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ABSTRACT
The Dementia Knowledge Assessment Tool Version Two (DKAT2) was developed to measure caregivers’ knowledge about the trajectory of 
dementia and assess changes in the knowledge before and after educational programs. The DKAT2 is a 21-item tool with questions about 
several aspects of dementia. The possible answers for each question are “yes”, “no” or “don’t know”. The maximum score is 21. Objective: The 
aim of the study was to cross-culturally adapt the DKAT2 to Brazilian Portuguese. Methods: The essential steps to cross-culturally adapt were 
conducted and the final version administered to 30 caregivers of older people with dementia, sampled by convenience. Results: In the sample 
assessed, the mean age was 55.7 (± 12.5) years, 93.3% were female, 56.7% were sons/daughters and 23.3% were spouses of the older adults 
with dementia. The mean time caring for the elder was 4.7 (± 3.3) years and 70% of the caregivers had some level of burden. The mean age of 
the older people was 82.4 (± 6.7) years, 19 (63.3%) had a diagnosis of Alzheimer’s disease, 100% were dependent for instrumental activities of 
daily living and 70% had some degree of dependence for basic activities of daily living. The mean score for the caregivers’ knowledge level was 
15.0 (± 2.5) correct answers. Conclusions: The Brazilian Portuguese version was developed and the final version is suitable for use in Brazil.
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RESUMO
“Dementia Knowledge Assessment Tool Version Two” (DKAT2) foi desenvolvido para medir o conhecimento de cuidadores sobre a trajetória da 
demência e avaliar as mudanças no conhecimento antes e depois de programas educacionais.  DKAT2 é uma ferramenta de 21 itens com perguntas 
sobre vários aspectos da demência. As respostas possíveis para cada pergunta são “sim”, “não” ou “não sei”. A pontuação máxima é de 21. Objetivo: 
Adaptar culturalmente o DKAT2 ao português brasileiro. Métodos: Foram realizadas as etapas essenciais para a adaptação cultural e a versão 
final foi administrada a uma amostra de conveniência de 30 cuidadores de idosos com demência. Resultados: A idade média dos cuidadores foi 
de 55,7 (± 12,5) anos, 93,3% eram do sexo feminino, 56,7% eram filhos e 23,3% cônjuges dos idosos com demência. O tempo médio de cuidado ao 
idoso foi de 4,7 (± 3,3) anos e 70,0% dos cuidadores mostraram algum nível de sobrecarga. A média de idade dos idosos com demência foi de 82,4 
(± 6,7) anos, 19 (63,3%) tiveram diagnóstico de doença de Alzheimer, 100% eram dependentes nas atividades instrumentais da vida diária e 70,0% 
tinham algum grau de dependência nas atividades básicas de vida diária. O escore médio do nível de conhecimento dos cuidadores foi de 15,0 
(± 2,5) respostas corretas. Conclusões: A versão em português do Brasil foi obtida e mostrou-se adequada para uso no Brasil.

Palavras-chave: idoso; cuidadores; demência; conhecimento.

Population aging is associated with an increase in the 
prevalence of dementia, the rate of which doubles every 
five years from the age of 601. The prevalence of dementia in 
Latin America is 7.1%, similar to that found in many other 
studies worldwide2,3.

Dementia is associated with functional dependency. 
The symptoms of dementia affect the quality of life of both 
patients and their caregivers4,5.

Lack of knowledge about dementia is associated with unnec-
essary and stressful interventions such as catheter feeding, hos-
pital and emergency room transfers, and intravenous treatment, 
especially at advanced stages of the disease6.

There are instruments available to evaluate knowledge 
and attitudes towards dementia among health professionals, 
mainly doctors and nurses. However, such instruments for 
caregivers are scarce7.
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Toye et al.7, from 2006 to 2008, developed the Dementia 
Knowledge Assessment Tool Version One (DKAT1), which 
measures knowledge about the trajectory of dementia and 
assesses changes in the knowledge of participants before and 
after educational programs. It was first developed for for-
mal caregivers (meaning people employed to provide care) 
and, after testing, it was improved for use in both formal and 
informal caregivers. In 2009, the second version (DKAT2) was 
developed by the same authors.

The DKAT2 has 21 statements addressing several areas of 
dementia knowledge, encompassing features of Alzheimer’s 
disease and vascular dementia, behavioral, emotional, physi-
ological, functional and sensory symptoms of dementias, as 
well as symptoms that are not necessarily associated with 
dementias. There are three possible answers for each state-
ment: “yes”, “no” and “don’t know.” Answers are scored as 1 if 
correct and 0 if incorrect or “don’t know”. The higher the final 
score, the higher the knowledge about dementia.

This study aimed to develop the Brazilian Portuguese ver-
sion of the Dementia Knowledge Assessment Tool Version 2. 

METHODS

The study was conducted between April 2016 and May 
2017 at the Inpatient Geriatric Clinic of the Botucatu Medical 
School, São Paulo State University. 	

