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Abstract 

Background Raising awareness about dementia risk reduction is particularly important for ethno-culturally diverse 
or immigrant women, who have greater risk of dementia compared with men due to multiple interacting factors. We aimed 
to synthesize prior research on culturally-safe strategies to raise diverse women’s awareness of dementia risk reduction.

Methods We conducted a theoretical review. We searched for studies published up to April 2023 included in a prior 
review and multiple databases. We screened studies and extracted data in triplicate, informed by existing and com-
piled theoretical frameworks (WIDER, RE-AIM, cultural safety approaches) and used summary statistics, tables and text 
to report study characteristics, and strategy design, cultural tailoring, implementation and impact.

Results We included 17 studies published from 2006 to 2021. Most were conducted in the United States (15, 88%), 
before-after cohorts (7, 41%), and included African, Caribbean or Latin Americans (82%). No studies focused solely 
on women (median women 72%, range 50% to 95%). All strategies consisted of in-person didactic lectures, supple-
mented with interactive discussion, role-playing, videos and/or reinforcing material. Strategies varied widely in terms 
of format, delivery, personnel, and length, frequency and duration. Details about tailoring for cultural safety were 
brief and varied across studies. Ten approaches were used to tailor strategies, most often, use of target participants’ 
first language. Assessment of implementation was limited to reach and effectiveness, offering little insight on how to 
promote adoption, fidelity of implementation and longer-term maintenance of strategies. Strategies increased 
knowledge of dementia and decreased misconceptions, but did not prompt participants to seek dementia screening 
in the single study that assessed behaviour.

Conclusions While this review revealed a paucity of research, it offers insight on how to design culturally-safe dementia 
risk reduction strategies that may be suitable for ethno-culturally diverse or immigrant women. Healthcare profession-
als can use these findings to inform policy, clinical guidelines and public health programs. Future research is needed 
to establish the ideal number, length and duration of sessions, and confirm strategy effectiveness for diverse women.
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Background
Dementia is the second largest cause of disability for 
older persons and the seventh leading cause of death [1]. 
The World Health Organization estimates that demen-
tia will affect 152 million people worldwide by 2050 
[1]. Dementia refers to mild, moderate or severe cogni-
tive impairment that affects memory, cognitive func-
tion, behaviour and ability to perform daily activities [1]. 
Dementia has profound health and socioeconomic con-
sequences. People with dementia have complex psycho-
logical, social and biomedical needs, which largely fall on 
family caregivers, negatively impacting caregiver employ-
ment, health and well-being [2].

Dementia is not a normal part of ageing, therefore it 
is important to prevent or delay dementia by reducing 
modifiable risk factors such as physical inactivity, hyper-
tension, obesity, diabetes, depression, and substance use, 
among others [review dementia strategies, 2].

There is a recognized need to raise awareness about 
dementia prevention among disadvantaged, hard-to-
reach groups [3]. Immigrants commonly have high rates 
of the aforementioned dementia risk factors [4]. Also, 
many immigrants possess ethno-cultural misperceptions 
about the cause and prevention of dementia, which, in 
combination with perceived stigma, and mistrust of main-
stream healthcare providers, prevents or delays help-seek-
ing [5–7]. A systematic review and meta-synthesis of 18 
studies published from 2000 to 2021 revealed that a lack 
of culturally-appropriate dementia services can impede 
access to dementia care among immigrants [8]. Research 
in Sweden [9], Australia, United States, United Kingdom 
and elsewhere reported additional challenges to dementia 
risk reduction or help-seeking among immigrants includ-
ing language barriers, economic constraints and low 
acculturation to their new country [10–15].

Dementia disproportionately affects women. Nearly 
two-thirds of persons aged 65 + with dementia are 
women, an escalating reality as older persons are increas-
ingly women [16]. This is particularly true of ethno-cul-
turally diverse women who may be immigrants, and have 
higher rates of dementia risk factors (e.g. obesity), and 
lower rates of behaviours that reduce risk (e.g. physical 
activity) compared with immigrant men and non-immi-
grants [17]. Research shows that determinants include 
gender roles and norms (sacrifice self-care for family 
obligations), culture (lack health knowledge) and socio-
economic (low-paying/multiple jobs leave little time for 
self-care) factors plus avoidance of help-seeking due to 
poor healthcare experiences [17, 18].

