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Abstract

Objectives: The purpose of this study was to obtain input and feedback on a proposed 

intervention to reduce stress and enhance the health of Vietnamese dementia caregivers.

Methods: Sixteen semi-structured, in-depth interviews and two focus groups were conducted 

with a total of 21 key stakeholders (i.e., family caregivers, professionals, and community leaders).

Results: Several themes emerged from the data, and these themes fell into two major domains: 

the first domain was recruitment and engagement into the intervention: (1) importance of faith-

based institutions, (2) inclusion of multiple family members in the intervention, (3) community 

empowerment/ownership, and (4) importance of credibility and trust. The second domain included 

themes on intervention content: (1) education about Alzheimer’s disease and dementias and (2) 

tailoring the intervention to caregivers’ needs.

Conclusions: Findings indicate that the proposed intervention could be very beneficial to 

caregivers, but slight modifications needed to be made.
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INTRODUCTION

Caring for a family member with dementia or Alzheimer’s disease (AD) is stressful, as 

caregivers are more likely to experience anxiety and depression and to report lower levels of 

life satisfaction (Cooper, Katona, Orrell, & Livingston, 2008; Herrera et al., 2012; Schulz et 

al., 1997). Chronic levels of stress increase caregivers’ susceptibility to psychiatric ailments, 

accelerated physical decline, and decreased quality of life (Chan, 2010). The experiences of 
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ethnic minority caregivers may be even more challenging because of the existing health and 

healthcare disparities that exist for these groups (Pinquart & Sorensen, 2005).

Asian Americans are the fastest growing racial/ethnic minority group in the U.S. (Pew 

Research Center, 2012). As this population grows and ages, the number of individuals with 

AD and related dementias and their family caregivers will also increase (Fact Sheet: 

Selected Caregiver Statistics, 2012). In the U.S., Vietnamese are the fourth largest Asian 

subgroup, following Chinese, Asian Indian, and Filipino. Of these subgroups, Vietnamese 

seem to be at highest risk for poor health. Most Vietnamese arrived in the U.S. in the mid-

late 70’s as political refugees. Vietnamese refugees lacked the usual financial resources and 

social networks that prior Asian immigrants had. They suffered much trauma during their 

escape, and their harsh experiences make them vulnerable to psychological problems (Tran, 

Tran, & Hinton, 2006). For instance, older Vietnamese are more likely to rate their health 

status as poor or fair compared with members of other Asian subgroups (Collins, Hall, & 

Neuhaus, 1999). Studies show that Vietnamese tend to view memory problems as a normal 

part of aging (Braun & Browne, 1998; Meyer et al., 2015), which may then cause delays in 

diagnosis. Also, Vietnamese may be less likely to seek formal support because of 

accessibility issues or a lack of culturally and linguistically appropriate services. Even when 

services are available, caregivers may not seek help because they believe it is their obligation 

to care for their family member with dementia (Brodaty, Thomson, Thompson, & Fine, 

2005). This duty is known as filial piety, wherein younger family members take on the 

responsibility of caring for older family members (Santoro et al., 2016; Wang, 2012), which 

may lead to greater caregiver stress and burden. Given that Vietnamese caregivers face 

greater health and mental health disparities because of lack of knowledge of AD, 

inappropriate services, and existing socioeconomic and health care disparities, there is a 

critical need to intervene in this population.

An ongoing challenge in the field is the development of culturally tailored, sustainable 

caregiver interventions. Currently, there are effective interventions for ethnically diverse 

caregivers (Napoles, Chadiha, Eversley, & Moreno-John, 2010), however, these 

interventions rarely sample Asian Americans, and none involve Vietnamese. Thus, there is a 

large gap in evidence-based interventions for Vietnamese dementia caregivers. Several 

models exist for adapting interventions for use in diverse communities, including ones by 

