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Executive Summary

alifornia’s aging population is rapidly
increasing and is growing in diversity;

between 2010 and 2030 the population over age
65 will nearly double.1 By 2040, the majority of
California’s elderly population will be ethnic
minorities, many of whom have limited English
proficiency.2, 3 Adding complexity is the rising
numbers of California elders living in poverty,
with seniors of color three times more likely to be
poor than their white counterparts. Moreover,
three out of four low-income seniors are women. 

In an effort to consider effective strategies to
address the growing needs of older persons in
California, The California Endowment (TCE)
commissioned three papers to provide an
overview of the policy and program environ-
ments that affect access to care and economic
assistance for low-income, immigrant, ethnic and
racial minority, and female seniors in California—
the state’s vulnerable elder population. 

Although different in focus, the three papers
provide rich contexts for better understanding the
demographic, cultural, financial, policy, and sys-
temic issues that collectively impact access to care
and economic security for this population. In
addition, they propose related and overlapping
strategies to address the challenges identified by
the authors. They offer detailed examples of suc-
cessful program models and suggest specific poli-
cy recommendations that, taken together, provide
a roadmap for advocacy and for implementing

policy and systemic change. Thus, they share a
pragmatic outlook and optimism. 

This anthology of papers follows earlier
efforts by TCE since 2000 to engage a number of
stakeholders, including grantees, community
leaders, policymakers and academics, on the issue
of healthy aging. The culmination of research and
early discussions led to a focus on women due to
higher poverty rates, longer life expectancy, and a
greater dependence on California’s safety net.
More significant is the pivotal role that women
play in the care of family members as caregivers
and their unquestionable ability to be passionate
agents of social change. A foundation-sponsored
convening being held in May 2007 in Los
Angeles, “Women, Health and Aging: Building a
Statewide Movement,” will examine the critical
issues that have been surfaced by the papers and
begin a dialogue on how to create the capacity to
build a visible campaign on the challenges faced
by vulnerable older women in accessing care. 

THE PAPERS

Improving Care and Assistance Security
for Vulnerable Older Women in California

The lead paper by Plumb and colleagues pro-
vides an overview of the program and policy
environments that affect access to care and eco-
nomic assistance for vulnerable older women in
California. Discussion of the policy environment

C
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focuses on some of the disparate factors that have
obstructed improving access to services and eco-
nomic security for vulnerable elders in the state,
such as: the state budget crisis; the implementa-
tion of term limits; the immigration backlash; and
inadequate coordination of advocacy activities.
Following this discussion, the paper critically ana-
lyzes current economic security and health care
programs including Medicare, Medicare Part D,
and long-term care services.

The authors recognize that improving eco-
nomic security and access to care services for elder
Californians requires implementing multiple
capacity-building strategies, as well as access-
building strategies. The four recommended
capacity-building strategies include:

d Training diverse cadres of older women as pol-
icy advocates;

d Training diverse groups of older women in
research and evaluation skills;

d Establishing a statewide aging advocacy coali-
tion; and

d Investing in strategic placement of older
women’s policy analysts.

The five recommended access-building
strategies, which focus on ways to increase access
to services for which elders are already eligible,
include:

d Increasing enrollment of vulnerable older
women in safety net programs;

d Increasing compliance with language access
requirements in Medi-Cal managed care and
long-term care;

d Supporting development and adoption of an
economic self sufficiency standard;

d Filling the access gap for women age 45-64;
and

d Replicating housing models that are affordable
and culturally appropriate.

In addition, the paper highlights programs
and coalitions that have successfully implemented
the recommended strategies and programs.

The Eligibility-Benefits Gaps for Aging
Californians

The paper by Wallace and colleagues is based
on an original data set, the California Health
Interview Survey (CHIS), which provides infor-
mation on the health status and use of medical
care among elderly and near elderly, poor and
near poor, ethnic/racial minority, and immigrant
populations in the state. The paper focuses on a
central aspect of limited access to health care and
economic insecurity among California’s vulnera-
ble elders—many who are eligible for services do
not participate, and many persons in need are not
eligible.

The authors point out that a substantial num-
ber of minority, immigrant, and low-income
Californians eligible for health or financial bene-
fits do not access them because of barriers includ-
ing language, lack of cultural sensitivity, provider
bias, and fear of deportation for themselves or
family members. As a consequence, a substantial
number of eligible Californians delay in seeking
care or in investigating their eligibility for pro-
grams, such as SSI/Medi-Cal. The authors report
that if the national rate of underenrollment for
SSI were applied to California’s older population,
about 300,000 additional older persons in the
state would be eligible for the program. This is a
substantial potential gap in the safety net for sen-
iors in the state because of the program linkages
among SSI, Medi-Cal, in-home supportive serv-
ices, among others. 

Many minority and poor people in need in
the state, particularly the near elderly (those ages
55-64) and the near poor (those with incomes or
assets slightly above the federal thresholds) are
ineligible for services. Substantial proportions of
the older and near-elderly populations in
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California live just above the poverty line, a fact
that is overlooked when focusing only on those
below the federal poverty level (FPL). These peo-
ple, the authors observe, are one illness away from
falling into poverty. Indeed, with specific refer-
ence to the prevalence of diabetes, hypertension,
incontinence, and disability in the state, they doc-
ument that the need for health care among near-
elderly and elderly Californians is highest for the
same subgroups that have the lowest incomes.

Addressing these problems requires action at
the policy, program, and community levels. The
authors make the following recommendations for
improving access to care and financial security
among vulnerable populations, many of which
dovetail with those recommended by the Plumb,
et al., paper:

At the policy level:

d Raise asset and payment levels for SSI/Medi-
Cal; 

d Reexamine age 65 as the age of eligibility for
services; 

d Go beyond “reasonable outreach” for SSI/
Medi-Cal; 

d Protect the prescription drug benefit of Medi-
Cal recipients; 

d Expand Medi-Cal to cover assisted living; and

d Increase the availability of affordable housing.

At the program level:

d Improve cultural competency;

d Increase advocacy activities; and 

d Improve health programs.

At the community level:

d Increase volunteerism and civic engagement.

Healthy Aging for California’s Immigrant
and Low-Income Elders from Diverse
Ethnic Backgrounds: Policy Issues and
Recommendations

Gwen Yeo’s paper documents the diversity of
California’s older population, especially its older
immigrant populations, and discusses the implica-
tions of this diversity for providing culturally
competent health care services among these pop-
ulations. Her central premise is that designing
policy based on the needs of ethnic-specific pop-
ulations of California’s older adults and addressing
the shortcomings of the health care system will
reduce disparities in services available to immi-
grant and low-income ethnic elders in California. 

An important analytical and substantive con-
tribution of this paper—which is ignored by
much research on the topics of immigration and
ethnic diversity—is that it disaggregates into dis-
crete national groups the demographic data of
regional populations that are oftentimes lumped
together. For example, she details in separate
analyses the different historical experiences,
known health risks, and traditional health beliefs
of thirteen Asian and five Latino cultures. By dis-
cussing the various historical, cultural, and health
factors that differentiate immigrant groups in
California, Yeo speaks directly to the implications
of these differences for understanding and
improving access to care and economic security
among them. And by doing so, she avoids resort-
ing to cultural stereotypes. 

Section II of the paper outlines the policy
challenges to providing care for immigrant and
low-income Californians around the following
issues: the array of languages spoken in the state;
diverse health care providers; availability of
ethnogeriatric training programs; health promo-
tion and community health workers; disaggregat-
ed data; diabetes; family care of dependent elders;
and access to care for undocumented elderly
Californians.
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Section III looks at three uniquely successful
programs that meet some of the challenges out-
lined in Section II: On Lok Senior Health
Services; the Alzheimer’s Association Dementia
Care Networks; and the Sacramento Urban
Indian Health Project’s Diabetes Management
Program. She points out two commonalities
among them: First, they all have developed a
model of care appropriate to the cultural values of
the target community, in collaboration with the
local community members. Second, they rely on
bilingual, bicultural frontline staff members from
the target community to provide the important
patient/client services. 

Section IV enumerates eleven policy recom-
mendations, which include:

d Developing and providing incentives for eth-
nic-specific community organizations to
develop culturally appropriate geriatric services
for elders; 

d Providing incentives for health care organiza-
tions to implement CLAS standards (see
Appendix B);

d Advocating for the immediate inclusion of
state-provided matching funds for interpreter
services for limited-English-proficient Medi-
Cal recipients;

d Educating health care plans and physicians
about the need to provide and use trained
interpreters as a provided service in managed
care plans and as reimbursable costs in fee-for-
service care; 

d Advocating and supporting low cost tele-
phone-based interpreter services to make it
more cost effective for health care organiza-
tions to meet the needs of limited English pro-
ficient elders;

d Providing support for increasing health literacy
among elders from diverse populations;

d Providing, supporting, and requiring education
in ethnogeriatrics and cultural competence for
all health care providers who care for older
Californians.

d Developing state collaborations with Indian
Health Centers, especially in urban areas, to
create comprehensive geriatric health care and
caregiver support programs for Indian elders;

d Developing better ethnic-specific data sources
for state planning, especially for relatively small
populations of disadvantaged immigrant elders;

d Supporting wide-scale community-based cul-
turally appropriate diabetes prevention, early
detection, and management programs, espe-
cially for older high risk populations; and

d Convening an exploration of methods to finance
the recruitment, training, and integration of
community health workers/promotores from
ethnic backgrounds as standard services to pro-
vide health promotion, health education, and
chronic disease management services for elders.
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alifornia’s aging population is rapidly
increasing and is growing in diversity;

between 2010 and 2030 the population over age
65 will nearly double.1 By 2040, the majority of
California’s elderly population will be ethnic
minorities,2, 3 a phenomenon referred to as the
browning of the graying of the population.4 Adding
complexity is the relatively high percent of
California elders who have limited-English profi-
ciency. The changing demographic diversity
places additional strains on the public health,
long-term care, and economic development sys-
tems of the state. Because older women in partic-
ular experience greater economic and health vul-
nerability, meeting their specific needs further
exacerbates this challenge.

The purpose of this paper is to provide an
overview of the program and policy environ-
ments that affect access to care and economic
assistance for vulnerable (low-income, immigrant,
and ethnic and racial minority) older women in
California. The rationale for an emphasis on older
women in this report is threefold: (1) the extent
and severity of need particularly in diverse and
immigrant communities; (2) their high degree of
dependency on the California state and local safe-
ty net programs; (3) their pivotal role in the care
of other older Californians and their families.

The content of this report seeks to recom-
mend strategies that can develop and sustain the
capacity to move policy and program agendas for-
ward that have the potential to advance the health
and economic well-being of older vulnerable

women in California. The report highlights case
studies that represent successful implementation
of the recommended strategies and programs. Of
primacy to the conclusions of this report is the
recommendation to strengthen the aging advoca-
cy movement and improve its capacity to address
intractable and emerging policy issues over the
long term. 

This report is not a comprehensive review of
health, long-term care, and economic assistance
issues or programs for vulnerable older women in
California. In recognition that such recommenda-
tions would be time-limited and perhaps out of
date by publication, this report focuses on the
strategies and approaches that can be used to move
those policies forward and create an enabling pol-
icy environment. Many existing reports have list-
ed California-specific policy recommendations,
and references to those reviews are provided
throughout this document including an addition-
al list of recommended readings. In particular the
reader is directed to the following reports:

d California Health and Human Services
Agency. Strategic Plan for an Aging California
Population. Sacramento, CA: California
Health and Human and Services Agency:
Getting California Ready for the “Baby
Boomers”; October 14, 2003. Available at:
http://www.calaging.org/works/population_
files/population.pdf

d O’Hara-Devereaux M, Falcon R, Li JDX,
Kristensen H. Fault Lines in the Shifting

Introduction

C
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Landscape: The Future of Growing Older in
California—2010. Menlo Park, CA: Institute for
the Future; November 1999. R-110. Available at:
http://www.archstone.org/usr_doc/33534.pdf

d California Center for Long Term Care
Integration. Improving County Long term
Care Systems to Build toward Integration: Final
Report to the California HealthCare
Foundation. Los Angeles, CA: California
Center for Long Term Care Integration; 2003.
Available at: http://www.ltci.ucla.edu/cclt-
ciproducts/CHCF%20Final%20report-
FINAL.pdf

d Scharlach A, Torress-Gil F, Kaskie B. Strategic
planning framework for an aging population.
Berkeley, CA: California Policy Research
Center, University of California; 2001.
Available at: http://www.ucop.edu/cprc/agin-
greport.pdf
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alifornia is a uniquely complex state in
which to make policy change. The growing

racial and ethnic diversity of its elderly population
necessitates unique approaches that are communi-
ty specific and tailored. Any policy changes
requiring the appropriation of state funds to meet
these challenges are constrained by the realities of
an ongoing state budget crisis as well as current
efforts to control health care costs by redesigning
the state’s Medi-Cal program. An environment of
opposition to immigration and support for
undocumented residents also further complicates
efforts to promote the health and economic well
being of California’s diverse aging population.