Knowledge is needed of strategies that can promote 
awareness among diverse women of how to reduce 
dementia risk. Analysis of dementia strategies in 30 
other countries found they did not address how to 

overcome gender, cultural or other socio-economic bar-
riers to dementia awareness and help-seeking [19, 20]. 
A review by Sagbakken of 264 studies involving Euro-
pean immigrants published up to 2016 found that plain 
language educational materials, videos, ethnic-minority 
mass media (radio, television, newspapers) and com-
munity-based seminars raised immigrant awareness 
about dementia [21]. However, the Sagbakken review 
did not identify which strategies targeted ethno-cultur-
ally diverse or immigrant women, or strategy design and 
implementation to optimize use and impact. The overall 
aim of this study was to generate insight on culturally-
safe strategies that can increase diverse women’s demen-
tia risk reduction knowledge and behaviour. The specific 
objective was to review published research and describe 
the design, cultural tailoring, implementation and impact 
of strategies used to promote dementia risk reduction to 
ethno-culturally diverse women.

Methods
Approach
We conducted a theoretical review to synthesize and 
analyze the available literature on strategies promoting 
dementia risk reduction among immigrant women [22]. 
This type of review can transform research into higher-
level knowledge by mapping the findings to, or generat-
ing taxonomies or frameworks; is more exploratory than 
realist reviews, and more targeted than scoping reviews; 
thus, more suitable for describing the design and imple-
mentation of health promotion interventions [22]. The-
oretical reviews are similar in steps and rigour to other 
types of syntheses but do not require critical appraisal of 
included studies [22]. We complied with the Preferred 
Reporting Items for Systematic Reviews and Meta-
Analyses [23]. To further enhance rigour, we engaged 
the interdisciplinary research team in conceptualization, 
study design, eligibility criteria, review and interpreta-
tion of data, and report preparation. The research team 
included five immigrant women advisors, a neurologist 
whose research addresses equity and women’s health, 
three health services researchers with expertise in immi-
grant women’s health; and six collaborators represent-
ing community agencies that offer health promotion to 
immigrant women, knowledge mobilizing organizations 
focused on brain health, and an academic-healthcare 
provider network focused on improving dementia care. 
We did not require research ethics board approval as data 
were publicly available and we did not register a protocol.

Eligibility
Additional File 1 provides detailed eligibility criteria. In 
brief, we included qualitative, quantitative or multiple-/
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mixed-methods studies that developed or evaluated 
strategies to promote dementia risk reduction to immi-
grant (defined as those with naturalized, landed or per-
manent residency in a country to which they emigrated 
from their country of origin) or ethno-culturally diverse 
women (defined as the descendents of immigrants) in 
developed countries (to be similar to our Canadian set-
ting). Participants included 50% + women (and reported 
disaggregated outcomes by sex/gender) aged 18 + of any 
ethno-cultural group without diagnosed dementia, fam-
ily members, healthcare professionals or knowledge bro-
kers (e.g. community health workers, pharmacists). We 
searched for studies published in 2000 or later to include 
research published after the Sagbakken review [21]. We 
did not include reviews, but screened the references of 
reviews on relevant topics and of eligible primary studies.

Searching and screening
We employed a two-pronged approach to identify eligi-
ble studies. We screened 246 references published up to 
and including 2016 synthesized in the Sagbakken review 
of strategies used to raise European immigrant’s aware-
ness about dementia for studies specific to women [21]. 
We also searched for eligible studies published in 2017 
or later. Additional File 2 shows the strategy that we used 
to search MEDLINE, EMBASE, CINAHL, Social Work 
Abstracts, PsychINFO, Cochrane Library, Joanna Briggs 
Database, CAB Abstracts and AMED in April 2023. The 
search strategy was an expanded version of that used 
by Sagbakken [21]. Key search terms reflected the con-
cepts of dementia (dementia or Alzheimer’s disease), the 
informational intervention (e.g. health education, health 
promotion, patient education), and immigrants or ethno-
culturally diverse people (e.g. emigrants and immigrants, 
ethnicity, racial groups). We did not search grey litera-
ture due to considerable limitations noted by others: few 
repositories, no standardized methods for searching, 
resource intensive, low yield and potential high risk of 
bias in grey literature items [24, 25]. We complied with 
the Peer Review of Electronic Search Strategy reporting 
guidelines, which involves consulting a medical librarian 
for guidance on translation of the research question into 
Medical Subjects Headings or keywords using Boolean 
and proximity operators [26]. With training and guid-
ance from ARG (woman, PhD-trained health services 
researcher), BU (woman, Master level graduate student) 
and SI (woman, PhD level research associate) screened all 
titles in duplicate. BU and SI consulted ARG to discuss 
and resolve discrepancies or uncertainties. They con-
ducted full-text screening concurrent with data extrac-
tion. Although the search strategy specifically included 
search terms for immigrants and ethno-culturally diverse 

persons, by screening titles and abstracts, and then full-
text of potentially-eligible article, we ensured that the 
participants of included studies were either immigrants 
or ethno-culturally diverse people, of whom at least 50% 
were women.