The Brazilian Portuguese version was developed as below:
A) Authorization for the study given by the author of the 

instrument.
B) Translation from English into Portuguese as spo-

ken in Brazil by two individuals whose native language was 
Portuguese and who were fluent in English, where one of the 
translators was aware of the study.

C) Consensus between the researcher (MP) and his advi-
sor (AFJ) in order to obtain a version based on the transla-
tions carried out in item B.

D) Back translation (Portuguese into English) of the ver-
sion from item C by two individuals unaware of the study 
whose native language was English and who were fluent in 
Portuguese spoken in Brazil.

E) Obtaining a final version of the two versions from item D.
F) Analysis of the whole process (items A to E) and sub-

mission of the final version to the author of the instrument 
for its appraisal.

G) Application of the final version to caregivers of the 
older people with dementia.

Thirty caregivers, to whom the Brazilian version of the 
DKAT2 was administered, were interviewed at the Geriatric 
Clinic of the Botucatu Medical School, São Paulo State University. 
For inclusion, caregivers had to have given care for at least one 
year on a regular basis. The caregivers were assessed before 
or after the medical appointment of the elderly person with 
dementia. The patient’s diagnosis of dementia was confirmed 

by the researcher through checking of the medical registration. 
None of the caregivers refused to participate in the study. 

For the evaluation of the caregivers, the following instru-
ments were administered: sociodemographic questionnaire, 
the DKAT28, Functional Activities Questionnaire (to evaluate 
the elderly patient’s instrumental activities of daily living)9, 
Katz Index (to evaluate the patient’s basic activities of daily 
living)10, Zarit Burden Interview (to evaluate caregiver’s bur-
den)11 and the Patient Health Questionnaire-2 (to screen the 
caregiver for depression) 12.

All caregivers signed the informed consent form before the 
interview. The study was approved by the Ethics Committee 
of the Botucatu Medical School, São Paulo State University 
(number: 50028115.6.0000.5411).

The categorical variables were expressed as raw num-
bers and percentile values. Continuous variables, according 
to their normal distribution or otherwise, were expressed as 
measures of central tendency: means and standard devia-
tions or medians and interquartile ranges13.

The relation among DKAT2 scores and the other vari-
ables was explored spatially by multiple correspondence 
analysis, where the association of categories is represented 
as a spatial proximity14. 

RESULTS

Figure 1 shows the original Australian version of the DKAT27.
Figure 2 shows the Brazilian version of the DKAT2.
Thirty caregivers with a mean age of 55.7 (± 12.5) years 

were interviewed. The mean number of correct answers on 
the DKAT2 was 15 (± 2.5) and the mean caring time was 4.7 
(± 3.3) years; 93.3% were female, 56.7% were sons/daughters, 
70% showed some degree of burden and 23.3% screened posi-
tively for depression.

Regarding the older adults assessed, the mean age was 
82.4 (± 6.7) years, 19 (63.3%) had a diagnosis of Alzheimer’s 
disease, five (16.7%) vascular dementia and six (20%) 
other types of dementia. The mean Functional Activities 
Questionnaire score was 22.3 (± 7.7), indicating that 100% of 
the older adults were dependent for instrumental activities 
of daily living and 70% had some degree of dependence for 
basic activities of daily living according to the Katz Index.

The questionnaire was considered easy to fill in, as all par-
ticipants completed it in less than 10 minutes.

Figure 3 shows the perceptual map from multiple cor-
respondence analyses, accounting for about 30% of overall 
variance of the model. The DKAT2 scores were categorized 
in three levels (11-13; 14-16; 17-20). Especially, higher DKAT2 
scores were in proximity to being diagnosed with Alzheimer’s 
disease, higher Katz Index scores and lower PHQ-2 scores. 
Lower DKAT2 scores were in proximity to higher Zarit 
Burden Interview scores and lower Functional Activities 
Questionnaire (Pfeffer) scores.
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Statements Yes No Don’t 
Know

1. Dementia occurs because of changes in the brain. 1 0 0

2. Brain changes causing dementia are often progressive. 1 0 0

3. Alzheimer’s disease is the main cause of dementia. 1 0 0

4. Blood vessel disease can also cause dementia. 1 0 0

5. Confusion in an older person is almost always due to dementia. 0 1 0

6. Only older adults develop dementia. 0 1 0

7. Knowing the likely cause of dementia can help to predict its progression. 1 0 0

8. Incontinence always occurs in the early stages of dementia. 0 1 0

9. Dementia is likely to limit life expectancy. 1 0 0

10. When a person has late stage dementia, families can help others to understand that person’s needs. 1 0 0

11. People who have dementia may develop problems with visual perception (understanding or recognising what they see). 1 0 0

12. Sudden increases in confusion are characteristic of dementia. 0 1 0

13. Uncharacteristic distressing behaviours may occur in people who have dementia (e.g., aggressive behaviour 
in a gentle person). 1 0 0