Napoles et al. (2013), Rescinow et al. (1999), and Barrera and Castro (2006). Although there 

are idiosyncrasies to each model, an overarching theme is utilizing a community-based 

participatory research model to obtain input on the intervention from the intended audience, 

thus ensuring its relevance. Another central tenet is considering the sociocultural, 

psychological, and historical context of the target population. Our study used a combination 

of approaches from these models to adapt Savvy Caregiver and REACH 2 (Resources for 

Enhancing Alzheimer Caregivers’ Health) for use in the Vietnamese community (Gitlin et 

al., 2003; Hepburn, Lewis, Sherman, & Tornatore, 2003). Thus, the purpose of this article is 

to describe the process of adapting a dementia caregiver intervention by presenting research 

findings from key stakeholders. Qualitative methods provide an in-depth opportunity to 

explore the perspectives and experiences of dementia caregivers and community leaders in 

working to reduce dementia caregiving disparities.
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The Current Study

Previously, we conducted formative work to understand the lived experiences of Vietnamese 

dementia caregivers. We identified key stressors and coping strategies (Meyer et al., 2015) 

and these findings, along with previous work on models of stress and coping, were used to 

develop the proposed intervention. The intervention is a six-week multicomponent program, 

structured into weekly two-hour sessions and is meant to reduce stress and promote 

culturally sensitive coping strategies. The goal is to enhance the well-being of Vietnamese 

dementia caregivers and their care recipients through education, support, skills training, and 

stress management in a group setting. Our preliminary work indicated that there are often 

multiple family members involved in the care of a family member with dementia (Meyer et 

al., 2015). Based on this interdependence and the collectivistic values of Vietnamese, the 

intervention is unlike typical dementia caregiver interventions in that it involves several 

family members as a collective target for the intervention, not just the primary caregiver. We 

elicited perspectives and recommendations on our intervention through individual interviews 

and focus groups. Interviews allowed for a more in-depth discussion while focus groups 

took participants through a mock intervention.

METHODS

Fifteen semi-structured individual interviews (n = 16, one interview had two participants) 

and two focus groups (n = 9) were conducted with a total of 21 key stakeholders in the larger 

Sacramento and bay areas. The individual interview guide explored the following topics: (1) 

personal background and experience with dementia in the Vietnamese (or Asian American) 

population, (2) ideas about how Vietnamese view dementia and how they cope with 

caregiving, and (3) perspectives on the intervention (interview and focus group guides 

included in Appendix). The goals of the focus groups were to (1) describe the modified 

intervention (that was updated following interview input), (2) take participants through a 

brief mock intervention (30 minutes of the first class), and (3) obtain additional feedback. 

For both the individual interviews and focus groups, we asked stakeholders about 

recruitment and retention strategies, the content of the proposed intervention, and potential 

barriers of intervention participation. Interviewers used the guide, but had the flexibility to 

explore topics in any order if it flowed naturally. Most of the individual interviews (14/15) 

were conducted by the lead author (OM), a PhD-level researcher, and one trained research 

assistant (either undergraduate-, Bachelor’s degree-, or graduate-level), and ranged from 45 

minutes to 1.5 hours (one interview was conducted with two research assistants). Interviews 

with caregivers were conducted in either the person’s home or in a public place while 

interviews with professionals occurred at their place of work. All professional interviews 

were conducted in English with some Vietnamese dispersed throughout, while 3 of the 6 

caregiver interviews were conducted predominantly in Vietnamese. Information gathered 

from the interviews was used to ask more specific questions about the intervention in the 

focus groups, which were held about 3–6 months after the interviews were completed. We 

conducted two focus groups – one in English (with four participants) and one in Vietnamese 

(with five participants). Both groups included caregivers and professionals and were split 

based on language proficiency. The English language focus group was led by a bilingual 

Vietnamese clinician licensed in marriage and family therapy. The Vietnamese language 
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focus group was led by a community worker and by the lead researcher (OM). Each group 

lasted approximately two hours.