Data extraction and analysis
To pilot test the data extraction process, BU, SI and ARG 
independently extracted data from the same three stud-
ies, and compared and discussed discrepancies to achieve 
common agreement on how to extract data. Thereafter, 
BU and SI extracted data in duplicate, and discussed dis-
crepancies or uncertainties with ARG. We extracted data 
on study characteristics (author, country, year published, 
objective, research design, participant characteristics). 
We used the Workgroup for Intervention Development 
and Evaluation Research criteria to describe strategy 
design: personnel, content, format, delivery and tim-
ing (i.e. length, frequency, duration) [27]. To describe 
how studies assessed strategy implementation, we used 
RE-AIM, a widely-used framework that assesses: reach 
(participants), efficacy (impact), adoption (uptake), 
implementation (fidelity of strategy) and maintenance 
(long-term use) [28]. To assess the cultural safety of strat-
egies, in the absence of an existing standardized model 
or framework, we compiled aspects of cultural safety 
from prior research involving immigrant women, and 
looked for these and any other unique forms of cultural 
tailoring in included studies: language of choice, offered 
by community agencies and/or lay health workers, 
acknowledgment or employing ethno-cultural linguistic 
expressions and behavioural norms, offered solutions to 
socio-cultural barriers of desired behaviour, established 
trust, explored underlying beliefs, asked about concerns, 
employed empathic communication, avoided blame, pro-
vided supplementary or reinforcing information, avoided 
details about intimate body parts, involved women only 
(if in person), included group activities for social inter-
action, and included interactivity via discussion and 
question-asking [29–34]. We chose the term cultural 
safety, defined as “effective care of a person from another 
culture as determined by that person, where culture 
includes but is not limited to: age or generation, gender, 
sexual orientation, occupation, socioeconomic status, 
ethnic origin, migrant experience, religious/spiritual 
beliefs or disability,“ because it is a broader conceptual-
ization compared with other terminology such as cultural 
sensitivity, appropriateness or competence, assumes the 
perspective of people facing healthcare disparities and 
power differentials, and prompts healthcare organiza-
tions and authorities to be held accountable for provid-
ing culturally-safe care as defined by those disadvantated 
groups [30]. Strategy impact included but was not limited 
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to dementia risk reduction awareness, knowledge, atti-
tudes or behaviour. We used summary statistics, tables 
and text to report the characteristics of included studies, 
and strategy design, cultural tailoring, implementation 
and impact. We could not pool data on strategy impact 
due to variations in study design, measures of impact and 
measurement techniques.

Results
Search results
Figure 1 shows the PRISMA diagram. We identified a 
total of 484 titles: 264 from the Sagbakken review [21], 
208 from database searching and 12 from screening of 
references of eligible articles. After removing dupli-
cates, 472 titles remained. Screening of titles elimi-
nated 431 items that did not meet eligibility criteria, 
and based on PRISMA and PRESS reporting guide-
lines, reasons for exclusion are required only at the 
full-text screening phase [23, 26]. Of the remaining 
41 full-text items, we eliminated 24 items for the fol-
lowing reasons: did not develop or evaluate strategies 
that promote dementia risk reduction to immigrant 
women (n = 18), study participants had a diagnosis 
of dementia (n = 5) and did not include 50% + diverse 
women (n = 1). Ultimately, we included 17 studies in 
the review [35–51]. Additional File 3 provides detailed 
data extracted from included articles [35–51].