THE CHANGING FACE OF CALIFORNIA’S
ELDERLY

Currently California is home to almost eight
million people over the age of 65.6 The Institute
for the Future predicts that between 2010 and

2030, this population will nearly double, rising
from 10 percent of the overall population to
almost 17 percent.1 In the first two decades of the
21st century, the fastest growing age groups in
California will be those of older people.5 More
specifically the fastest growing segment of the
older populations will be the very old—those age
85 and older—which will increase four-fold
between 2000 and 2004.5 Figure 1 provides over-
all projected changes in population by age group
from 2000 to 2020.”

The ‘Browning’ of the ‘Graying’ of the
Population

As California is aging, it is also becoming
more racially and ethnically diverse.7 By 2040, the
majority (nearly 55%) of California’s elderly pop-
ulation will be ethnic minorities.2, 3 Hayes-
Bautista and colleagues4 refer to this as the brown-
ing of the graying of the population. The state is
second only to Hawaii in racial and ethnic diver-
sity.2 Hispanic elderly comprise 13 percent of the
aging community, followed by Asian/Pacific
Islanders at 10 percent and African Americans at 5
percent.8 Poverty rates for seniors of color are
three times the rate of elderly Caucasians.3

There are approximately 12 million undocu-
mented immigrants in the United States; approx-
imately 40 percent of them live in California.
California has the fastest growing immigrant older
population in the nation.2 In 2000, one-third of
Californian baby boomers were foreign born.9

More than half of immigrant seniors live within

C

The California Context

Figure 1
Change in Population

by Age Group, 2000-20205
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200 percent of the poverty level.3, 10

Many older immigrants have limited English
proficiency (LEP). In California there are over
one million households living in linguistic isola-
tion.11 Statewide, 17 percent of the older popula-
tion has limited English proficiency, although
some counties such as San Francisco have as much
as 41 percent of the elderly with limited English
speaking ability.12

The Gendering of the Aging Population

Aging is a gender issue13 and women are a
central force in the aging of California. On aver-
age women live 6 to 7 years longer than men. By
2040 the life expectancy for women will rise to
84.6 years, compared to 79.9 for men.5 Sixty per-
cent of those individuals beyond age 85 are
women.10

Due to multiple circumstances, California’s
older women experience serious and pervasive
health and economic insecurity. Women face a
lifetime of lower wages due to discrimination in
the workforce and work gaps resulting from fam-
ily and childrearing responsibilities. These realities
influence the economic security of older women
as they receive less in Social Security benefits and
have less access to other retirement support such
as pensions. In 1999 nationally, women aged 65
and over received on average, $8,224 annually as
pension income, compared with $14,046 for their
male counterparts.14 U.S. Census figures show
that in 2000, 13 percent of older women (65+) in
California had incomes below poverty, compared
to 10 percent of older men.

Poverty increases with age and is especially
prevalent among older women of color.15 Poverty
rates for older female African Americans and
Latinas exceed 28 percent, compared to around
12 percent for white women.16, 17 Over 60 percent
of African American and Latina older women liv-
ing alone are poor. Older women are more than
twice as likely to be poor or near-poor.13, 15, 18-20

Another overlooked segment of this popula-

tion includes older lesbian, bisexual, and trans-
gender women. As a stigmatized and hidden pop-
ulation, it is impossible to have an accurate esti-
mate of this group. The Institute for Gay and
Lesbian Studies (IGLS) reports that the 2000 U.S.
Census recorded 0.6 percent of the adult popula-
tion as residing in same-sex unmarried partner
households. According to IGLS this statistic
underreports the total number of lesbians and gays
as it is limited to individuals who are partnered,
living with their partner, and not afraid to open-
ly identify on a confidential (but not anonymous)
government survey. IGLS suggests that other sur-
veys estimate that 5 percent of U.S. adults might
be gay or lesbian.21 Poverty is a burden for this
population as it is estimated that lesbian and
bisexual women are spread proportionally among
the economic spectrum similar to their heterosex-
ual counterparts.22 Compounding aging for mem-
bers of this community are the results of both per-
ceived and institutionalized homophobia.23 For
example, gays and lesbians lack access to partner
social security and pension benefits because same-
sex couples are denied the right to marry, thereby
not qualifying for these and other spousal benefits. 

Because of their higher poverty rates, longer
life expectancy, substantial family responsibilities,
ongoing discrimination, and lower work oppor-
tunities, older minority women are the most
dependent of all elders who rely on California’s
public safety net programs such as Medi-Cal and
SSI24-26 as well as the federal Social Security pro-
gram.27 Such dependencies make older women
more vulnerable to adverse changes in state and
local policies, fiscal crises, and expenditure reduc-
tions. In recognition of this reality, this report
focuses on building capacity to maintain and
increase access to these programs for vulnerable
older women in California.

The Regionalization of the Elderly

Regional differences within California also
exist. According to the latest census report, three
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out of four older people lived in metropolitan
areas in 2000.14 Seniors living in high-cost urban
regions like the Bay Area have different financial
strains than seniors living in rural communities.
Working-class seniors, seniors on fixed incomes,
seniors without any or with inadequate retire-
ment benefits, and seniors who have not partici-
pated in or who currently do not participate in
the formal workforce have even greater difficul-
ties paying for the basic living needs of food, shel-
ter and healthcare. Additionally, seniors face eco-
nomic challenges that are likely to worsen as the
growing limited-income senior population places
more strain on public services like health care and
paratransit. Conversely, large proportions of older
adults in rural areas face different structural barri-
ers to accessing a variety of health care and long-
term care services. This is often due to the limit-
ed service supply and individual socioeconomic
factors.28

Reflecting the growth in racial and ethnic
communities, the distribution of the elderly in
California is also shifting. While more than half
the counties in the state will experience more
than a 100 percent increase in the elderly popula-
tion, eleven of these counties will have growth
rates of over 150 percent. These counties are
located throughout the central and southern areas
of the State (see Figure 2). By 2040, the number
of older people in the San Joaquin Valley is
expected to triple.10

UNDERSTANDING THE POLICY
ENVIRONMENT

California’s current ability to provide health,
mental health, long-term care and social services
to elderly vulnerable women is inadequate2 and
access to these services is insufficient.29-32

Redressing these inadequacies requires policy
changes at the local, regional, state and national
levels. Several aspects of the policy environment,
however, impede making such changes. These

include the ongoing budget crisis, the transitory
arena of state politics, a rising backlash against
immigration, and characteristics of the senior
advocacy movement.

The State Budget “Crisis”

While the state’s current fiscal crisis was most
acutely felt at the beginning of this decade with
the sudden downturn of the economy, precipitat-
ed by significant declines in the stock market, the
failure of California to keep pace with the nation-
wide economic expansion from the previous
decade points to long-term structural problems
that will continue to erode the ability of the state
to provide services for its most vulnerable over

Figure 2

Growth in the California Elderly,
by County

Reproduced from the
California Department of Aging
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time.33 By 2020, the state’s budget may be unable
to keep up with the service demands of its over
six million Californians aged 65 years and older.34

Programs that will experience the strain include
those that specifically serve the elderly including
Medi-Cal, In-Home Supportive Services, and the
Supplemental Security Income/State Supple-
mentary Payment (SSI/SSP) Program. 

A survey of local health officers conducted by
the Public Policy Institute of California35 found
that most officers report that the amount of state
revenues available for delivering health and men-
tal health services has declined. State budget
actions are perceived to be a major source of
budgetary pressure on local health and mental
health services. In response to budget pressures,
many local health and mental health departments
have reduced staffing levels, reduced or eliminat-
ed programs, or closed facilities. Many have also
approved fee increases to support local health and
mental health programs.

California needs additional sources of rev-
enue, tax system overhauls, and major govern-
ment policy reforms to address the challenges
raised by the demographic changes expected in
the next twenty years.

The Nature of California State Politics

In 1990 California voters passed term limits
for its elected officials. Members of the Assembly
can serve no more than three terms for a total of
six years (beginning in 1996). Members of the
Senate can serve no more than two terms for a
total of eight years (beginning in1998). While ini-
tially thought to advance the representation of
underserved voices within state government,
term limits have actually created a transitory envi-
ronment for state politics. Elected officials no
longer develop the clout necessary to push trans-
formative policies. A report commissioned by the
California Public Policy Institute concluded that
frequent changes in the membership and leader-

ship of legislative committees, especially in the
Assembly, diminish their expertise and collective
memory in many important policy areas.36

Of particular concern is the manner in which
the transitory environment further exacerbates
the budget crisis discussed earlier. According to
Cain and Kousser, as a result of term limits, there
is now more room for fiscal irresponsibility in the
Legislature and less incentive, experience, and
leadership to correct it.36

Term limits, however, are not the only con-
tributor to the entrenched environment of state
politics. Redistricting has created legislative dis-
tricts that are largely either democratic or repub-
lican, encouraging legislators from those districts
to represent more completely the partisanship of
their constituency.37 The bipartisanship needed to
pass fiscal bills (requiring a two-thirds majority,
which neither party currently holds) and be
signed by a governor not of the majority party is
largely missing in Sacramento. 

Since elected officials no longer can provide
the expertise and leadership to innovate proactive
long-term solutions to policy dilemmas, the task
of clearly and factually stating the problems faced
by constituents, of passionately and persuasively
articulating policy solutions, and of skillfully nav-
igating the political minefields of the policy arena
falls even more heavily on advocates.

Immigration Backlash

The beginning of a backlash against undocu-
mented immigrants in California was marked in
1994 with the passage of Proposition 187, which
denied social services to undocumented residents.
Support for this new law was often based on the
belief among Californians (and throughout the
country) that the presence of “illegal” immigrants
was a significant problem to communities, state
and local budgets, and law enforcement.38 Further
restrictions on undocumented immigrants’ access
to services were enacted in 1996 with the passage
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of the Personal Responsibility and Work
Opportunity Reconciliation Act, also known as
“welfare reform.”39 The impact on the reduction
to services is felt not only by undocumented
immigrants but also by many legal immigrants
who fear deportation.40

Federal strategies to reduce health expendi-
tures by reducing purported abuses by non U.S.
citizens may have broader unintended conse-
quences for nonimmigrant populations. In
February 2006, President Bush signed the Deficit
Reduction Act which contains a provision that
would require all citizens applying for Medicaid
or renewing their coverage to produce a passport
or birth certificate to prove they are U.S. citizens.
Such a requirement creates enormous barriers to
services for immigrants in the name of ensuring
accurate eligibility of beneficiaries. There are no
exceptions to the requirement, including for
those with severe physical or mental impairments
such as Alzheimer’s disease. One estimate is that if
as little as two percent of Medicaid beneficiaries
cannot readily come up with a birth certificate or
passport, one million low-income Americans
could lose Medicaid coverage and become unin-
sured or be delayed in obtaining coverage. In
California, which has more than 8 million
Medicaid beneficiaries, this would mean that
more than 160,000 individuals (presumably many
of those frail elderly), eligible for Medicaid but
unable to comply with the new rules, would be
dropped from the insurance plan.41

Additional federal policy immigration reform
considerations would criminalize undocumented
men, women, and children who reside in the
U.S. without proper paperwork as well as those
individuals and organizations that knowingly pro-
vide assistance. One concern is that policies such
as those proposed at the federal level will discour-
age undocumented immigrants from seeking
services, even in emergencies such as domestic
violence or sexual assault and would cut them off

from life-saving services and programs.42

Given the rising sentiment of anti-immigra-
tion special efforts are needed to secure the health
and economic benefits of those residents of
California that are foreign born, whether they are
in the country with or without governmental
sanction. Attention to the needs of non-English
speakers should be prioritized.

Senior Advocacy Leadership and
Coordination

Currently, aging and women’s issues are often
separate advocacy arenas. Organizations such as
the Older Women’s League, the California
National Organization for Women, the
California Commission on the Status of Women,
and the American Association of University
Women provide invaluable leadership in the pol-
icy arena in regards to older women’s policy
issues. Inadequate resources limit the ability of
these organizations to mount effective public
advocacy campaigns. Dissimilar policy priorities,
solutions, and strategies among other leading sen-
ior advocacy organizations (e.g., AARP,
California Alliance for Retired Americans, Gray
Panthers, etc.) may also limit their ability to effec-
tively address shared concerns. Key informant
interviews suggest a lack of coordination and
agenda setting among those concerned with the
economic, health, and long-term care policies
that affect older vulnerable women in California
and inadequate resources to launch such a coordi-
nated effort. 

The lack of effective leadership has been cited
as potentially the most “damaging factor” in
aging.1 Observers of this issue identify two factors
critically hampering the aging movement’s ability
to have policy impact—the loss of advocacy
champions and the professionalization of aging
advocacy.43 Many stalwart aging advocates have
either died or have expressed the desire to retire.
This has raised concerns about the possibility of a
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leadership vacuum within the field of aging. The
success of the aging advocacy movement has also
created a “professional class” of advocates. There
is now a very large service industry of health
care,44 housing, and other service providers and
other movements focused on specific aging issues
(i.e., Alzheimer’s disease, family caregivers, etc.).
These organizations are often called on to repre-
sent senior issues within policy discussions but
have a limited perspective of the issues based on
their own work.45 Additionally, many of these
providers and organizations may have conflicting
policy positions because of competition for scarce
resources or ideological differences. 

