation Therapy: A New Zealand Pilot.  Auckland:  Te Pou o Te Whakaaro Nui: The National Centre of Mental Health Research, Information and Workforce Development.

6. Orrell, M., Yates, L., Yates, J., Spector, A., Woods, B. (2017). Cognitive Stimulation Therapy for Dementia: History, Evolution and Internationalism. Taylor & Francis. London, UK.

7. Statistics New Zealand. 2013 census. http://www.stats.govt.nz/Census/2013-census/profile-and-summary-reports/quickstats-about-national-highlights/age-and-sex.aspx. Updated 2013.

8. Ministry of Social Development. Our ageing population. http://www.superseniors.msd.govt.nz/about-superseniors/media/key-statistics.html
9. Joshy, G., Simmons, D. (2006). Epidemiology of diabetes in New Zealand: Revisit to a changing landscape. New Zealand Med. J. 119

10. Simmons, D., Harry, T., Gatland, B. (1999). Prevalence of known diabetes in different ethnic groups in inner urban South Auckland. New Zealand Med. J. 112:316-319

11. International Cognitive Stimulation Therapy Centre. University College London. CST by country.https://www.ucl.ac.uk/international-cognitive-stimulation-therapy/countries
12. Storey, J., Rowland, J., Basic, D., Conforti, D., Dickson, H. (2004). The Rowland Universal Dementia Assessment Scale (RUDAS): A multicultural cognitive assessment scale. Int Psychoger. 16:13-31
13. Krägeloh, C. U., Kersten, P., Billington, D. R., Hsu, P. H. C., Shepherd, D., Landon, J., & Feng, X. J. (2013). Validation of the WHOQOL-BREF quality of life questionnaire for general use in New Zealand: Confirmatory factor analysis and Rasch analysis. Qual Life Res. 22:1451-1457.