Study characteristics
Table  1 summarizes study characteristics. Studies were 
published from 2006 to 2021. The majority of studies were 
based in the United States (15, 88.2%) with one (5.9%) 

in each of Norway and the United Kingdom. Regarding 
research design, most studies were before-after cohort (7, 
41.2%) studies, while 5 (29.4%) were prospective cohort 
studies. Five studies did not implement an intervention, 
but collected qualitative or quantitative data by question-
naire (4, 23.5%), or focus groups and interviews (1, 5.9%) to 
assess dementia beliefs, knowledge and/or willingness for 
preventive behaviours. All 12 (70.6%) studies that imple-
mented an intervention assessed satisfaction with content 
and format, or impact of the intervention on dementia 
beliefs, knowledge and/or help seeking. No study included 
women only; other studies included various proportions 
of women (median 72%, range 50% to 95%) but did not 
report sub-analyses by sex/gender. All studies involved 
ethno-culturally diverse persons: 8 (47.0%) Latin Ameri-
can, 6 (35.3%) African or Caribbean American, 5 (29.4%) 
East Asian and 2 (11.8%) South Asian.

Strategy design
Table 2 summarizes the design of strategies to raise aware-
ness about dementia risk reduction assessed in 12 (70.6%) 
studies based on the WIDER framework [27]. Content 
included information about dementia warning signs, pre-
vention, diagnosis, types, stages, symptoms, management, 
myths and guidance for family of persons with dementia. 
Personnel included researchers, clinicians (e.g. nurse, psy-
chiatrist) and trained lay leaders (e.g. representatives of the 
community, church leaders). With respect to format and 
delivery, all studies involved in-person group sessions of 
didactic lectures, with some also involving interactive dis-
cussion, role-playing and videos. Sessions ranged from 25 
min to 4 h offered a single time or on multiple occasions 
over 3 weeks to 16 months.

Fig. 1 PRISMA diagram. Flow chart depicting search results, screening process and ultimate number of articles included in the review



Page 5 of 13Iziduh et al. International Journal for Equity in Health           (2025) 24:94  

Table 1 Summary of study characteristics

Study [ref] Date Country Research design Strategy Women only 
(% women)

Ethno-cultural group Aim

Daccarett [35] 2021 United States Before-after cohort 
(survey)

In-person group 
meeting

No (68) Caribbean American Assess impact 
on dementia knowl-
edge and request 
for screening referral

Epps [36] 2021 United States Before-after cohort 
(focus group)

In-person group 
meeting

No (82) African American Assess impact on feel-
ings and attitudes 
about dementia

Epps [37] 2020 United States Prospective cohort 
(survey)

In-person group 
meeting

No (75) African American Assess satisfaction 
with dementia educa-
tion content and format

Wiese [38] 2020 United States Prospective cohort 
(survey)

–- No (68) White, African Ameri-
can and East Asian

Assess knowledge 
about dementia 
among rural commu-
nities

Perales [39] 2020 United States Before-after cohort 
(survey)

In-person group 
meeting

No (79) Latin American Assess impact 
on dementia knowl-
edge

Lincoln [40] 2019 United States Randomized trial 
(before-after survey)

1/ in-person meet-
ing + print materials
2/ culturally-tailored 
expanded meet-
ing + print materi-
als + text messages 3/ 
same as 2/ + culturally-
tailored texts

No (73) African American Assess impact 
on dementia knowl-
edge

Askari [41] 2018 United States Before-after cohort 
(survey)

In-person group 
meeting

No (95) Latin American Assess impact 
on dementia knowl-
edge and perceived 
importance of educa-
tion

Woo [42] 2017 United States Prospective cohort 
(YouTube analytics)

In-person meetings 
(group, on-on-one)

No (65) East Asian Assess satisfaction 
with dementia educa-
tion content and format

Seifan [43] 2017 United States Prospective cohort 
(survey)

–- No (72) African American, Latin 
American and White

Assess willingness 
for dementia prevention 
behaviors

Grigsby [44] 2017 United States Before-after cohort 
(survey, focus group)

In-person group 
meeting

No (83) Latin American Assess impact 
on dementia beliefs 
and knowledge

Zheng [45] 2017 United States Prospective cohort 
(YouTube analytics)

In-person group 
meeting

No (50) East Asian Assess satisfaction 
with dementia educa-
tion content and format

Zheng [46] 2016 United States Prospective cohort 
(survey)

In-person group 
meeting

No (63) East Asian Assess impact 
on dementia attitudes 
and perceived stigma

Naess [47] 2015 Norway Prospective cohort 
(field observation, 
focus group, inter-
views)

–- No (50) South Asian Access beliefs 
about dementia

Diamond [48] 2014 United States Prospective cohort 
(survey)