There is a need for “cultivating new champi-
ons” while also building coalitions that could
marshal the resources and balance the interests of
the various special interest groups in aging.

ASSESSING THE PROGRAM
ENVIRONMENT

Program areas that support older women’s
economic security, health care, and long-term
care have the greatest impact. In this section,
these three service areas are explored in brief. In
addition to general information, several specific
gaps are identified within the state programs that
substantially affect the health and well-being of
older women in California.

Economic Security Programs

Overall older Californians are relatively well
off with only about one in ten seniors living in
poverty.5 Three-fifths of the older population rely
on Social Security for at least 72 percent of their
income. These statistics hide the reality that the
impact of poverty is felt more acutely among
immigrant communities as well as communities of
color.5 Women are also significantly more likely
to be poor; poverty is even higher for unmarried
women.5

COST OF LIVING. The rising cost of living
affects seniors disproportionately whose incomes
are affected by retirement, job loss or employ-
ment reduction, illness or other changes in their
own health, caring for a disabled spouse or loss of
a spouse, or in some cases, needing to care for an
adult-dependent child or grandchildren. These
problems are magnified for older women, who
have less access to income and who rely on more
of their income from public sources such as Social
Security. Programs that raise or lower the cost of
living for seniors have greater impact for women.

According to the California Budget Project,
the state has suspended SSI/SSP COLAs (cost of
living adjustments), delayed SSI/SSP COLAs,
and/or reduced SSI/SSP grants in 12 out of the
last 17 years, including in each of the last four
years. Currently, the Governor has proposed to
delay the SSI/SSP COLA until January 2008.46 As
a result of delays in providing federal cost of liv-
ing adjustments to SSI/SSP recipients and other
state cuts in that program, recipients have 21.3
percent less purchasing power than in 1990.46

CASH ASSISTANCE PROGRAM FOR IMMI-

GRANTS (CAPI). The Personal Responsibility and
Work Opportunity Reconciliation Act changed
Social Security and immigration laws by narrow-
ing the eligibility requirements for SSI. As a
result, many immigrants became ineligible for
SSI. To address this situation, California respond-
ed by establishing the state funded Cash
Assistance Program for Immigrants (CAPI). To
be eligible for the Cash Assistance Program for
Immigrants an individual must be at least 65 years
and four months of age or meet Social Security’s
definition of disability or blindness. 

Over 98 percent of the CAPI recipients are
65 years or older and the average age of the CAPI
recipient is 71 years old. About two-thirds of
CAPI recipients (64 percent) are female and over
80 percent are Asian. Asian languages are the pri-
mary languages for 75 percent of the population.47
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The program is funded exclusively by state
general funds and administered by local county
welfare departments. Thus, it is highly vulnerable
to changes in the state’s budget and a likely target
due to immigration backlash. 

A MISSING PIECE: AN ECONOMIC SELF-

SUFFICIENCY STANDARD. Missing within cur-
rent programs is a means to assess the level of eco-
nomic support needed to secure a healthy life for
older vulnerable women. When using an eco-
nomic self sufficiency standard to determine ade-
quate levels of financial support, subsidies provid-
ed by current programs for the poor and near-
poor are typically found to be inadequate.33 If the
Governor’s current SSI/SSP COLA delay is
enacted studio rental costs would represent 50
percent of an older beneficiary’s income in all but
two California counties, over 75 percent in 23
counties, and over 100 percent in nine counties.48

Traditionally, the lowest levels of economic
well-being for seniors have been estimated using
the Federal Poverty Level (FPL). In 2006, the FPL
was $9,800 per year for a single person household
and $13,200 per year for a two person household.
These levels are considered extraordinarily inade-
quate and inaccurate measures of subsistence-level
income for many areas of the country and popu-
lation segments. For example, they do not
account for the disproportionately higher out-of-
pocket medical expenses borne by the elderly. As
a nationally computed figure, the FPL does not
capture the wide range of housing and other cost
differentials across the country; nor does it vary by
seniors’ age, health, or life circumstances. 

Without a reliable and realistic measure of
minimum economic security, it is difficult for
seniors and their families to plan for their needs as
they age, and for policy-makers and the public to
assess proposals that affect seniors’ well-being.

Health Care Programs

Key health care programs for older vulnerable
women in California include Medicare, Medicare
Part D, and Medi-Cal. A missing piece of the
health care puzzle for women is access to care for
women prior to Medicare eligibility.

MEDICARE. Medicare currently provides
health care for over 3 million residents. Even with
Medicare coverage, however, high cost sharing
and lack of coverage for some services creates
financial hardships for older beneficiaries. In
2002, Medicare covered less than half (45 per-
cent) of beneficiaries’ total medical and long-term
care expenses.49 Beneficiaries paid, on average, 19
percent of total expenses, or $2,223, out of pock-
et. Approximately one in ten older beneficiaries
had over $5,000 in out-of-pocket costs.
Declining health status and advancing age lead to
higher out-of-pocket health care costs, which are
higher for those lacking supplemental coverage. 

Fifty-six percent of the Medicare enrollees in
California are women.50 Older women have more
chronic health problems and functional disability
than older men,15, 18, 51-53 and therefore pay a high-
er percent of income than older men or younger
persons for out-of-pocket health care costs.18 In
California, 61 percent of women aged 65 and
higher suffer from arthritis; 51 percent have high
blood pressure, and 14 percent have diabetes.11

These conditions are more prevalent among low-
income seniors. Low-income women ages 45 and
older are three times as likely to report fair or
poor health, and over one-quarter report a dis-
ability or condition that limits participation in
daily activities.54 Race and ethnicity also affect the
health status of California women. Among
women 45 and older, African American women
(37 percent) and Latinas (41 percent) are more
likely to report being in fair or poor health than
white women (23 percent).54
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MEDICARE PART D. The recent rollout of
Medicare Part D in January 2006 illustrates how
national policy developments may have unin-
tended adverse consequences for California’s
population of older vulnerable women. Medicare
Part D, the first significant expansion of Medicare
since the program’s inception in 1965, provides a
prescription drug benefit for 40 million persons
with Medicare, including 4.2 million individuals
in California. Systems and implementation fail-
ures caused the State of California to provide
emergency relief for one million individuals who
were dually eligible for Medicare and Medicaid.
Compounding these problems has been an inade-
quate education and assistance system to ensure
that eligible elders understand and exercise their
options.

Enrollment problems were even greater for
those with limited English proficiency. Although
the program is technically required to provide
translation services, media reports suggest that
these services may not actually exist or exist only
for select languages. As such, beneficiaries with
limited English proficiency paid more for their
medications then they needed or went without
their medications altogether.55

A MISSING PIECE: HEALTH CARE FOR

WOMEN AGES 45-65. Older women’s health is
substantially affected by the lack of health care in
the years that precede eligibility for Medicare. In
California health care for low-income women is
provided through two programs: Family PACT
and Every Woman Counts. Family PACT pro-
vides well-woman gynecological care, treatment
for cervical dysplasia and sexually transmitted
infections as well as breast cancer screening and
life style counseling for women of reproductive
age, that is, below age 45. After age 45, women
in California can receive breast and cervical can-
cer screening through the state “Every Woman
Counts” program (and treatment, if cancer is
found, through the state’s Breast Cancer

Treatment Program) until the age of eligibility for
Medicare is reached. While these programs are
filling critical unmet needs for uninsured women
in poverty, they are not providing for the primary
health care needs of women and those of color,
particularly during the critical years of age 45 to
65.56 Receiving needed health care services dur-
ing those years largely determines how successful-
ly women will age in their later years.1

In California, 17 percent of women ages 45
to 54 years, and 12 percent of those ages 55 to 64
years are without insurance.54 Although specific
data are not available for these age groups,
income, employment, and insurance patterns sug-
gest that women of color are more likely to be
without insurance particularly since health insur-
ance rates are inversely related to income. In
2004, the proportion of uninsured non-elderly
Californians was highest for Hispanics (32 per-
cent), followed by African Americans (19 per-
cent), members of other non-White populations
(18 percent), and lowest for White Californians
(12 percent).57 More data are needed to better
understand the distribution of disease, lack of
insurance, and other demographic characteristics
of women aged 45 to 64 years.

Long-Term Care

Long-term care includes an array of health
care, personal care, and social services generally
provided over a sustained period of time to per-
sons with chronic conditions and with functional
limitations.58 California has a relatively rich mix of
Medicaid-funded home- and community-based
services that allow individuals with long-term
care needs to remain in their own homes. The
most commonly used programs—In-Home
Supportive Services, Multipurpose Senior
Services Program, and Adult Day Health Care—
allow individuals to avoid or delay nursing home
placement by providing a broad range of support-
ive services. These include assistance with chores,
personal care, case management, in-home nurse



Improving Care and Assistance Security for Vulnerable Older Women in California || 21

visits, respite, and therapeutic services. However,
two problems stand out: (1) the structure and
financing of these services create barriers for
accessing needed services; and (2) no supportive
health, financial, or social services are available for
the caregivers of elderly individuals. 

Unlike other states that have rebalanced their
long-term care systems by consolidating adminis-
trative and budgetary functions,59 California’s
array of services are spread across individually
financed programs operated by multiple state and
local agencies. A person in need of long-term care
faces a bewildering maze of policies, bureaucra-
cies, and programs. Strictly categorical funding
streams and fragmented service programs skew
decisions toward high-cost, less consumer-desired
solutions. The present system is neither con-
sumer-driven nor consumer-focused, resulting in
confusion and inappropriate or no services for
many people.29

Regarding federal and state government fund-
ing in aging, Medi-Cal accounted for 44 percent
of total LTC expenditures for the aged and adults
in 1998. In 1998, the Medi-Cal program paid for
$5.89 billion of the total $13.5 billion in public
LTC and related services. In that same year, the
majority (91%) of total long-term care Medi-Cal
participants were living in the community while
9 percent were receiving care in institutions.
Home and community-based services (HCBS)
1915(c) waiver programs that provide communi-
ty-based alternatives to institutional care are also
paid for by Medi-Cal. State general funds used in
combination with other federal funding, such as
Title XX and Older American’s Act (OAA)
funds, paid for the remainder of public LTC pro-
grams in the state. Most of California’s public
long-term care programs for older adults are
administered by three agencies within California’s
Health and Human Services Agency—the
California Department of Health Services
(CDHS), the California Department of Social

Services (CDSS), and the California Department
of Aging (CDA). Medi-Cal funded programs are
housed in all three of the departments.60

There is evidence that, due to cultural and
linguistic barriers, a large population of
California’s seniors currently do not have access
to information and/or services that would con-
tribute to maintaining their health and well-
being. A major challenge remains in how to pro-
vide access to adequate and high quality long-
term care services to the growing racially and eth-
nically diverse elderly population in the state.61

Furthermore, gender interacts with race, ethnici-
ty, and income to intensify the need for long-
term care services and aggravates access barriers.

Older immigrants often under-utilize such
programs because of lack of awareness, language
barriers that prevent them from accessing pro-
grams, confusion about their eligibility, or fears
due to their immigrant status.3 Other communi-
ty-based long-term care services are not accessible
to low-income women of color due to inade-
quate or nonexistent Medicaid coverage.

Long-Term Care: Missing Pieces
ACCESS TO AFFORDABLE AND CULTURALLY

APPROPRIATE SUPPORTIVE HOUSING. Despite
the wide range of home and community-based
services described above, individuals with increas-
ing needs and without a live-in caregiver may be
challenged to remain at home, particularly when
physical care (e.g., toileting, night time care) and
cognitive needs (e.g., confusion, wandering) can-
not be scheduled. According to the Commission
on Affordable Housing and Health Facility Needs
for Seniors in the 21st Century, the supply of
affordable housing has not kept pace with
increased demand. More service-enriched hous-
ing settings are needed that have the capacity to
both provide services on-site and facilitate access
to community-based services. The California
Department of Health Services (CDHS) is cur-
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rently piloting a Medicaid benefit that brings
assisted living services into publicly subsidized
housing settings in three counties. 