Sample

Participants included Vietnamese dementia caregivers, professionals (e.g., therapists, social 

workers, community-based organization staff), and community leaders. Participants for both 

the interviews and focus groups were recruited through the local Alzheimer’s Association, 

community partners (two Asian-specific organizations in the Sacramento area), and word-of-

mouth. Those who participated in the individual interview were told that if they were 

interested, we would follow up with them later to participate in the focus group. Following 

written informed consent, participants completed a demographic questionnaire. Caregivers 

were self-identified, Vietnamese, at least 18 years old, and spoke either English or 

Vietnamese. Professionals and community leaders were individuals familiar with the 

experiences of Vietnamese (or Asian American) caregivers and their families. Participants 

received monetary compensation for participating in the individual interview and additional 

compensation if they participated in the focus group later. Four of the individuals from the 

interviews also participated in the focus groups; five were new individuals recruited as 

mentioned above. This study was approved by the Institutional Review Board of the 

University of California.

Data Analysis

Individual and focus group interviews were audio recorded and transcribed verbatim 

immediately afterwards. Vietnamese language interviews were transcribed, then translated 

into English for coding and analysis. Because we wanted to generate knowledge that would 

specifically inform intervention modification and implementation, a descriptive approach 

was used (Neergaard, Olesen, Andersen, & Sondergaard, 2009). For the individual 

interviews, analysis was done in tandem with data collection: as salient and interesting 

themes emerged from the interviews, relevant questions were added to the interview guide. 

After the first several interviews, the research team, all whom were bilingual, underwent an 

open-coding process that involved independently reading the transcripts and labeling phrases 

and sentences. Codes were assigned based on the important concepts that emerged from the 

interviews (Strauss & Corbin, 1990). Then the team met to discuss emergent codes and 

through a consensus process, a revised coding scheme was developed. Everyone read 

through all transcripts a second time to code based on the revised coding scheme and to 

highlight any new emerging themes. After the second round of coding, an initial codebook 

was developed. For subsequent transcripts, two team members coded each interview based 

on the initial codebook, which was revised as new themes emerged from the data. The next 

step involved axial coding where codes were condensed and/or combined into larger 

categories to reflect the major themes. The entire team, along with the lead author, met 

regularly to discuss codes, categories, and themes to resolve discrepancies and decide upon 

final themes. Previous transcripts were then recoded if new themes emerged in subsequent 

transcripts (until data saturation was reached). For the focus group, the team independently 

read through transcripts and made note of pragmatic suggestions and recommendations from 

participants. The lead author independently reviewed all interview and focus group 

transcripts when all data had been coded to organize themes and recommendations (Morse, 
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2015). All interviews were prepared for analysis using Dedoose qualitative software 

(Version 4.5, 2013).

RESULTS

Table 1 displays the demographic characteristics for study participants. All dementia 

caregivers (n = 6) were female, married, born in Vietnam, and lived with their care recipient. 

Half of the caregivers worked full-time. The mean age was 50 years, and ranged from 44 to 

60. Four caregivers were taking care of their parent/parent-in-law, one caregiver was taking 

care of her older sister, and one was caring for her husband.

The majority of the professional participants (n = 15) were female (n = 12), married (n = 8), 

and employed full-time (n = 12). Most (n = 11) had a formal education equivalent to or 

greater than 16 years. Several themes emerged from the data, and they have been organized 

into two major domains: recruitment and engagement into the intervention and intervention 

content. Along with salient themes, specific recommendations about the intervention are 

described within certain themes.

Recruitment and Engagement into the Intervention

Themes that emerged from recruitment and engagement into the intervention included the 

importance of faith-based institutions, the inclusion of multiple family members in the 

intervention, community empowerment/ownership, and the importance of credibility.

Faith-based institutions—Stakeholders highlighted the multiple ways that faith-based 

institutions, including both churches and temples, were important to the intervention. They 

were helpful in terms of engaging and recruiting from the Vietnamese population since a 

large majority attended church or temple. In the Vietnamese culture, the two predominant 

religions are Buddhism and Catholicism, although religious practices can often overlap. That 

is, one can espouse Judeo-Christian beliefs but also participate in ancestor worship. 