In-person group 
meeting

No (72) East Asian Assess impact 
on dementia knowl-
edge

Lee [49] 2010 United States Prospective cohort 
(survey)

–- No (50) East Asian Assess dementia beliefs 
and knowledge

Purandare [50] 2007 United Kingdom Prospective cohort 
(survey)

–- No (63) South Asian and White Assess dementia 
knowledge

Valle [51] 2006 United States Prospective cohort 
(survey)

In-person group 
meeting

No (77) Latin American Assess impact 
on dementia knowl-
edge
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Cultural tailoring
Table  3 summarizes how studies addressed cultural 
safety. Of the 5 (29.4%) studies that explored demen-
tia beliefs or knowledge, 3 addressed cultural safety by 
recruiting participants in local, familiar community 
organizations such as places of worship; using partici-
pants’ first language or translating instruments to their 
first language, employing plain language or terms familiar 
to participants, and providing a small gift to participants 
in accordance with cultural norms. In studies that evalu-
ated strategies to promote awareness of dementia risk 
reduction (12, 70.6%), 10 approaches were used to tailor 
the strategy for cultural safety, although details were gen-
erally brief. The most frequently used approaches were 
use of first language (9, 75.0%), and use of plain language 
or culturally-familiar terms (5, 41.7%). Other cultural tai-
loring approaches used in more than one study included 
held in local, familiar community organizations, present-
ers of same ethno-cultural group and interactivity used to 
engage participants.

Implementation
Table 4 summarizes how 12 (70.6%) studies evaluated the 
implementation of strategies to raise awareness about 
dementia risk reduction based on the RE-AIM frame-
work [28, 29]. All 12 studies assessed strategy reach by 
reporting the number, proportion or characteristics of 
participants. All 12 studies assessed strategy effective-
ness by evaluating the impact on participant knowl-
edge of dementia (7, 58.3%), satisfaction with strategy 
design (4, 33.3%), beliefs about dementia (3, 25.0%) and 
screening behaviour (1, 8.3%). No studies assessed other 
implementation domains (adoption, implementation, 
maintenance).

With respect to actual impact, of the 7 studies that 
assessed knowledge, 1 study identified topics that scored 
lower, representing knowledge gaps: association with 
aging, treatment options, inability to perform familiar 
tasks, inability to recognize people/places and life expec-
tancy [48]. The remaining 6 studies showed that knowl-
edge increased after exposure to the educational strategy 
[35, 39–41, 44, 51]. Among 4 studies that assessed satis-
faction with strategy design, participants appreciated the 
importance of learning about dementia [41], and pre-
ferred in-person learning over other formats (e.g. You-
Tube videos, radio or television broadcast) [37, 42, 45], 
particularly women and older persons [45]. Among 3 
studies that assessed beliefs, all strategies reduced stigma 
and dispelled concerns about quality of life [36, 44, 46]. 
The single study that assessed behaviour reported that 
only 6 of 50 participants sought referral to a memory 
clinic for evaluation after exposure to the educational 
strategy [35].

Discussion
This theoretical review identified few studies, the major-
ity of studies involved Caribbean, African or Latin 
Americans who may not have been immigrants; and no 
studies focused only on women or reported sub-analyses 
of results by sex/gender. While all strategies included in-
person didactic lectures, they varied widely in terms of 
supplemental components (e.g. interactive discussion, 
role-playing, videos) and other design features (format, 
delivery, personnel, length, frequency and duration). 
Details about tailoring for cultural safety were brief and 
varied across studies. While 10 approaches to tailor 
strategies emerged, most often this was restricted to use 
of target participants’ first language. Other approaches 
included consultation with or involvement of representa-
tives from the same community as target participants, 
or community-based strategy delivery. Regarding imple-
mentation, studies assessed reach and effectiveness, 
offering little insight on how to promote adoption, fidel-
ity of implementation and longer-term maintenance of 
strategies. Although evidence was sparse, the strategies 
evaluated by included studies decreased dementia mis-
conceptions and increased dementia knowledge, signal-
ing the potential value of culturally safe strategies to raise 
awareness about dementia risk reduction for ethno-cul-
turally diverse women.