Licensed residential care settings are another
option of choice for individuals with more inten-
sive, 24 hour service needs that do not require
continuous skilled nursing care. While the supply
of residential care settings in California is exten-
sive and growing, few have been developed that
target lower income seniors. People of color are
underrepresented in California residential care
settings60 and national estimates suggest that this
gap has been widening.62 The high cost of resi-
dential care in California represents a major access
barrier for moderate- and lower-income seniors.
Future expansion of the Medicaid waiver benefit
currently being tested in licensed settings should
help address economic barriers. However, cultur-
al barriers may persist since few settings have
environments and services designed to fit the cul-
tures, languages, traditions, and customs specific
to members of immigrant and ethnic minority
populations. There is also recognition that LGBT
seniors needing supportive housing may not be
well served due to the lack of LGBT-friendly
communities.63

URGENT NEED FOR CAREGIVER SUPPORT

AND SERVICES. Binney, Estes, and Humphers65

have identified a major trend in long-term care,
which they termed the “informalization” of care.
Informalization of care refers to the substantial
and increasing care provided to the elderly by
unpaid family members and friends.64

Informalization not only reflects the transfer of
care to unpaid providers, it also produces the
transfer of the physical, intellectual, emotional,
and economic responsibility for that care to
women. Empirical research demonstrates that
women are disproportionately affected. About 75
percent of long-term care is provided informally
(without pay) by women, many of whom are
themselves elderly. Just as aging is a women’s

issue, so, too, is caregiving for the elderly.
Informal caregivers provide 75 percent or

more of the nation’s long-term care, and women
provide 70 percent or more of the long-term care
of the noninstitutionalized elderly.66

In California there are an estimated 2.9 mil-
lion family caregivers.67 A statewide survey of
caregivers found that three-quarters were
women, 60 percent were married and the average
age was 51 years. The average care recipient was
77 years old and 70 percent of those receiving
care were women themselves.68

Caring for elders represents a substantial
financial, physical, and emotional burden for
women. Women lose up to $550,000 in earnings,
missed promotions, raises, and benefits over their

Table 1

Recommendations for
Building a Comprehensive
Caregiver Support System

1. Public education

2. Universal information and referral

3. Staff training in caregiver identification
and assessment

4. Caregiver education and training

5. Support for vulnerable caregivers

6. Education for service providers

7. Collaboration with employers

8. Collaboration with health care
providers and other organizations

9. Integrated information systems

10. Expanded target population(s)

11. Local and state level coordination

12. Increased funding

13. Advocacy by and for caregivers

14. Quality assurance systems

(Reproduced from Scharlach-Ref #68)
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lifetimes and $2,100/year in Social Security pay-
ments.69 The General Accounting Office calculat-
ed the costs of informal care, mainly provided by
women to be $200 billion annually.70 Moreover,
women are more likely than men to “spend
down” their lifetime savings to poverty, first, in
the years of caregiving and supplementing costs
for older spouses and relatives, and second, in
their own nursing home care.

It is not hyperbole to say that government
policies that reward those engaging in paid labor
at the expense of those in unpaid caregiving roles
pose a direct attack on women from both the state
and capital.71

In addition to the economic costs of caregiv-
ing, caregivers often report a toll on their health
and well-being. Deleterious health consequences
have been found to accompany women’s infor-
mal caregiving.72 Women may encounter a great
deal of stress through caregiving and other multi-
ple and competing roles, and it is common for
women to put the physical and mental health
needs of those they care for ahead of their own.
Family caregivers have more than twice the rate
of depression than the general population.
Strained elderly spouse caregivers have been
found to be at 63 percent higher risk of death
than non-caregivers. 

Furthermore, the economic and emotional
costs of caregiving can also be significantly greater
for lower-income women and minority ethnic
groups than among Caucasians.73 And Latinos and
Asian/Pacific Islanders are half as likely to use
support services as whites and African
Americans.74

The availability of family caregivers is a major
determinant for long-term care recipients to be
able to remain at home and avoid nursing home
placement.68 A report from the Center for the
Advanced Study of Aging Services made 14 spe-
cific recommendations for building a comprehen-
sive caregiver support system in California (see
Table 1).

In sum, maintaining a workforce of caregivers
for the elderly is essential for the health and well-
being of elders in California. Despite the critical
role that women play in the care of elders, and
despite the financial and personal burdens they
face in the provision of that care, no financial,
health, or social services currently are in place to
support caregivers in California. It is essential,
equitable, and right that fair working conditions
be provided for family caregivers through a pack-
age of health, social, and financial benefits. All
family caregivers that provide direct personal care
for an elderly person with ADL dependencies or
the need for constant supervision should have:

d Medicare health insurance;

d Public disability insurance;

d Credit for working in calculating Social
Security benefits;

d Inflation protection on the calculation of their
peak earning years for Social Security; and

d Six weeks of on-site or facility-based respite
care annually.75

Federal policy devolution, state fiscal crises,
and Medicaid responsibility for long-term care
render older women’s economic and health secu-
rity vulnerable to the whims and uneven results of
50 state governors and state legislatures. It is vital
to create and advocate for long-term care policy
that empowers both the elderly and the individu-
als who care for them. 
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he long-term goal is to increase access to and
use of needed resources and care for vulnera-

ble older women in California. Reaching this
goal requires a multitiered strategy. Recommen-
dations are split into two primary sections: what
can be done to strengthen the current advocacy
movement—both the individuals in the move-
ment and the movement itself—and what can be
done to expand access to services for vulnerable
elders—with a focus on ways to increase access to
services for which elders are already eligible. Such
recommendations should not require major poli-
cy level changes and additional state budget
appropriations. For the purposes of this report we
are limiting our recommendations to a few key
strategies that offer the greatest potential to affect
change.

Recommended Capacity Building
Strategies

d Capacity Strategy #1: Train older women as
policy advocates;

d Capacity Strategy #2: Train older women in
research and evaluation skills;

d Capacity Strategy #3: Establish a statewide
aging advocacy coalition; and

d Capacity Strategy #4: Invest in strategic place-
ment of older women’s policy.

Recommended Strategies to Increase
Access to Services

d Access Strategy #1: Increase enrollment of
vulnerable older women in safety net;

d Access Strategy #2: Increase compliance with
language access requirements in Medi-Cal
managed care and LTC;

d Access Strategy #3: Support development and
adoption of an economic self-sufficiency
standard;

d Access Strategy #4: Fill the access gap for
women ages 45-64; and

d Access Strategy #5: Replicate housing models
that are affordable and culturally appropriate.

RECOMMENDED CAPACITY BUILDING
STRATEGIES

Capacity Strategy #1: Train Older Women
as Policy Advocates

We are not at a loss for knowing what needs
to be fixed. Countless pages of strategic plans,
reports, analyses, and papers are produced each
year that list recommendations and priorities for
improving the health, economic security, and
long-term care of the elderly. The long-term suc-
cess of aging advocacy requires providing seniors
with adequate training and support, thus enabling
them to make their voices heard and become
active in the legislative process. Three case stud-
ies are provided that reflect different methods for
training and empowering a new cohort of older

Recommendations

T
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Case Study A
Building a Network of Senior Leaders

The School of Public Health at UC Berkeley is building a network of
“Senior Leaders”—individuals age 60 and older who are making outstanding
contributions in healthy aging or community building. The individuals who
are chosen for this program are typically already active at either the neigh-
borhood or policy level in Sacramento. Meredith Minkler, DPH, professor of
health and social behavior, serves as the principal investigator for the
California Senior Leaders and Healthy Aging program, which is supported by
the California Wellness Foundation. 

The 60 leaders, who come from throughout California and range in age
from 60 to 96, have been selected from a larger group nominated by health
departments, foundations, academia, community-based organizations, and
local and state government. The first class of senior leaders began in 2002,
and the second in 2005. Awardees participate in a two-day recognition and
training event, which includes interactive sessions on media advocacy,
healthy aging, influencing policy, fundraising, and related topics.

In addition, the seniors are linked with graduate students in the School
of Public Health. The students—each focusing on a different issue area—
check in with the seniors regularly over 12 months, learning about their
progress and arranging technical assistance if needed. 

The project expects to see connections between senior leaders up and
down California, senior leaders and university students, and other intergen-
erational collaborations. The sharing of information among the seniors is a
key element of the program. The participants hold reunions in different
regions where they share ideas with one another and often apply what
they’ve learned to their own communities. Some of the seniors from the first
group also serve as mentors to the second group.

women advocates (see Case Study B and C).
Training projects should be focused on creat-

ing both a broad network of older women who
will advocate on their own behalf and focused
training to increase the pool of women who have
policy advocacy expertise. Senior service pro-
grams should develop patient advocacy programs
through their own agencies, training clients to
understand the policies and political environment
and supporting their speaking out on issues of
concern. And policy advocacy training programs
should be developed to select interested individu-
als who are committed to aging advocacy issues

and require training, education, and mentorship
to have an impact.

Training programs should focus on the most
at-risk elderly populations: women of color,
immigrant women, women with limited English
proficiency, lesbian/bisexual/transgender women,
and low-income and uninsured women. 

Capacity Strategy #2: Train Older Women
in Research and Evaluation Skills

Older women should be trained and sup-
ported in partnering with researchers and evalua-
tors to develop research and evaluation projects
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Case Study B
A Policy Training Program

for Women

The Women’s Policy Institute (WPI) is a
public policy training program launched in
2003 by the Women’s Foundation of
California. Through a year-long fellowship
program, WPI is expanding the numbers of
women who learn the inner workings of the
public policy process. Each year, a class of
approximately 28 women learns how to
research issues, draft bills, and testify at
public hearings, gaining the leadership skills
they need to play a direct role in pushing
women’s priorities into law.

WPI fellows are a diverse group of
women in terms of their experience as
advocates, their regional representation,
their issue focus, and in age and ethnicity.
The Fellows work together in teams
throughout the year to decide which of their
own policy ideas they will pursue and how. 

Over the course of a year, fellows par-
ticipate in four retreats (of 3 to 4 days each),
on-going teleconferences, and other activi-
ties aimed to provide “learning while doing.”
Each WPI Fellow works in a small team to
jointly develop and implement a policy
advocacy project (legislation, legislative
hearing, or regulatory advocacy). Each team
receives a team mentor who is from among
some of the most accomplished women’s
policy advocates and lobbyists in the state.
The retreats reflect and respond to the
racial and socio-economic diversity and dif-
ferent learning styles of the Fellows and pro-
vide opportunities to share tactics and les-
sons learned while each team is moving for-
ward on their project. Areas of focus for the
program are: health, economic develop-
ment/justice, environmental health, and
reproductive rights.

In the first two years of the program,
WPI participants played key roles in intro-
ducing, supporting, or sponsoring six bills
(four of which were signed into law).

Case Study C
Patient Advocacy Program

In 2003, patient advocacy was identified
by Community Health Partnership’s Board
of Directors as a priority activity. The pri-
mary goal is to educate patient advocates
on how to effectively participate in the leg-
islative process, empowering them to inter-
act with elected officials and media contacts
in a confident manner in order to advocate
for: 

e Sustainability and viability of community
health centers.

e Increased access to and funding for
primary, preventive health services.

e Increased awareness by policy makers
on the challenges low-income families
face when accessing health care.

e Improved patient-clinic relationship.

e Increased patient understanding of the
challenges and limitations clinics face
and how proposed budget cuts impact
health centers, therefore affecting their
health.

e Increased patient participation in future
advocacy/media activities. 

In 2003, Lourie Campos, Assistant
Director of Policy, received a $1,000 mini-
grant through the Women’s Choices
Program to begin the process of developing
the Patient Advocacy Program. Patient
Advocates are recruited from member com-
munity health centers and meet once a
month. At the meetings, the advocates
receive training on different topics and dis-
cuss current health issues and advocacy
activities. Training topics include:
Community Clinic 101; How a bill becomes
a law; State budget process; How to talk to
legislators; Media training; Public Speaking.
Collaboration with community clinic staff is
vital and having a contact at the clinic is
required. Legislators and their staff have
been very receptive to the program. 
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that would answer questions important to their
community. These partnerships are often called
Community/Campus Partnerships (CCP) or
Community-based Participatory Research
(CBPR) which includes evaluation and needs
assessment activities. 

Community participation in research/evalua-
tion ensures that the knowledge created will be
relevant to the community involved in the
research, provides useful tools for further evalua-
tion and research, and supports community-driv-
en policy and programmatic changes.74 Involving
the public in addressing public policy problems by
using study results they helped create (and there-
fore more deeply understand) to impact policies,
funding, or services has the potential to more
greatly improve a community’s well-being than
traditional research, evaluation, or needs assess-
ments conducted by outside researchers and eval-
uators.76-79 (See Case Study D for an example of
how community partnerships in research and
evaluation can be used to empower communities
to advocate for the services they need.)

Partnerships can build capacity for both com-
munity institutions and the individuals who par-
ticipate.80 By participating in these partnerships,
community members can also acquire skills in
answering questions of interest, which can be
used for ongoing work to improve the communi-
ty.77, 79, 81 Providing infrastructure support to com-
munity-based organizations (CBOs), CCP proj-
ects can play a role in strengthening their credibil-
ity among funders and policy makers, and there-
fore increasing their opportunities for additional
financial support.79 It can also provide funds and
employment opportunities for community mem-
bers.77, 81, 82

CCP projects are intended to help ensure that
research and evaluation results will be used to
improve the public’s well-being by: using knowl-
edge gained to direct resources and influence
policies that will benefit the community77, 82-84

enhancing translation, including the appropriateness
of interventions; and sustaining research findings. 

For the most at-risk and underserved com-
munities, traditionally not included in research

Case Study D
The Grandparent Caregiver Study

The Grandparent Caregiver Study was a collaborative study involving aca-
demically trained researchers and graduate assistants from two bay area uni-
versities partnering with community members, service providers, and policy
representatives. The focus of the study was to gain better understanding of
the situation and needs of grandparents who had taken over primary responsi-
bility of raising their grandchildren due to the crack cocaine epidemic and the
subsequent incarceration, incapacitation, or death of many living in urban poor
communities. The goals of the research study were to: (1) collect useful and
timely data for federal, state, local, and organizational policymakers; (2) stimu-
late the development of a group of advocacy allies who would disseminate
and promote the findings and their implications for health and family policy;
and (3) nurture and strengthen the policy advocacy capacities and convictions
of grandparent caregivers themselves.