Regardless of the religion caregivers ascribed to, praying and attending church or temple 

helped stressed caregivers find emotional support. One caregiver discussed the fact that over 

the last couple of years of caring for her mother, she had become less stressed because of her 

volunteer role at the temple; it helped her to feel happy and fulfilled. She also mentioned that 

talking to the Buddhist monks helped her because they encouraged her to have “tra hieu,” 

which translated, means filial piety. Reminding her of this cultural value helped her in caring 

for her mother.

Another caregiver described her feelings of sadness and depression because of her sister’s 

dementia. She coped with this sadness by praying and going to the temple. She often 

brought her sister to the temple as well, “Going to the temple and connecting with the 

Vietnamese community and her [sister’s] friends, it relaxed her and made me happy (60-

year-old female caregiver).” The idea of faith-based institutions as a means of coping with 

the disease was helpful for another caregiver who said that if she could overcome the stress 

and struggle of caring for her husband with dementia, she might be rewarded in a different 

life. “I do the best I can, so that my next life will be better. That’s what I think about (63-

year-old female caregiver).” Additionally, “buy-in” from local religious leaders was 
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important because they could promote the intervention and normalize the idea for their 

congregations. Thus, caregivers’ faith and faith-based institutions emerged as a salient theme 

throughout the interviews because they helped caregivers to cope with caregiving and were 

important in engaging the community.

Inclusion of multiple family members—The collectivistic and interdependent nature of 

Vietnamese families impacts caregiving, in that the self is not separate from others. For 

example, it was often the case that there were multiple caregivers involved in caring for a 

family member with dementia, not just a single caregiver. “There’s no older son anymore, 

they work together…Vietnamese families tend to be… like, grandparents, parents, and 

grandchildren, and they kind of talk together… it is different from the Western 

culture...usually the wife will go ahead if the husband has Alzheimer’s, the wife most likely 

makes the decision, but I think because they [Vietnamese] live together, they eat together, 

they do it together at the table (52-year-old female professional)…” Thus, caregivers and 

professionals both felt that having multiple family members involved in the intervention was 

necessary.

A professional noted, “One family that I am working with...my client has dementia… I 

thought it was really interesting because each child is assigned a different task, so if it’s 

something that pertains to medical appointments, it will go to one child. If it’s something 

like rehab support or following up with her desire to go to this Buddhist monastery, and in 

terms of transportation, it will be another child (32-year-old male professional).” Several 

participants noted the delineation of responsibilities that all family members had in 

caregiving, not just the oldest son or daughter. Thus, the interventionist needed to have a 

solid understanding of who family members were, how they were involved in caregiving, 

and the dynamics of the family. Because family members each enacted different roles and 

responsibilities in the caregiving, it was important to understand and address multiple family 

members in the intervention.

Community empowerment/ownership—The idea of community empowerment and 

ownership was another salient theme that cut across both domains of recruitment and 

engagement and intervention content. Both caregivers and professionals believed that there 

should continue to be a space for intervention participants to meet after the six-week 

intervention was over. The role of the interventionist was to facilitate a group that would 

over time, be sustainable and self-functioning. Thus, community empowerment and 

ownership of the intervention would help the intervention’s effectiveness and sustainability. 

A professional mentioned that even when there were Vietnamese-specific programs in an 

area with a large Vietnamese population, people did not attend. Thus, it was not a matter of 

availability of culturally and linguistic appropriate services (even though those were rare), 

she suggested there needed to be momentum and initiative from the community and a 

demand for services- “It’s got to be- I think grassroots, right? We did try, we built this social 

day program...and no one came. I feel like there needs to be a momentum from the 

community that says, “Yes! We acknowledge this is a condition that we are all affected by 

and here’s what we want and this is what we need (44-year-old female professional).”
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The idea of taking ownership of the intervention was shared by another participant who 

suggested that that the intervention should not consist of just interventionists and researchers 

imparting knowledge in a didactic manner to caregivers. Participants recommended that 

caregivers have the opportunity to share what they wanted in the intervention – what types of 

information they would learn and techniques they might use. The idea of having it be 

participant driven was a strong and consistent theme. Participants suggested we set the tone 

from the very beginning – that this was a program owned by the community and the 

interventionist was there only to facilitate the connections among caregivers.