The bulk of research on dementia risk reduction has 
focused on identifying risk factors for dementia. For 
example, meta-analyses by the Lancet Commission 
identified 12 risk factors: less education, hypertension, 
hearing impairment, smoking, excessive alcohol con-
sumption, obesity, depression, physical inactivity, dia-
betes, low social contact, traumatic brain injury and air 
pollution [52]. The same report noted that many risk 
factors cluster around inequalities, particularly in Black, 
Asian, and minority ethnic groups and the importance of 
addressing these inequalities, but did not offer evidence-
based guidance on how to do so [52]. Trials have focused 
on multi-domain interventions to modify vascular and 
lifestyle risk factors. For example, the FINGER trial found 
that diet, exercise, cognitive training, vascular risk moni-
toring resulted in improved or maintained cognitive 
function among the test group compared with controls 
but did not report sub-analyses by gender or ethno-cul-
tural group, and did not assess how to widely scale up 
this intervention [53]. This work led to World-Wide FIN-
GERS, a global network for dementia prevention trials, 
which aims to culturally-adapt FINGER-like interven-
tions, but this appears to be based on the conduct of tri-
als in 40 different countries, some of which focus on the 
elderly and some on rural communities, but none focus 
on ethno-culturally diverse women [54]. A 2022 review 
by Huggins et al. included 25 studies published from 2015 
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Table 3 Tailoring of strategies for cultural safety

Study Cultural Safety

Tailoring reported by authors Tailoring category

Daccarett [35] Informed consent and education sessions were delivered in Creole Used first language

Epps [36] Workshops were hosted by African American churches with varying 
Christian denominations

Held in local, familiar community organization

Epps [37] Meetings were held in African American churches Held in local, familiar community organization

Wiese [38] Not reported NO INTERVENTION
Not reported

Perales [39] ‒ External Latino community liaisons were consulted to gather insights 
on preferences and barriers within the community
‒ Lecture was delivered in English and Spanish
‒ Lecture took place in a local community organization specialized 
in assisting the Latino community
‒ Content was adapted to accommodate cultural nuances and prefer-
ences, including incorporating interactive activities, videos on Alzhei-
mer’s symptoms, assessment, and brain health promotion
‒ Colloquial language and pictorial slides were utilized to cater 
to diverse literacy levels
‒ Resources related to brain health, treatment, and caregiving services 
were included in the intervention to address community-specific needs 
and facilitate access to relevant support services
‒ Presenters belonged to a Latino health research institution with a his-
tory of community engagement and partnership-building

‒ Community members engaged in developing program
‒ Used first language
‒ Used plain/familiar language
‒ Used visual aids
‒ Included social interaction
‒ Held in local, familiar community organization
‒ Presenters of same ethno-cultural background
‒ Presenters known to participants
‒ Provided information about support services to overcome 
community-specific barriers

Lincoln [40] Incorporated culturally tailored text messages designed specifically 
for African Americans, with African colloquialisms, idioms, tenses, style, 
language, and content

Used plain/familiar language

Askari [41]  − Training manual and materials for promotoras were translated 
into Spanish
 − Training was provided primarily in Spanish, with intermittent direc-
tion and guidance from the two English-speakers on the training team
 − Translators were available during the trainings
 − Community based organizations familiar to the participants con-
ducted the training and translated the training manual to Spanish

 − Used first language (in training and manual)
 − Translators were present
 − Held in local, familiar community organization
 − Presenters of same ethno-cultural background

Woo [42]  − Interventions were conducted Cantonese
 − Lay health workers and community representatives were part 
of the leadership group
 − Interventions explored underlying beliefs by incorporating per-
sonal stories, engaging discussions, and sharing experiences related 
to dementia
 − Seminars and radio shows included interaction for discussion 
and question-asking

 − Used first language
 − Used plain/familiar language
 − Presenters of same ethno-cultural background
 − Included social interaction

Seifan [43] Not reported NO INTERVENTION
Not reported

Grigsby [44] ‒ Novela and focus groups were conducted in English and Spanish
‒ Designed at a 3rd-grade reading level
‒ Question and answer section at 8th-grade reading level

‒ Used first language
‒ Used plain/familiar language
‒ Included social interaction

Zheng [45] Education delivered in Cantonese Used first language

Zheng [46] The seminar and short film were delivered in Cantonese Used first language

Naess [47] ‒ Researchers engaged with mosques and immigrant organizations 
frequented by Norwegian-Pakistanis to ensure diverse perspectives 
were captured
‒ Interviews were conducted in Norwegian

NO INTERVENTION
 − Held in local, familiar community organization
 − Used first language