14. Difficulty swallowing occurs in late stage dementia. 1 0 0

15. Movement (e.g., walking, moving in a bed or chair) is limited in late stage dementia. 1 0 0

16. Changing the environment (e.g., putting on a CD, opening or closing the blinds) will make no difference to a 
person who has dementia. 0 1 0

17. When a person who has dementia is distressed, it may help to talk to them about their feelings. 1 0 0

18. It is important to always correct a person who has dementia when they are confused. 0 1 0

19. A person who has dementia can often be supported to make choices (e.g., what clothes to wear). 1 0 0

20. It is impossible to tell if a person who is in the later stages of dementia is in pain. 0 1 0

21. Exercise can sometimes be of benefit to people who have dementia. 1 0 0

Figure 1. Original Australian version of the DKAT2.7

Afirmações Sim Não Não 
sei

1. A demência ocorre devido a mudanças no cérebro. 1 0 0

2. As mudanças no cérebro que causam demência geralmente são progressivas. 1 0 0

3. A Doença de Alzheimer é a principal causa de demência. 1 0 0

4. Doenças vasculares também podem causar demência. 1 0 0

5. Confusão mental em idosos quase sempre é causada por demência. 0 1 0

6. Apenas idosos desenvolvem demência. 0 1 0

7. Conhecer a causa provável de demência pode ajudar a entender sua progressão. 1 0 0

8. Falta de controle da urina e/ou fezes sempre ocorre nos estágios inicias da demência. 0 1 0

9. A demência tende a limitar a expectativa de vida. 1 0 0

10. Quando uma pessoa se encontra em estágio avançado de demência, os familiares podem ajudar outras 
pessoas a compreender as necessidades do paciente. 1 0 0

11. As pessoas com demência podem desenvolver problemas de percepção visual (ex. compreender ou 
reconhecer o que veem). 1 0 0

12. Crises repentinas de confusão mental são características da demência. 0 1 0

13. Presença de comportamentos não característicos da pessoa pode ocorrer em pacientes com demência (ex. 
comportamento agressivo por parte de alguém que sempre foi gentil). 1 0 0

14. Dificuldade para engolir surge em estágios avançados da demência. 1 0 0

15. Mobilidade (ex. caminhar, movimentar-se na cama ou cadeira) fica limitada nos estágios avançados da 
demência. 1 0 0

16. Mudanças no ambiente não farão diferença para uma pessoa com demência (ex. por um CD para tocar, abrir 
ou fechar as cortinas). 0 1 0

17. Quando a pessoa com demência está angustiada, conversar sobre seus sentimentos pode ajudar. 1 0 0

18. É importante sempre corrigir a pessoa com demência quando ela estiver confusa. 0 1 0

19. Uma pessoa com demência geralmente pode ser apoiada a fazer escolhas (ex. a escolher o que vestir etc.). 1 0 0

20. É impossível dizer se uma pessoa em estágio avançado de demência está com dor. 0 1 0

21. Exercícios físicos, às vezes, podem ser benéficos a pessoas com demência. 1 0 0

Figure 2. Brazilian version of the DKAT2.
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DISCUSSION

The cross-cultural adaptation process of the DKAT2 to 
Brazilian Portuguese revealed some particular adaptations 
during translation and back translation phases of the instru-
ment, although no substantial differences in the essential 
meaning were observed.

The present study showed that 93.3% of the caregiv-
ers were female, 56.7% were daughters or sons, and 23.3% 
spouses of the older adults with dementia, a finding in line 
with other studies15,16,17.

Previous studies involving caregivers of patients with 
dementia or mental disorders have found that the mean age 
of caregivers was 56 years, similar to that found in the pres-
ent study 6,11,18.

Regarding the emotional state of the caregivers interviewed, 
70% showed some level of burden. Previous studies4,17 have 
found that older people’s dependence for activities of daily living 
affects caregivers’ quality of life and, when the caregiver does not 
know how to deal with the tasks of caring, the stress and burden 
generated by it can affect their physical and emotional health.

The mean age of the older adults with dementia in the pres-
ent study was 82.4 years, which is in accordance with the pro-
jections of the Brazilian Institute of Geography and Statistics19.

In this study, dementia due to Alzheimer’s disease was 
the most prevalent type (63.3%), confirming the informa-
tion previously stated on the most common cause of demen-
tia1; all of the older adults with dementia were dependent 
for instrumental activities of daily living and 70% had some 
degree of dependence for basic activities of daily living. These 
data confirm the progressive impairment of the individual’s 
functional abilities caused by dementia17.

On the multivariable analysis, caregivers’ lower depres-
sion scores were related to higher knowledge scores, which 
leads to the hypothesis that efforts in the promotion of men-
tal health can result in better performance of care.

Lower knowledge scores were related to the older per-
son having been diagnosed with non-Alzheimer’s disease. 
This finding can be explained by the fact that the media con-
tent on dementia is more often associated with Alzheimer’s 
disease.

A validation study of this construct is warranted.
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