“Have the facilitator throw out some ideas, like, ‘Here’s how to address caregiver 

stress so that’s one thing we could talk about that,’ or have the facilitator say, ‘You 

know, in my other group, we talked about caregiver stress…but I want it to be your 

group.’ Because I think that can be empowering for them…empower the caregiver 

to take charge of their group because they’re going to be in this thing together for 

six weeks, and hopefully develop a relationship and continue to support each other 

after the class (31-year-old female professional).”

Participants expressed the importance of maintaining support for caregivers long after the 

six-week intervention was complete.

Importance of credibility and trust—Given the sociopolitical history of Vietnam, 

participants felt that it would often be the case that caregivers could be guarded with 

outsiders. When asked about what qualities the interventionist should possess, participants 

felt that it should be someone who spoke Vietnamese well, who knew the culture, and had 

education and training that would give him/her credibility. Therefore, it would take someone 

very skilled, like a clinician who could build rapport and work with caregivers and their 

families. “They have to build a relationship with someone already and have that trust in that 

agency or that person to attend something like this. Because there’s some fear of meeting 

new people and also talking about their emotions, too. They have to have a good relationship 

with the person facilitating the group (32-year-old female professional).”

Participants discussed the idea that credibility had to be established very early on for 

caregivers to buy into the intervention. Another part of establishing the credibility of the 

intervention was providing caregivers with something tangible and new. Many echoed that 

the intervention had to provide caregivers with some new piece of information they had not 

known previously. A professional who had worked with many Vietnamese families 

suggested that we had to meet a tangible need first, like when she would help her clients 

understand their phone bill before engaging them in therapy. “In the beginning, depending 

on the client’s personality… I have to build that rapport first by doing something that makes 

sense to them (32-year-old female professional).” Another professional discussed the idea of 

meeting an immediate need for caregivers - “Don’t tell me something [that will help] three 

years down the road...they can see it now...they can see the benefit right away (63-year-old 

male professional).” It was suggested that in the first session, caregivers should feel that a 

tangible need would be met, and that would help establish the credibility of the intervention 

and the interventionist.
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Intervention Content

Themes that emerged in the domain of intervention content included education about AD 

and dementia and tailoring the content to caregivers’ needs.

Education about Alzheimer’s and dementia—A salient theme that emerged from the 

transcripts was the importance of teaching caregivers about AD and related dementias and 

educating them on the disease. Participants stressed the lack of AD knowledge that was 

prevalent in the Vietnamese community. Oftentimes, individuals believed dementia and 

associated memory and behavioral problems were a normal part of aging, a disagreeable 

personality, or part of a mental health syndrome. Participants felt like if caregivers did not 

understand that repetitive questioning was a part of AD, they would just get annoyed at their 

family members, and not realize there were strategies they could use to deal with these 

behaviors. “The caregiver is still trying to reason with the patient, ‘I fed you already three 

times! Why are you still asking if I fed you or why do you keep asking me these things over 

and over again?’ So [it’s] not just the lack of education, but even once they understand the 

disease, it’s hard to act on it, right? So guiding or coaching these caregivers to know how to 

respond to these behaviors (52-year-old female professional).”

Several participants discussed the need to not only educate caregivers in the program, but 

also the larger community and other professionals such as Vietnamese medical doctors who 

saw a large number of older Vietnamese. Both caregivers and professionals felt that some 

physicians and their staff did not seem to have much knowledge about dementia or AD. 

Non-health professionals described experiences of referring caregivers to the family’s 

physician, only to be disappointed in the outcome.