Diamond [48] Seminars were conducted in Cantonese Used first language

Lee [49] Instruments were translated into Korean, with cultural appropriate-
ness confirmed through focus groups with bilingual social workers 
and Korean Americans

NO INTERVENTION
‒ Community members engaged in developing instruments
‒ Used first language

Purandare [50] The questionnaires was available in English, Gujurati, or Urdu NO INTERVENTION
Used first language
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to 2020 that evaluated educational interventions to pro-
mote dementia knowledge among racial/ethnic minority 
groups [55]. Similar to our review, most studies in the 
Huggins review were conducted in the United States and 
included ethno-cultural groups common in the United 
States whose immigrant status was unclear [55]. In con-
trast to our research, the Huggins review included studies 
published from 2015 to 2022 (five-year time span com-
pared with our review of studies published from 2006 
to 2021) did not identify if any studies focused solely 
on women or report the proportion of women; nor did 
it analyze the findings using theoretical frameworks to 
generate insight on how to improve future interventions 
and research. Content analysis of 18 clinical guidelines 
for primary care practitioners on dementia risk reduction 
found that guidelines varied in advice offered, advice was 
brief, and focused on identifying patients with risk fac-
tors and asking them to discuss dementia risk reduction 
[56]. However, no guidelines acknowledged populations 
at higher risk or offered strategies to tailor counseling 

or other interventions for those groups aimed at raising 
awareness about dementia risk reduction, nor did the 
authors identify this as a limitation [56]. This study is 
unique because it identified, described and assessed the 
implementation and impact of culturally tailored strate-
gies to raise awareness about dementia risk reduction 
specifically among high-risk diverse women by employ-
ing three theoretical frameworks, and searching for and 
including studies published over a greater time span 
compared with prior research..

The findings raise several implications for policy, prac-
tice and research. With respect to policy, healthcare sys-
tems and professional societies could bring attention to 
the need for dementia risk reduction strategies targeting 
at-risk groups such as ethno-culturally diverse women 
by acknowledging such inequities in policies that inform 
public health programs and in clinical practice guidelines 
that assist generalist and specialist clinicians to provide 
person-centred, culturally-safe prevention counseling. 
Given prior research showing that national policies and 

Table 3 (continued)

Study Cultural Safety

Tailoring reported by authors Tailoring category

Valle [51]  − Fotonovelas produced specifically in Spanish for use with low- 
and moderate-literate adults
 − Participants received a small handcrafted gift, a popular item 
among older Latinos, as compensation for their attendance at the ses-
sion, which reflects an understanding of cultural norms and practices

 − Used first language
 − Used plain/familiar language
 − Provided a small gift

Table 4 Evaluation of strategy implementation

Study Implementation by RE-AIM Framework [28, 29]

Reach Effectiveness Adoption Implementation Maintenance

Number or 
diversity of 
participants

Impact on participant 
knowledge, views, 
behaviour or health 
outcomes

Extent that providers 
or agencies adopt and 
integrate the dementia 
intervention into practice

Consistency of program 
delivery as intended by 
the researchers

Sustainability of the 
intervention and its 
effects over time

Daccarett [35] ✓ knowledge, screening – – –

Epps [36] ✓ beliefs – – –

Epps [37] ✓ satisfaction – – –

Perales [39] ✓ knowledge – – –

Lincoln [40] ✓ knowledge – – –

Askari [41] ✓ knowledge. satisfaction – – –

Woo [42] ✓ satisfaction – – –

Grigsby [44] ✓ beliefs, knowledge – – –

Zheng [45] ✓ satisfaction – – –

Zheng [46] ✓ beliefs – – –

Diamond [48] ✓ beliefs, knowledge – – –

Valle [51] ✓ beliefs, knowledge – – –

TOTAL 12 – 0 0 0
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guidelines did not acknowledge or suggest actions for 
targeting diverse persons at higher risk of dementia [19, 
20, 56], such high-level incentives are needed.