Researchers decided to conduct the study using a “participatory”
approach in partnership with individuals close to the situations being studied
with the additional goal of building partnerships that would utilize the study
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and study results to have impact on policies and programs addressing the
needs of grandparent caregivers. To that end, the project included a formal
Community Advisory Board (CAB) of 12 local health and social service pro-
fessionals, community organizers, and individuals working with grandparents
or their children in Oakland. The CAB actively participated in designing the
project, its scope and interview questions, and coordinating the research
activities with community education and policy activities. The CAB was also
an integral part of an informal policy advisory group that was made up of
state and local policy makers or their aides, representatives from advocacy
organizations, and service providers. The involvement of the CAB and the
informal policy advisory group ensured that the study was responsive to the
needs of policy makers, service providers, community advocates, and grand-
parent caregivers, themselves. 

This form of participatory research allows the individual participating in the
study to feel ownership of the study and its results, and gives encouragement
to take action on the data. The first step in disseminating the results of the
study was to present the data back to the participants at a community cele-
bration (funded by over 75 community members and local groups). Sixty-nine
of the 71 study participants attended the “gala celebration” where child care,
transportation, entertainment, corsages, and gifts were provided. The presen-
tation of the results of the study allowed the participants to realize that they
were not alone, that their concerns were not individual “personal problems”
but were experienced by many others in similar situations. 

Study participants expressed a wide range of policy and programmatic
recommendations that addressed issues such as increasing legal equity
between grandparent caregivers and foster parents, the need for financial
compensation, access to health and social services for the grandparent and
grandchildren, educational information for grandparent caregivers about rights
and resources, and the need for affordable, high-quality day care and respite.

A coalition on grandparent caregiving was developed to create and push a
policy agenda that, despite the economic recession experienced in the state,
worked successfully to get legislation on behalf of grandparent caregivers
brought before the state legislature. The only piece of legislation that was
signed into law was a bill that required the state to distribute an informational
brochure for grandparent caregivers and service providers and community
members. Policy information was disseminated throughout the emerging
advocacy community, members attended public hearings, and coordinated
and participated in a demonstration on the state capitol steps. 

Participatory research was used in this situation to not only understand a
phenomena such as grandparents needing to raise their own grandchildren,
but through the community-organizing principles of respectful partnership with
those under study, the research itself was able to not only provide data but
created an advocacy movement of individuals who could use the data to
improve their own lives.

Adapted from: Roe, K. M., Minkler, M., & Saunders, F. F. (1995). Combining research,
advocacy, and education: the methods of the Grandparent Caregiver Study. Health
Educ Q, 22(4), 458-475.
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studies and evaluation programs, learning the
skills of knowledge creation will have one of the
greatest long-term impacts for these communities.

Capacity Strategy #3: Establish a
Statewide Aging Advocacy Coalition

In California, a statewide aging advocacy
coalition could help to balance the needs, priori-
ties, and resources of older women, families, pol-
icy advocates, service providers, and public policy
makers. A principal focus of this coalition should
include addressing the needs of the most vulnera-
ble populations of older women. This coalition
would provide older women with few resources
an equal voice with service providers and other

stakeholders. A major rationale for establishing a
statewide association would be to move beyond a
“responsive” advocacy strategy, in which efforts
are primarily directed at defeating or modifying
policy recommendations that adversely impact
older women, to create a proactive orientation.
By adopting a more proactive advocacy strategy,
the coalition would set policy agenda priorities
and coordinate statewide efforts so that initiatives
of importance to older women’s issues are able to
be moved to the state agenda. 

Case Study E provides an example of how
such a coalition was developed in California for
family issues. This coalition is remarkable in that
it had a single philanthropic foundation “cheer-

Case Study E
Building an Association for Targeted Advocacy

The S.H. Cowell Foundation played a pivotal role in establishing a statewide
association to advocate for policies to support families, especially low-income
families. The plan was well thought out, stakeholder inclusive, and mindful of
lessons learned from previous efforts and organizations. 

The Demise of Healthy Start. The new association’s inception can be
traced back to early 2000 when California and the nation suffered a severe eco-
nomic downturn. Cut-backs in funding resulted in the termination of the Healthy
Start Program for School-Linked Services (the largest source of funding for fam-
ily support at the time). This event reveals the lack of organization and fragmen-
tation of the family support field and the absence of an entity that could effec-
tively advocate for a comprehensive approach to meeting the needs of working-
poor families and against crisis-oriented policies. 

Foundation Convenes Grantees. In 2001,the Cowell foundation held a
convening for its family support grantees. At this gathering, grantees discussed
the shifting and grim funding environment and what it would take to be more
proactive to prevent such cutbacks in the future and how to have more of an
impact on future policies. From this discussion emerged a cry to the foundation
for an association that could be a unified policy voice. 

Formation of the Family Support Funders. Concerned by this situation,
the Cowell Foundation initiated dialogue with other funders to discuss how to
address this challenge, which had been compounded by the collapse of Family
Support California, a key capacity building organization. In 2001-02, the foun-
dation and its partners decided to convene and establish a Family Support
Funders Group. The Funders Group reached a consensus on a shared vision
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leader” that worked with the different advocacy
organizations to move step-by-step through fun-
damental questions about membership, power,
scope, focus, and competition. The foundation
funded all phases of coalition development
including the convening of advocates’ discussions
of proposals and recommendations, development
and formalization of coalition policies and proce-
dures, development of a policy advocacy agenda,
and movement to a more permanent organiza-
tional status, which was complicated by the differ-
ent political ideologies of some of the member-
ship (a hallmark of coalitions that draw from the
somewhat disparate political landscape of
California). The coalition will be allowed to
mature without the added strain of seeking
resources immediately.

In 1988, a comparable coalition on aging

issues began to form in Southwestern
Pennsylvania (Case Study F). This coalition
learned that success required: articulating a shared
vision through a mission statement that is dissem-
inated frequently and widely; constantly working
to build consensus; encouraging an active mem-
bership in all coalition activities; and always solic-
iting new members.

Capacity Strategy #4: Invest in Strategic
Placement of Older Women’s Policy
Analysts

Organizations like the California Budget
Project and the Public Policy Institute of
California are well respected public interest poli-
cy research organizations. Their policy briefs
often include data segregated by age. A search of
the website for the California Budget Project

and began working collaboratively. 
In 2002, the Family Support Funders Group joined forces with and asked

the Foundation Consortium to provide staffing support and leadership to devel-
op a shared work plan. Their aims were to help establish a unified policy voice
and improve program quality and practice. The Funders had a major agenda
and they were joined by a distinguished group of public and private funders in
the family support field. 

Aware that a number of practitioners were beginning to discuss the need to
organize, the Family Support Funders Group hired a consultant to interview key
informants throughout California to identify the most pressing needs, assess the
level of interest in forming an association, and identify options for how such an
entity might operate. Convenings and a survey confirmed that advocacy groups
supported the creation of a statewide family support association to voice policy
and improve program quality and practice. 

Establishing the Design Team. The Foundation Consortium was staffing
the Family Support Funders Group, and was uniquely positioned to also staff a
Design Team. With a planning grant, the Foundation Consortium then brought
together a diverse, statewide Design Team charged with:1) developing an orga-
nizational plan for the Association including an initial vision, mission, purpose; 
2) conducting field outreach to test the components of the organizational plan;
and 3) establishing a nomination process for the board of directors. The
California Family Resource Association was conceived through this process,
which included drafting and finalizing an organizational plan with broad input
from the field.
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Case Study F
Developing an Advocacy Coalition with Varied Interests and Agendas:

A Pennsylvanian Experience

Individuals working in the field of aging in Pittsburgh in 1988 began to talk about the idea to
create a “neutral place” where others from the various disciplines and areas of interest in their
field could come together to network, educate, advocate, and work collaboratively. By the end of
1998 they had formed the Southwestern Pennsylvania Partnership for Aging (SWPPA) and began
developing a mission and structure. They brought together individuals from ten counties in and
around Pittsburgh. They incorporated as a nonprofit in 1990. 

Their membership grew from twenty four in the first year to 393 in 2003. Membership
includes older adults, family members, caregivers, and businesses, as well as many different non-
profit and for-profit service providers including hospitals, assisted living facilities, homecare agen-
cies, senior centers, universities, and insurers.

SWPPA educates its members through a bimonthly newsletter, conducts topic-focused
membership surveys and forums, forms committees to develop positions on different issues, and
works on the local, regional, and state level. SWPPA also has partnerships with six local universi-
ties to develop an applied-research and technology-transfer program entitled the Community
University Partnership for Aging (CUPSA). To date, CUPSA has completed three applied-research
efforts: a conditioning program designed to help frail older adults maintain their strength and
independence; an outcomes-development and testing project for adult daycare; and a project to
develop best-practice-based educational protocol for pain management.

Another SWPPA project is titled “Health Elders...Health Job 2005” and is aimed at sparking
culture change within residential and home based programs for older adults. The initiative is
engaging twelve residential providers and four area agencies on aging to help them apply the
principles of culture change and consumer direction to their system in order to improve the quali-
ty of care and quality of life for both older adults and program staff.

Lessons Learned:

e Articulate a shared vision through a mission statement, and disseminate the statement
frequently and widely;

e Constantly work at building consensus;

e Promote active, working committees;

e Always solicit new members;

e Hold meetings that feed the needs of coalition members and draw in potential members;

e Provide education to members and the community at large;

e Promote membership networking, information sharing, and cross-referrals;

e Encourage members to participate in all coalition activities;

e Continually assess and reassess the needs of the membership as well as the community;

e Tap into members’ expertise;

e Develop short- and long-term internal and external goals;

e Seek ways to make members comfortable with engaging in policy work;

e Work with other individuals and organizations dedicated to the same causes; and

e Value patience and perseverance.
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found reports with references to aging issues but
only one report that specifically focused on the
elderly and no reports that focused on the specif-
ic needs of older women. Strategic funding to the
top five or six policy research institutions focusing
on economics, health care, long-term care, hous-
ing, immigrant rights, and access to services
would support the development of leadership and
the advocacy movement needed to advance a
progressive agenda to support older women.
Without this data and analysis, advocates are left
to fend for themselves in finding and interpreting
myriad publications, scouring each for data segre-
gated for older women.

Funding to compile and analyze data specifi-
cally about older women would provide significant
support to advocates and policy makers attempt-
ing to develop programs to meet their needs.

RECOMMENDED STRATEGIES TO
INCREASE ACCESS TO SERVICES

Access Strategy #1: Increase Enrollment
of Vulnerable Older Women in Safety Net
Programs

Services are available in California to assist the
elderly in applying for and receiving the appropri-
ate services. The nonprofit Health Insurance
Counseling and Advocacy Program (HICAP)
uses a volunteer-based model to assist the more
than 4.1 million Medicare beneficiaries through-
out California. This project is supported by pub-
lic and private funding and currently hosts
approximately 600 volunteers. There is some
concern that increased volunteer burden, which is
attributable to the growing complexity of the
Medicare program, will result in decreasing vol-
unteer participation rates. As volunteers find it
increasingly more difficult to understand the intri-
cacies of the program, they may feel less able to
provide others with needed enrollment assistance.

Priority should be given to investing in the
evaluation and replication of programs such as

HICAP, which can assist older women to enroll
(and stay enrolled) in safety net programs. A pri-
mary concern should be reaching women with
low English proficiency and immigrant women
who face greater barriers to participation in pro-
grams and services. Rather than focusing on
encounter data, services must be evaluated on
their successful assistance to those they reach, as
well as their success in reaching the most isolated
and hard-to-find women.

Access Strategy #2: Increase Compliance
with Language Access Requirements in
Medi-Cal Managed Care and LTC

Currently, recipients of federal funds are
legally required to take “reasonable” steps to
ensure access to their programs by persons with
limited English proficiency (LEP). Title VI of the
Civil Rights Act of 1964, including subsequent
federal Executive Orders and US Department of
Health and Human Services directives, allows
health care programs to meet this requirement by
balancing four factors: 1) number/proportion of
LEP persons served or encountered; 2) frequency
with which LEP persons come in contact with
the program; 3) nature and importance of the
recipient’s program to people’s lives; and 4)
resources available to the recipient and costs. 

Effective language assistance plans should
include: 1) identifying LEP individuals who need
language assistance; 2) providing language assis-
tance measures; 3) training staff; 4) providing
notice to LEP persons; and 5) monitoring and
updating the LEP plan. California state law,
California Department of Health Services and the
California Managed Risk Medical Insurance
Board have expanded on the federal requirements
and provided clearer interpretation of services that
would meet the Title VI requirements. 

Although these laws exist, many LEP seniors
remain greatly underserved. Increased oversight
and enforcement of existing policies may compel
organizations to address shortcomings in their lan-
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guage assistance programs. Efforts could also
include exploring options for healthcare institu-
tions to publicly self-report language access efforts
and patient satisfaction survey results in online
and print “report cards.” This would allow agen-
cies, providers, and consumer advocates to com-
pare strategies and performance in terms of an
organization’s ability to effectively reach tradi-
tionally underserved populations.