“The physician or the physician’s office just didn’t seem to have as much knowledge about 

dementia and Alzheimer’s...So as we’re trying to encourage the family to seek a diagnosis 

and they go to their Vietnamese doctor, this small little practice, and the doctor says, ‘it’s 

normal aging,’ then we’re kinda stuck in- ‘no it’s not, you need to go somewhere where 

there’s a better understanding of it (44-year-old female professional).”

The lack of education and awareness was salient for our participants, but discussed more by 

the professionals than by caregivers.

Tailoring the intervention to the caregivers’ needs—The theme of tailoring the 

intervention to the needs of caregivers closely resembled the community empowerment/

ownership theme discussed in recruitment and engagement. Both themes were reflected in 

participants’ comments about being personally engaged and having a voice in the 

intervention. A suggestion that emerged from the data was tailoring the intervention to what 

the participants needed, such as asking people if they want to do Tai Chi or some other stress 

management technique. Some participants felt that Tai Chi might be too time intensive for 

caregivers who were already stretched thin. It was suggested that we take the time to 

carefully assess caregiver needs at the beginning, perhaps this might be done by a social 

worker or someone who could get to know each person first and assess their immediate 

needs, before the intervention started. Similar to the theme of community empowerment and 

ownership of the intervention, caregivers suggested we present the six possible class options 
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to participants in the beginning and ask them what they want to learn first. For example, 

originally, the six-week intervention had one class on local resources, which covered the 

various types of community resources for caregivers and where they could access them, 

which was discussed in Class 4. Focus group participants felt that we should move this class 

up, because they felt like caregivers wanted to have something tangible, some new piece of 

information they did not have before, right away.

DISCUSSION

To ensure that our intervention addressed critical factors to meet the needs of Vietnamese 

families and promote long-term sustainability, we used a community-engaged approach to 

the development and adaptation of the intervention. Through the individual interviews, we 

identified several themes that had direct relevance for our intervention and the focus groups 

provided specific recommendations for adapting our intervention, seen in Table 2. 

Stakeholders were generally supportive of the proposed intervention but had 

recommendations related to recruitment and engagement of the community and intervention 

content. For example, after input that practical strategies and education about AD was 

important for caregivers, we added more education to each class and translated the 

behavioral strategies used in REACH 2 into Vietnamese and added these to the caregiver 

notebook. The importance of faith-based institutions emerged in two ways- first, as a means 

of helping caregivers to cope with the stress of caregiving, and second, as a means of 

building credibility and engaging the community. Several studies have shown the importance 

of religion and spirituality for helping Asian American caregivers manage the stress of 

caregiving (Chan, 2010; Hinton, Tran, Tran, & Hinton, 2008). Partly because of the spiritual 

teachings of Confucianism, Buddhism, and Taoism, the collectivistic cultures of East Asia 

espouse a set of values and beliefs that promote maintenance of harmony with individuals 

and with the environment. Some caregivers suggested that suffering in this life would mean 

a reward in the next life. This fits into the Buddhist notion that living is a struggle and 

requires patient endurance (Wangmo & Valk, 2012). Additionally, monks and priests, as well 

as those who regularly attend faith-based institutions, play important roles as they encourage 

caregivers to seek support for their loved ones and have the credibility to promote the 

intervention among their congregations. As a result, outreach and recruitment strategies for 

the actual intervention will have a focus on engaging local churches and temples.

The idea of multiple caregivers being involved in caring for a family member was a 

predominant theme that has been found in previous work (Meyer et al., 2015). In the case of 

multiple caregivers, it is important to help everyone come to a shared understanding of 

caregiving tasks and to address some of the disagreements that siblings and parents can have 

about dementia. Including family members is critical to the success of managing and 

treating dementia (Gallagher-Thompson et al., 2006; Tran et al., 2006). However, arguments 

among family members about the disease or what the patient is capable of doing or not 

doing are common in Vietnamese and ethnic minority families (Turner et al., 2015) and 

requires support (Meyer et al., 2015). Thus, the more that several caregivers can be involved 

in the intervention, the more unified family members can be about shared caregiving tasks. 