Regarding practice, this research provides some insight 
on how to design dementia risk reduction to target high-
risk groups such as ethno-culturally diverse women. 
The strategies employed in included studies appeared 
to be effective because they increased dementia knowl-
edge, and reduced misconceptions and stigma associated 
with dementia. Design elements common to strategies 
that could be emulated in future programs included for-
mat and cultural tailoring. All interventions were based 
on in-person meetings involving didactic lecture, and 
some also included interactive discussion, videos and 
take-home or follow-up material. Furthermore, in stud-
ies that compared different delivery options, partici-
pants preferred in-person delivery over YouTube videos 
or cultural media broadcasts (television, radio). Cultural 
tailoring included use of the participants’ first language, 
consultation with or involvement of representatives 
from the same community as target participants, and 
holding in-person sessions in community organizations 
familiar to the participants. Prior research on health 
promotion for immigrant women in non-dementia con-
texts confirms the importance of these approaches for 
achieving cultural safety [29–34]. While only one study 
assessed dementia risk reduction behaviour, and found 
that in-person dementia risk reduction education did 
not prompt participants to seek dementia screening [35], 
other research offers some insight on how to design strat-
egies that lead to behaviour change such as help-seeking 
or adopting healthy lifestyles. For example, a review of 50 
qualitative studies published since 1995 yielded insight 
on the perspectives of 4500 + non-expert dementia-free 
members of the general public on strategies needed to 
reduce dementia risk [57]. Overall, the review found that 
education is key, but content, format and delivery need 
to be tailored based on co-design with representatives of 
target communities; and complementary interventions to 
support self-regulation mechanisms and social processes 
may increase education effectiveness [57].

This study offers insight on issues that warrant future 
research. Despite the disproportionate prevalence and 
risk of dementia among ethno-culturally diverse women, 
the paucity of research identified in this review shows 
that science has not progressed beyond Sagbakken’s 
review published in 2017 [21]. While it appears that in-
person education was preferred by participants and effec-
tive at improving dementia knowledge, other aspects of 
strategy design remain unclear. Future, more robust trials 
are needed to assess the ideal number, length and dura-
tion of sessions to optimize participation and impact. The 
need for multiple or multi-faceted interventions remains 

a debate in the implementation science literature [58]. 
Furthermore, such trials should target women only or 
report sub-analyses by gender and ethno-cultural group. 
Only once sufficient evidence is generated to identify the 
ideal strategy design can other aspects of implementation 
such as adoption, fidelity and maintenance be addressed. 
Research on these issues is advocated in the recent 
World Health Organization guideline on dementia risk 
reduction, which recommends: “Investigate the effect of 
genetic risk, sex, and ethnic differences in modifying the 
response to preventive interventions” [59].

This study featured several strengths. We employed rig-
orous review methods and complied with review report-
ing criteria [22, 23]. By employing a theoretical review 
approach [22], we extracted and mapped data to exist-
ing and compiled theoretical frameworks [27–34], which 
assisted in organizing, interpreting and reporting the 
findings. An interdisciplinary research team that included 
ethno-culturally diverse women guided all aspects of the 
study. Some limitations must be mentioned. As with any 
review, the search strategy may not have identified all 
relevant literature, our eligibility criteria may have elimi-
nated potentially relevant studies, and inclusion of only 
English-language studies may have further limited the 
number of included studies. As noted earlier, the paucity 
of research on this topic, and variability in study designs 
and measures, offers little evidence to inform the future 
design and implementation of strategies to promote 
awareness of dementia risk reduction despite searching 
for all research published before April 2023. In particular, 
the findings may not be relevant to women, immigrants, 
or ethno-culturally diverse communities other than Afri-
can, Caribbean or Latin Americans, or in countries other 
than the United States. However, reviews are important 
starting points in any research trajectory, and the identi-
fication of knowledge gaps offers explicit insight on top-
ics that warrant ongoing research.

Conclusions
While no studies focused solely on women, this review 
of 17 studies published from 2006 to 2021 offered insight 
on how to design culturally safe dementia risk reduc-
tion strategies that may be suitable for ethno-culturally 
diverse or immigrant women who are at high risk of 
dementia due to multiple sex, gender and socio-eco-
nomic factors. With respect to design, strategies should 
include in-person meetings involving didactic lecture, 
and interactive discussion, videos, and take-home or 
follow-up material to reinforce learning. Use of the par-
ticipants’ first language, consultation with or involve-
ment of representatives from the same community as 
target participants, and holding in-person sessions in 
community organizations familiar to the participants can 
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tailor strategies for cultural safety. Strategies designed in 
this way may improve dementia knowledge and reduce 
dementia-related misconceptions and stigma. This study 
is unique to prior research that largely focused on identi-
fying risk factors for dementia. Health care professionals 
can use these findings to inform policy, clinical guidelines 
and public health programs. Future research is needed to 
establish the ideal number of number, length and dura-
tion of sessions, and confirm strategy effectiveness for 
diverse women.
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