Access Strategy #3: Support Development
and Adoption of an Economic Self-
Sufficiency Standard

One step to improving the economic condi-
tion of vulnerable older Californians is to develop
a more accurate measure for determining mini-
mum income levels needed for seniors to pay for
the basic needs of everyday life. Such a measure
of seniors’ economic well-being would be less
outdated and imprecise than those currently used.
Ideally it would be: a) comparable across states; b)
calculated to reflect the costs of actual goods and
services needed by seniors to meet their basic
needs in their own communities; and c) ground-
ed in realistic data about actual costs in today’s
economy. 

An effort to develop a Senior Economic
Security Standard (SESS) has been initiated to
develop the first-ever SESS for California, a tool
that will describe the cost of living for seniors on
a county-by-county basis. NEDLC is working in
partnership with Wider Opportunities for
Women in Washington, DC, as well as United
Way of the Bay Area. 

The goal of creating a California Senior
Economic Security Standard is to transform how
community organizations, decision-makers, fun-
ders, and public agencies see the needs of seniors
so that programs are more responsive to the actu-
al economic needs of older Californians. The
Senior Economic Security Standard will be based
on realistic information about the market costs of
goods and services in today’s economy. The

Senior Standard will answer important questions
about seniors’ economic health: how much does it
really cost for older adults (aged 65+) to live independ-
ently, taking into account differing factors such as age,
health, life circumstances, family status, and geography;
and what happens to their costs as life circumstances
change over time? 

Current plans are that the Senior Economic
Security Standard will be computed for different
“tracks” of senior households, including low- and
modest-income homeowners or renters; and
those with different types of supplemental health
coverage to Medicare as well as variations in their
health status. In addition, the prototype will
include variations in the need for long-term care
in order to enable seniors to continue living at
home. 

Issues that should be addressed in the SESS
include those specific economic conditions for
the most marginalized older women in California
including immigrants, non-English speaking older
women, older women working in the informal
workforce, and LGBT seniors. Additional support
may be needed to direct efforts for ensuring that
the SESS is responsive to the diverse conditions
faced by these segments of the older population. 

Access Strategy #4: Fill the Access Gap
for Women Ages 45-64

Currently, state and federal healthcare pro-
grams for uninsured women are housed in differ-
ent departments within the Department of Health
Services. Among cancer detection services, for
example, Every Woman Counts and Family
PACT have separate administrative structures that
create inefficiencies and inconsistencies in the
provision of services. 

Several years ago women’s health and older
women’s advocates proposed a bill to require the
Department of Health Services (DHS) to com-
bine these two programs for women to better
serve women between ages 45 to 64. 

Because Family PACT receives a 9:1 federal
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match for all monies expended on family plan-
ning services including cervical cancer screening,
supporters of the bill noted that combining the
programs would allow for a better “draw down”
on cervical cancer screening in the state. Program
integration would also potentially reduce admin-
istrative costs. These increased revenues and
administrative savings would allow California to
extend a greater range of services to low-income
uninsured women between the ages of 45-64.

The bill moved through both houses of the
state legislature but was vetoed by the governor at
the request of the California Department of
Health Services, which had not yet done a thor-
ough analysis of the potential savings and costs of
consolidating the programs. 

Advocacy efforts to keep program consolida-
tion on the top of the agenda for the Department
of Health Services, with support from financial
and policy analysts, could support and encourage
the department to create the needed changes and
expand services.

Access Strategy #5: Replicate Housing
Models that are Affordable and Culturally
Appropriate

Two options that have been pursued by local
communities throughout the country include
developing affordable service-enriched housing
projects, as well as residential care settings target-
ed to immigrant, ethnic minority, and LGBT
groups. Getting such projects developed involves
successful partnering between local government,
lenders, developers, providers, and other commu-
nity organizations. 

As residents of publicly subsidized housing
projects have aged-in-place, several unique mod-
els have emerged in California and other parts of
the country. These projects have adopted creative
strategies for overcoming numerous barriers, such
as the lack of funding sources for services and the
challenge of effectively integrating housing and
service functions. Other projects in California

have patched together services from multiple
funding sources including on-site service coordi-
nators, meals, adult day health care, and in-home
supportive services. Schuetz includes a case study
description of how one such project, Presentation
Senior Community, was developed in San
Francisco.85 Wilden and Redfoot examine the
range of issues faced by publicly subsidized hous-
ing choosing to expand their service capacity and
include case studies for 17 different projects locat-
ed in nine states.86

As described above, expansion of California’s
Assisted Living waiver may reduce economic bar-
riers to accessing residential care settings but not
other cultural and language barriers. Local com-
munity organizations have responded to unmet
needs by partnering with experienced residential
care developers and operators to develop popula-
tion-targeted facilities. Case Study G provides an
example of one project located in the Warm
Springs Tribal Reservation in central Oregon. 

Grants to support project development activ-
ities would allow local community organizations
to secure needed expertise for conducting market
research, financing, design, construction and
operational activities. The Robert Wood Johnson
Foundation’s “Coming Home Program for
Affordable Assisted Living” is one model program
that helped expand the supply of affordable assist-
ed living in underserved and rural areas located in
nine states (AK, AR, FL, IA, MA, ME, VT, WA,
WI). Nonprofit sponsors of affordable assisted liv-
ing projects in grantee states received develop-
ment assistance from NCB Development
Corporation. Individual project support included
a predevelopment loan fund, consultation on
development and operating issues, and building
partnerships between facility sponsors, developers,
financing agencies, and program operators. State
and local assistance resulted in more than 3,300
units of affordable assisted living that were in
development or predevelopment, with more than
450 units operational as of 2004.87
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Case Study G
Developing Culturally Targeted Assisted Living

High Lookee Lodge represents a unique collaboration among local com-
munity leaders, developers, and providers to develop a comprehensive pro-
gram tailored to the unique needs of a community lacking culturally appropri-
ate residential long-term care services. Located on tribal land in Warm
Springs, Oregon, the Lodge is a 40-unit assisted living residence with inter-
generational programming, convalescent care, hospice and ceremonial facili-
ties. It is the first known setting of this kind designed exclusively for Native
American residents. 

Recognizing Unmet Needs. The Confederated Tribes of Warm Springs
includes the Warm Springs, Wasco, and Paiute Tribes in Central Oregon. In
about 1996, tribal leaders began a four-year process to expand local long
term care options. The community lacked a residential care facility specifical-
ly for older members, a hospital, or a nursing facility. Accessing such servic-
es required traveling fifteen miles south to Madras, Oregon where tribal
members faced cultural barriers. Providers in Madras did not provide meals
that reflected tribal customs or allow overnight stays by family members that
were important to tribal elders. Tribal members were often discriminated
against in these mainstream facilities. Tribal leaders chose to develop a mul-
tipurpose facility with assisted living as its central model but adapted to the
needs of community elders.

Project Development and Design. The Tribe hired LRS Architects,
which had considerable experience in developing assisted living residences
in Oregon. They were responsible for coordinating with the tribe to develop
the project, which included project funding, functions and design, and physi-
cal construction. The $4.4 million project was mostly funded through a $3.3
million tribal referendum, as well as an Indian Tribal Grant, funds from Indian
Health Services, and a HUD Indian Grant. The lack of any remaining debt
service or property taxes contributed to the affordability of the project.
Typical design features included individual apartments with private bath-
rooms and kitchenettes, wheelchair accessibility, wide corridors and an
enclosed outdoor area. 

The Tribal Council remained involved in the planning and design process
throughout the project which resulted in several unique design features. A
site visit by the Tribal Council to a nearby assisted living residence and
focused group meetings with seniors provided valuable feedback that helped
determine the multiple purposes that the facility would serve on the reserva-
tion. Native, culturally appropriate, and maintenance-free materials were
used to construct the 40,000 square foot facility. Unique elements included
a tribal ceremonial room, sweat lodge, salmon bake area, and an enlarged
dining and kitchen area for other tribal elders and families. The Lodge has an
area for senior daycare that provides respite to local community residents.
Although not typically found in assisted living residences, a dialysis room was
included and made available to all senior community members to address a
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higher than normal incidence of kidney failure and the lack of local services.
The Lodge’s dining area was designed larger than required for on-site resi-
dents in order to accommodate all community seniors, who receive a free
on-site meal twice per week. High Lookee Lodge’s kitchen was also
designed to serve the community’s Meals on Wheels program. Other unique
features include 10 convalescent care studio apartments and a one-bed-
room hospice unit. 

Unique Service Features. As a leading provider of assisted living serv-
ices, particularly working with nonprofit organizations and nontraditional pop-
ulations, Concepts in Community Living, Inc. was hired to operate the resi-
dence. In coordinating and providing resident services, the organization
applies its own philosophy of promoting individuality, independence, dignity,
choice, and privacy. Typical assisted living services include meals, laundry,
transportation coordination, and personal care to assist with activities of daily
living (e.g. bathing, dressing, toileting, etc.). Routine nursing and behavior
management services are also provided as needed. Monthly service costs
are covered by the state’s Medicaid program for eligible residents. Private
pay rates correspond with public reimbursement levels.

As with the physical design of the residence, programs have been per-
sonalized to meet the unique needs of the community. For example, special
attention has been given to the dietary program so that it meets both regula-
tory requirements and tribal preferences. Kitchen staples include salmon,
venison, native roots and berries. The senior daycare provides services to
local elders who prefer to and are able to remain with family. Services for the
dialysis area are coordinated with the reservation’s Indian Health Services
Clinic, eliminating the need for two to three weekly trips for needed treat-
ments up to 50 miles away. 

Adapted from Source: Concepts in Community Living, Inc.; NCB Development
Corporation.
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hen you consider that in the past decade
California has experienced significant state

budget problems (limiting opportunity to pay for
solutions), legislative redistricting (which further
polarized the bipartisan legislature), and term lim-
its (which have reduced the pool of seasoned leg-
islators who might have been able to put togeth-
er enough votes to make some substantial changes
in the systems of care), it is not difficult to see
why the “political will” is lacking to solve some
of the most difficult issues facing the elderly. 

Redressing this requires the development of
capacity within the senior communities to move
forward public policy that advances the health
and economic well-being of vulnerable women
in California.

Conclusions

W
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Adult Day Health Care (ADHC) is a licensed and
Medi-Cal-certified, community-based day care
program providing a variety of health, therapeu-
tic, and social services for frail elderly and func-
tionally impaired adults. The program is designed
to prevent inappropriate and personally undesir-
able placement in nursing facilities.

Adult Protective Services (APS) aims to main-
tain the health and safety of adults with functional
impairments over the age of 18 who live at home
or in hotels, or temporarily reside in acute care
hospitals, or who use health clinics, or adult day
or social day care centers. The goals of the APS
program are to prevent abuse and exploitation of
adults who are unable to protect themselves.

Assisted Living Waiver Pilot Project (ALWPP)

is the Medi-Cal program that pays for assisted liv-
ing, care coordination, and other specified bene-
fits provided to eligible seniors and persons with
disabilities who reside in one of the project’s three
target counties. Pilot sites include licensed
Residential Care Facilities for the Elderly
(RCFEs) and publicly subsidized housing. 

Health Insurance Counseling and Advocacy

Program (HICAP) provides statewide, free, and
confidential advice to all Medicare beneficiaries
regarding Medicare problems and other health
insurance concerns.

In-Home Supportive Services (IHSS) is the
largest LTC service program serving individuals
in the home and community in the state. The

Glossary

program helps to pay for personal care services for
the elderly, blind, and disabled so that they can
remain safely in their homes.

Medi-Cal Waiver Programs provide home and
community-based care services as alternatives to
institutional care by waiving certain Medi-Cal
statutes and regulations. Services are targeted to
particular populations with special needs.

Multipurpose Senior Services Program

(MSSP) provides comprehensive case manage-
ment services to Medi-Cal eligible frail elderly
who are at risk of institutionalization. The pro-
gram is designed to help individuals live at home
by arranging for supportive services, which may
include: home delivered meals, health care,
homemaker assistance, bathing, non-medical
equipment, transportation, personal care items,
podiatry, counseling, and emergency housing.

Older Americans Act (OAA) is a federal 1965
law that authorized states to provide a range of
programs that offer services and opportunities to
older Americans, and established the Area
Agencies on Aging (AAAs) to provide communi-
ty programs.

Residential Care Facilities (RCFs) (aka

Assisted Living Facilities) provide basic care in
a less restrictive environment than nursing facili-
ties. Most RCFs are private programs in which
individuals pay for their own care out-of-pocket
or through SSI/SSP or Social Security payments.
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Introduction: The Eligibility-Benefits
Gap for Aging Californians

lder persons age 65 and over are particular-
ly dependent on public programs for their

health and well-being. The need for health
care—preventive, curative, and chronic care—
increases with age at the same time that income
and other resources decline. And older persons
with limited incomes are the least likely of any
age group to be able to increase their incomes in
the future. As a result, barriers to enrolling in
public programs and in obtaining services through
those programs fall particularly heavily on the
older population. 