Nevertheless, how we involve a secondary caregiver will depend on each family, their 

dynamics, and their work obligations. Caregiver intervention models for the Vietnamese, and 
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potentially other minority populations, should be re-evaluated if a dyadic intervention is not 

the most culturally appropriate for this group.

Community empowerment and participant driven themes were continually stressed 

throughout our interviews as a method for ensuring effectiveness and sustainability. As seen 

in Table 2, we edited several pieces of the intervention. For example, in the first class, the 

course content and schedule will be presented to caregivers and feedback will be requested 

regarding their preferences. The importance of trust and credibility was a salient theme, 

although much more so with the professionals than with caregivers. Although not unique to 

the Vietnamese community, there is a lack of trust in government or seemingly government-

related institutions. Thus, for our intervention to have credibility, language and background 

of the interventionist was important. Credibility can be provided by “gift-giving” early on in 

the intervention, that is, by the interventionist providing caregivers with a new skill or new 

knowledge that will practically help them care for their family member (Sue & Zane, 2009).

In our previous study Meyer et al. (2015), we found that lack of knowledge of dementia was 

a significant source of stress for caregivers, as has been found with other populations in 

general (Ayalon & Arean, 2004; Wang, 2012). Interview and focus group data both validated 

the idea that education about AD and dementia should be a key component of the 

intervention. The lack of awareness or education about AD and dementia in the Vietnamese 

community is pervasive and extends all the way from families to family physicians and the 

broader community. Often, primary care providers either do not have the knowledge about 

AD required to make a diagnosis, or they feel that because there is no cure, it is better to not 

“worry” families (Hinton et al., 2007). For the intervention, education on dementia and 

support services for caregiving is critical in ensuring caregivers are well-informed and aware 

of available community resources.

Study limitations include the small number of participants in just one region of the United 

States, limiting the generalizability of findings to non-Vietnamese dementia caregivers 

outside California. Second, although our sample included a decent number for qualitative 

research (N = 21), only six participants were dementia caregivers. A larger sample size 

might have allowed for additional important themes to emerge from the caregiver 

perspective. At the same time, we include a variety of other perspectives, and our findings 

support and extend results from other qualitative work on Vietnamese dementia caregiving 

(Hinton et al., 2008; Liu, Hinton, Tran, Hinton, & Barker, 2008; Tran et al., 2006). A major 

strength of this study was engaging the community via the in-depth exploration of dementia 

caregiving and a potential strategy for reducing stress in a vulnerable and understudied 

population.

Overall, while our proposed intervention was evaluated positively by stakeholders, 

suggestions were made regarding having the flexibility to tailor our intervention according 

to participants’ needs. That is, although a set protocol for the intervention was created, it 

may need to change depending on characteristics and preferences of caregivers. For 

example, a specific suggestion from the focus group was to change the follow-up assessment 

to three instead of six months. Moving forward, the revised intervention (which is currently 

being piloted) will still allow for opportunities for feedback: at the initial meeting when 
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caregivers are assessed and consented, and during the first group session- to allow caregivers 

to change the order of the classes (e.g., what they want to learn first). Our study adds to the 

literature by elucidating the process of adapting and refining a culturally-tailored 

intervention for an underserved population of dementia caregivers as well as the important 

factors in implementing the intervention in a diverse population. We engaged dementia 

caregivers, community leaders, and community-based organizations in discussions regarding 

the intervention. In retrospect, our process would have been enhanced by reaching out to 

family physicians that treat older Vietnamese and their families. Vietnamese physicians are 

key stakeholders in dementia care, and future research with this and other underserved 

populations should involve family physicians in intervention work.

Thus far, interventions for the Asian American population of dementia caregivers are 

minimal. Given this rapidly growing population, it will be crucial for those in the field to 

consider the important issues surrounding diversity and cultural tailoring in intervention 

development, adaptation, and implementation in this community.
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