There are many public programs that provide
essential benefits to the elderly and their families
where the state contributes financial, administra-
tive, and/or legal oversight. These include:

d Medi-Cal: health insurance for low-income
aged, blind, and disabled persons who have
almost no assets, as well as for low-income
families with children (about 650,000 elderly
in California are covered).1

d In-home Supportive Services (IHSS): home-
maker services for 360,000 low-income per-
sons of all ages with disabilities. Medi-Cal also
funds complementary home and community
based services.2

d Other long-term care programs include the
Multipurpose Senior Service Program (MSSP)
of enhanced case management (serving about
12,000 seniors) and Adult Day Health Care
(serving 47,000).3 Newcomer, et al. identified
74 different long-term care programs in six dif-
ferent California state agencies.4

d Supplemental Security Income (SSI): cash
assistance to very low-income aged, blind, and
disabled persons with almost no assets (1.2 mil-
lion persons total receive SSI in California;
about 523,000 are age 65 and over).5

d Health Insurance Counseling and Advocacy
Program (HICAP): benefits counseling and
advocacy for all Medicare recipients. This pro-
gram averaged 10,000 calls per month before
the implementation of the Medicare Part D
prescription benefit, when calls peaked at
60,000.6

d Adult Protective Services (APS): protection
from elder abuse and exploitation for all older
adults (clears about 4,000 cases per month, 40%
of which are substantiated).7

d Health facilities licensing and inspection: mon-
itors quality of care and patient rights for nurs-
ing homes, residential care facilities (assisted
living), adult day care, and other facilities.

d Long-term care ombudsman: resident advoca-
cy, responding to about 45,000 complaints
annually.3

d Senior transportation services: including para-
transit (dial-a-ride).

d Senior center services: congregate meals (serv-
ing 121,000), home delivered meals (serving
57,000), recreation and education (970,000
served) and other health, recreation, and social
services.3

O
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d Local planning, zoning, and other policies that
foster or hinder elder-friendly communities.8

d Caregiver support services: serving about
18,000 families annually through the federally-
supported Family Caregiver Support Program
of the Older Americans Act3 and 14,000
through the state-supported Caregiver
Resource Centers for caregivers of persons
with brain impairments such as Alzheimers.9

It is difficult to precisely describe the full
extent of benefits-eligibility gaps because these
programs are provided by many different
California state and local agencies, and because
there is no statewide needs assessment of older
persons that can accurately determine the number
of older persons with unmet needs. Identifying
the eligibility-benefits gap in the state relies on an
understanding of the health and welfare needs of
the older population using different data sources,
then often comparing those needs to the number
of elders receiving particular services. While this
is only a rough estimate, it can help identify pol-
icy and planning priorities for the state. The
exception is the California Health Interview
Survey (CHIS), which provides information on
the health status and medical care use in the state
in a single dataset.

The demographics of the older population
raise additional issues.10 First, a majority of the 3.8
million older persons in California are women
(57% of those age 65 and over; two-thirds of
those age 85 and over). Among older women in
the state, most (60%) are widowed, divorced, sep-
arated, or never married. In contrast, the majori-
ty (69%) of older men are still married and living
with their spouse. This makes the issues of care-
giving, income security, and housing options of
particular importance for older women. Second,
California has one of the most racially and ethni-
cally diverse older populations in the country.
One-third of the elderly are Latino, Asian,
African American, American Indian/Alaska

Native, or multiple race. Access to public servic-
es and programs depends on issues such as cultur-
al competence and geographic availability. Third,
the percent of older Californians who are foreign
born (28%) is almost three times the national rate.
This raises issues of language access and comfort
levels in using public services that immigrant eld-
ers may not yet be familiar with.

As we move further into the 21st century,
these demographic characteristics are likely to
become even more pronounced. In particular, the
“near-elderly” (those age 55-64) are twice as like-
ly to be divorced as the elderly age group (14%
versus 7% for men and 22% versus 10% for
women), are more racially and ethnically diverse
(42% racial/ethnic minority versus 34%), and are
more often of foreign birth (32% versus 28%). 10

This suggests that the issues of gender, race/eth-
nicity, and immigration will be increasingly
important for understanding who needs and who
receives public benefits among older Californians
in coming years. 
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Who are At-Risk Older Californians?

POVERTY 

Poverty is a problem for older Californians
because it is a risk factor for poor health, as well
as for problems in obtaining needed treatment for
health conditions. Focusing only on those with
incomes below the poverty line is inadequate,
however, because Supplemental Security Income
(SSI—a cash assistance program for the aged,
blind, and disabled) provides benefits in California
at just above the poverty level (in the last part of
2006 SSI in California pays $1,472/month for a
couple and $836 for an individual. The federal
poverty level (FPL) is $1,100/month for a couple
and $817 for an individual).11, 12 As a result, a sub-
stantial number of older persons have incomes
just barely above the poverty level. In addition,
the poverty level is a uniform national income
amount that does not reflect the high housing
costs of California and is therefore an inadequate
indicator of economic deprivation, espe-
cially in urban areas of the state. One study
estimated that the poverty rate for persons
of all ages in California would increase
from 13% to 18% if housing costs were
taken into account.13

There are 3.2 million residents in the
state ages 55-64, 2.0 million ages 65-74,
and 1.7 million ages 75 and over. While a
similar proportion of each age group has
incomes under the poverty level, persons
at older ages have higher rates of incomes
just above the poverty level (Exhibit 1).10

Exhibit 1
Many older Californians have

incomes just above the federal poverty line.

Overall, the rate of persons with low incomes
(under 200% of the poverty line) is 24.7% for
those age 55-64, 30.6% of those age 65-74, and
38.3% of those age 75 and over. This rate results
in 795,000 persons age 55-64 with low-incomes
in the state. An additional 1.3 million persons
over the age of 65 have low incomes. When
combined, over two million Californians who are
elderly or near elderly have low incomes.

WOMEN

Older women are about 10% more likely
than older men to have low incomes (Exhibit 2).
Among the total population of 3.9 million elder-
ly men and women in California age 65 and
older, 840,000 women (38.2%) and 500,000 men
(29.6%) have incomes below 200% of the FPL.
Living alone is a particular risk for poverty among
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older women. While 26% of older women
who live with others reside in a low-
income household, 59% of older women
who live alone have low incomes.

RACE AND ETHNICITY 

Race and ethnicity are also important
characteristics to consider (Exhibit 3).
Poverty rates are particularly high among
African American and American
Indian/Alaska Native (AIAN) elders and
lowest for non-Hispanic whites. As noted
above, the near poor rate (100-199% of
poverty) is several times larger than the
poverty rate. The group hardest hit by low
incomes are AIAN elders, three-fifths
(61%) of whom have incomes near or
below the poverty line. Almost half of older
African Americans (48%) and Hispanics
(46%), and more than one-third of Asian
elders (36%) have low incomes. About 30%
of non-Hispanic white older persons have
low incomes. Because non-Hispanic whites
account for the largest number of elderly
persons, they constitute the largest group
(763,000) of low-income elders in compar-
ison with elderly Hispanics (285,000),
Asians (167,000), African Americans
(102,000), and AIAN (25,000)).

IMMIGRANTS 

Immigrants are more likely than native
born Americans to have low incomes
among older persons in California (Exhibit
4). The 340,000 noncitizen immigrant eld-
ers have almost twice the rate of poverty as
the 733,000 citizen immigrant elders.
Older citizen immigrants have a similar
poverty rate to the 2.8 million native born
elders. Immigrants look more alike when

Exhibit 3
Minority older Californians have

lower incomes than whites.
Age 65 & over

Exhibit 4
California immigrants have lower

incomes than native citizens.
Age 65 & over

Exhibit 2
Low-income older Californians

are more often women than men.
Age 65 & over
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considering low incomes. Both noncitizen
and citizen immigrants have similar rates of
low income (less than 200% of the poverty
line, 42% and 45% respectively). Native
born older Californians have the lowest, but
a still substantial, rate of living in low-
income households (31%).

In sum, substantial proportions of the
older and near-elderly population in
California live just above the poverty line, a
fact that is overlooked when focusing only
on those below that meager income level.
Over two million Californians age 55 and
over have low incomes—that is, family
incomes under 200% of the
poverty line. The groups most
likely to have limited incomes
include those in the oldest age
groups, older women (especial-
ly those living alone), racial and
ethnic minorities, and immi-
grants. Their limited incomes
constrain their options for
obtaining food, housing, and
health care, which are impor-
tant for preserving health and
treating disease.

HEALTH STATUS

Limited resources are compounded by high
medical needs. This section documents that the
need for health care among near-elderly and older
Californians is highest for the same subgroups that
have the lowest incomes. Self-reported health sta-
tus is a commonly used global indicator of health,
and fair and poor self-reported health status
(rather than excellent, very good, or good health)
is a good predictor of future poor health out-
comes, including mortality. Across age groups
(Exhibit 5), persons reporting limited English
ability are the most likely to report fair or poor

Exhibit 5
Older Californians with limited English

proficiency are often in fair or poor health.

Exhibit 6
Older minority Californians are more

likely than whites to be in poor or fair health.

health, with low-income persons also reporting
higher rates than the total age group.  

Racial and ethnic minority elderly are more
likely than whites in all older age groups to report
fair or poor health (Exhibit 6). The difference
between non-Hispanic whites and other groups is
most striking among the near-elderly, those ages
55-64. Among the elderly, about half of
Hispanics, Asians, and African Americans report
fair or poor health.

Some health problems are called “ambulatory
sensitive conditions.” These conditions can be
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controlled with adequate medical mon-
itoring and treatment, but when they
are not monitored and treated they can
lead to more severe health conse-
quences and even death. Among older
persons, these conditions include uri-
nary incontinence, hypertension, and
diabetes. Uncontrolled incontinence is
a risk for social isolation, functional
decline, and institutionalization.
Uncontrolled hypertension increases
the chances of heart attacks and strokes.
And untreated diabetes can lead to
blindness, limb amputations, and heart
attacks.

INCONTINENCE. (Exhibit 7) varies
the most by gender. Women have sub-
stantially higher rates of incontinence
than men, and the rates increase with
age. Latinos report higher rates than
other groups, and two-fifths of Latinas
age 75 and over report being unable to
hold or control their urine multiple
times in the past month. 

HYPERTENSION. (Exhibit 8) is a
particularly significant issue for African
Americans and low-income persons.

Almost three-quarters of low-
income African Americans report
hypertension by age 55-64, a rate
that is so high it remains relatively
constant through older ages. For
non-Latino whites and African
Americans of all incomes, there is a
large increase in the rate of hyper-
tension between the near-elderly
and elder age groups, with African
Americans having substantially
higher rates at every age.

DIABETES. (Exhibit 9) has
high rates among all racial and eth-

Exhibit 7
Latinas have a high rate of incontinence.

Exhibit 8
Low-income African Americans have a

high rate of hypertension.

Exhibit 9
The incidence of diabetes is higher

among ethnic/racial minorities than whites.
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nic groups. While the rate increases only
slightly with age among non-Latino
whites, it increases markedly ages 55-64
among all other groups, particularly
among Latinos, who have exceptionally
high rates. One-third of American Indians
ages 65-74 report having diabetes, the
highest of any age and race group. Older
Asians have a sharp jump in the rate of dia-
betes for the oldest age group. 

More information about the numbers
of older persons and others with ambula-
tory sensitive chronic conditions at the
county level in California is available in a
report, Chronic Conditions of Californians, at
http://www.healthpolicy.ucla.edu/pubs/publica-
tion.asp?pubID=162. 

DISABILITY. Disability that results from a
health problem or condition can create the need
for special equipment or someone to help with
daily activities such as eating, dressing, bathing,
getting out of chairs, moving around the house,
or using the toilet. Older persons with low
incomes are twice as likely to have a disability
compared with  high-income elders (10.4% ver-
sus 4.9%). Low-income Asians have the lowest
rates of disability, followed by low-income non-
Latino whites and Latinos. Among the low-
income population, Blacks have a higher than
average disability rate. The AIAN population is
too small to allow making a definitive assessment
(Exhibit 10). Low-income elders are an important
group for public policy since they may qualify for
the In-Home Supportive Services (IHSS) pro-
gram, a public program that pays for someone to
assist with those daily activities and other daily
needs. Elderly and disabled persons are eligible if
they qualify for SSI (see above). Those who qual-
ify for SSI except for their income may be able to
“spend down” or pay a “share of cost” of the
services and qualify. When they qualify for IHSS
they also qualify for Medi-Cal. Of those who

report low incomes and a disability, about one-
quarter do not have Medi-Cal and are therefore
not receiving IHSS assistance either. 

In sum, there are a large number of near-eld-
erly and elderly Californians with limited
incomes. Poverty and near-poverty rates increase
with age, and are higher for women, racial/ethnic
minorities, and immigrants. These same groups
are also often at higher risk for a number of dif-
ferent health conditions, including fair/poor self
assessed health, incontinence, hypertension, and
diabetes. These are the groups that are particular-
ly at-risk for complications of health problems
when they fall through the cracks of the social
safety net and have problems accessing the health
and social services that they need. Similarly, low-
income older adults with a disability are a high
need group, but about one-quarter do not receive
coverage that would entitle them to assistance.
The next section describes the access to care
problems that these high priority groups face.

ACCESS TO CARE BARRIERS

The large numbers of persons with incomes
just above the poverty line are one illness away
from falling into poverty. While the poverty line
itself is unrealistically meager in high cost of liv-

Exhibit 10
Among elderly Californians, American Indians

have the highest rate of disability.
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ing areas such as most of California, health prob-
lems complicate low incomes for older persons
because of the cost of medical care, prescription
drugs, and other illness-related needs. Many older
persons, and those approaching old age, are at
substantial risk because they have low incomes
but are not currently covered by Medi-Cal,
California’s health insurance program for low-
income persons.

HEALTH INSURANCE

The group that is at greatest risk for untreat-
ed health problems due to financial barriers is the
near-old population (55-64 years) with low
incomes (below 200% of the FPL). Almost one-
third of low-income persons age 55-64 years has
no health insurance and little means to pay for
health care should they need it (Exhibit 11).
Uninsured, low-income, near-elderly also have
high needs for health care. While rates of diabetes
and hypertension are similar between those with
and without insurance, uninsured, the low-
income 55-64 year-old group is more than twice
as likely as those with insurance to lack appropri-
ate diabetes care (no A1c test in past year among
those with diabetes: 23% of the uninsured versus
10% of those with health insurance).14

Almost all low-income persons age 65 and
over have some health insurance since Medicare
covers almost all older persons. But those who
have only Medicare are at risk of high copay-
ments and deductibles, as well as spending for a
number of services such as eyeglasses, hearing
aids, and custodial long-term care, which are not
covered at all. As a result, the 8 percent of low-
income older persons in California with only
Medicare coverage are also at risk of facing high
out-of-pocket costs that could be a barrier to their
use of needed medical care. 

The importance of Medi-Cal for low-income
persons is illustrated in Exhibit 11, which shows
that two-fifths to one-half of older and near-eld-
erly low-income persons rely on Medi-Cal for
their health care, either alone or as a supplement
to Medicare. Over one-third of Californians age
55-64 with incomes below 200% of poverty
report receiving Medi-Cal, a total of 245,000 per-
sons. Over half of those in this age range with
Medi-Cal also report receiving SSI, meaning that
they most likely receive Medi-Cal because they
are blind or disabled. Of those not reporting SSI,
one-third has minor children in the home and
probably receive Medi-Cal for that reason. The
rest may “spend down,” meaning that they are
blind or disabled and have significant medical bills

that lower their income to the SSI-
level, making them eligible for medical
assistance even though they do not
receive cash assistance.

MEDICAL CARE 

The uninsured, low-income, near-
elderly face the greatest barriers to
obtaining needed medical care. This
uninsured group is more likely to need
health care than their insured peers
since they are more likely to report fair
or poor health (53% versus 40%). More

Exhibit 11
Low-income Californians

ages 55-64 lack health insurance.
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than one-third of those who lack health
insurance report having no usual source
of care. Two-fifths who needed med-
ical care delayed or did not get it, and
two-fifths of those who needed to see a
specialist reported that they faced “big
problems” getting that care (Exhibit
12). Those with Medi-Cal and those
with other types of insurance (primari-
ly employer-provided private insur-
ance) fared much better, although
Medi-Cal recipients faced delays in
obtaining needed care at a similar rate
as those with no insurance. Similar
numbers of low-income Californians
age 55-64 reported that they had no
insurance (220,000), Medi-Cal
(244,000), and other insurance
(252,000) in 2003. 

The low-income population age 65
and over faces a different set of chal-
lenges. Thanks to Medicare and
Medicaid, less than 4% of low-income
elders report no usual source of care,
only 7% experienced a delay in obtain-
ing needed care, and 6% reported a big
problem in obtaining needed specialist
care. These statistics are all much lower than those
of  the uninsured younger age group, and the
rates do not vary much among the elderly by type
of insurance coverage. One subpopulation of
older persons where delays in obtaining needed
medical care continue to be a problem is those in
fair or poor health, especially among noncitizens
(Exhibit 13). While having fair or poor health
generally doubles the incidence of delays in care,
the rates are highest for noncitizen immigrants. In
a separate analysis (not shown here), being a
noncitizen (not years of residence in the U.S.)
increases delays in care. Having a low income
modestly increases the odds of experiencing a
delay in care, but controlling for low-income
does not substantially change the risk of a delay in

care for elderly noncitizens. One possible expla-
nation for this is that noncitizen elders may be
more likely to have undocumented family mem-
bers living with or near them, and they may
therefore delay care for fear that seeking medical
care could put their family at risk from the immi-
gration service. They may also fear being consid-
ered a public charge if they use medical care and
worry that their own future chances for regular-
izing their immigration status or becoming citi-
zens could be imperiled.

Another type of barrier to health care is com-
munication problems. Having difficulty under-
standing a doctor complicates the communication
necessary for diagnosis, makes following recom-
mended treatment less likely, and impairs the

Exhibit 12
Uninsured low-income Californians

ages 55-64 face greatest barriers to access to care.

Exhibit 13
Elderly Californians who are not

U.S. citizens delay in getting needed medical care.
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doctor-patient relationship, all of which are
important components of the therapeutic
encounter. Among older persons who do not
speak English at home, upwards of one-fifth
report difficulty understanding their doctor dur-
ing their last visit. This is true for older persons
who were interviewed in the major languages
that the California Health Interview Survey used
(Exhibit 14). Similar barriers are probably also
experienced by older non-English speakers such
as Armenians, Koreans, and Filipinos (each
group constitutes more than 5,000 enrollees in
Medi-Cal).

DENTAL CARE 

Dental care has significant financial
barriers for low-income older Californians
because Medicare does not pay for most
dental services. Low-income persons (in
families with incomes below 200% of the
FPL) are about three times more likely
than higher income persons to report that
they could not afford needed dental care in
the past year (Exhibit 15). Although the
percentage of persons reporting problems
affording dental care declines with age,
differences between the income groups
remain. The decline in financial barriers
may result from the circumstance that cur-
rently, the oldest old are more likely to
wear dentures, which would eliminate the
need for dental care. This pattern will
probably change in future years as an
increasing proportion of elderly people
retain most of their teeth until the end of
their lives.

A new barrier is likely to exist when
the federal requirement for new and
renewal Medicaid applications to include
proof of citizenship is implemented.15 At
the national level, advocacy groups have

expressed concern about the additional adminis-
trative burden that will serve as a further barrier
to enrollment, especially for the disabled and
some older African-Americans who may not have
birth certificates. In California the situation is fur-
ther complicated by the large number of Medi-
Cal recipients who are naturalized citizens and
will face new paperwork barriers. Approximately
one-third of elderly Medi-Cal recipients in the
state are naturalized citizens. This means that
about 250,000 current older recipients will have
new paperwork requirements. This is a group that
is likely to be particularly concerned about the
legal status of their families. Simply requiring the
additional citizenship paperwork is likely to

Exhibit 14
Elderly non-English-speaking immigrants have

difficulty understanding their doctors.

Exhibit 15
Low-income Californians

often cannot afford dental care.
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Access to Care Barriers
Reduce Preventive Services

he impact of access to care barriers and the
eligibility-benefit gap have a striking effect

on the ability of near-elderly and older persons to
remain healthy. This is clearly seen for some of
the key preventive services and screenings used by
these populations.

FLU SHOTS 

Flu shots are the most common preventive
service that older people rely on. This immuniza-
tion reduces both illness and death during the flu
season. In California, the percent without an
immunization in the past year is lowest (best) for
those who have Medicare with a private supple-
mental policy, higher for those with Medicare
and Medi-Cal, and highest for those with only
Medicare (Exhibit 16). While all older
persons with Medi-Cal have a lower
rate of receiving a flu shot than those
with private supplemental (Medi-gap)
insurance, the gap is the largest for
African-Americans. (Medi-Cal makes
almost no difference in the immuniza-
tion rates among whites; not shown). 

Lack of immunization is also much
higher among those elders without a
usual source of care. Over 90% of the
approximately 20,000 older persons in
California with only Medicare insur-
ance and no usual source of care report
no flu shot in the previous year. 

MAMMOGRAPHY

Mammography screening is a proven means
to reduce women’s mortality from breast cancer.
Recommended screening should occur for all
women every 1-2 years starting at age 40. There
is no upper age recommended for women who
are healthy. For women age 55-64 in California,
two-fifths of those without health insurance did
not receive a mammogram during the previous
two years, compared to less than 12% for women
with private health insurance (Exhibit 17).
Women with Medi-Cal had a worse mammogra-
phy rate than privately insured women, but much
better than that of uninsured women. Among
women age 65 and over, more than one-third
with Medicare only did not receive the recom-

T

Exhibit 16
Elderly Californians with no usual source

of care have a low rate of flu immunization.
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mended screening; more than one-
quarter of those women with both
Medicare and Medical did not receive
screening. This pattern was similar
when looking only at older women in
good health (data not shown). For both
age groups, those most at risk for not
having a mammogram are women
without a usual source of care. No
mammogram in the previous two years
was reported by three-fifths of women
age 55 and over with no usual source of
care, compared to under one-fifth of
those with a usual source of care. 

In sum, the same barriers to access-
ing regular medical services—no health insurance,
Medicare only, no usual source of care, low
income, being a member of a minority group—
also serve as barriers to preventive services that
protect the health of aging Californians.

Exhibit 17
Rates of mammography screening

vary by insurance status.
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Gaps in Receipt of Other Public Programs
with State Funding: SSI (Cash Assistance)
and Housing Assistance

wo other public programs are critical to the
health and well-being of low-income older

persons in California: Supplemental Security
Income (SSI) and housing subsidies. 

SSI 

SSI provides cash assistance to low-income
elderly (age 65 and over), blind, and disabled per-
sons. In December 2004, approximately one-half
million Californians age 65 and over received
support from SSI; about one-third of them origi-
nally qualified for SSI before they turned 65
because of blindness or disability.5 This program is
important because it provides a minimal income
to older persons with few or no other resources,
and provides automatic eligibility for Medi-Cal.
To qualify, older persons must have incomes near
the poverty level or less (see poverty
section, above), and almost no assets
other than the house they live in and a
personal car. Other assets are limited to
$2,000 for individuals and $3,000 for a
couple, amounts that have not changed
since 1989. Nationally, about 60% of
older persons who qualify for SSI in
both income and assets participate in
the program.16 Eligibility is difficult to
calculate based on survey data, so it is
not possible to estimate participation
rates from the California Health
Interview Survey. What we can exam-
ine is the proportion of older persons at

different income levels (incomes that include
receipt of SSI when applicable). Exhibit 18 shows
that SSI receipt is the lowest among the near-eld-
erly because they receive it only if they are dis-
abled or blind. While many of those in poverty
who do not receive SSI are not eligible because
their assets are higher than the meager limits,
many do not apply for other reasons (see policy
recommendations, below). If the national rate of
underenrollment applies to California’s older
population, about 300,000 additional older per-
sons in the state would be eligible for SSI.
Because of the link between SSI, Medi-Cal, in-
home supportive services, and other programs,
this is a substantial potential gap in the safety net
for seniors in the state.

Older persons with incomes below the
poverty level are most likely to qualify for SSI,

T

Exhibit 18
Many poor Californians ages 55 and older

do not receive Supplemental Security Income.
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unless they have more than the minimal allowable
assets. Using those persons without SSI from the
2003 California Health Interview Survey data, we
can approximate the regions where the estimated
300,000 elders live who are “eligible but not
enrolled” in SSI. About one-third reside in Los
Angeles County (especially the San Gabriel and
San Fernando Valleys); about one-fifth live in
each of the rest of Southern California and the
Bay Area; about 10% in the San Joaquin Valley;
and less than 5% live in the Sacramento Area and
Northern California. 

HOUSING SUBSIDIES 

Housing subsidies are another important
resource for low-income older persons. The rap-
idly rising costs of housing in the state continue to
put pressure on the resources of many older per-
sons who are on relatively fixed incomes. About
three-quarters of all older adults in California own
their homes, but only half of low-income older
persons (with incomes below 200% of the federal
poverty level) own their homes. About two-fifths
of low-income elders rent an apartment or other
housing and are at particular risk for rising hous-
ing costs; less than one-tenth have some other

arrangement (e.g., living with children without
rent). Most older persons who rent are unprotect-
ed against rent increases, which may increase
faster than their income.  These half-million low-
income seniors are most at risk of falling into an
eligibility-benefits gap. 

The rate of low-income elders who rent
varies by county. The lowest proportion of low-
income elderly renters resides in the San Joaquin
Valley (Kern, Fresno, and Madera) and San
Mateo County, where less than one-fifth of low-
income elders are renters. In contrast, more than
half of low-income elders in San Francisco and
Solano counties, and almost half in Los Angeles,
Ventura, and Santa Barbara are renters. In sum,
large numbers of low-income elders live in high-
rental counties, which include some of the most
expensive housing markets in the state. The fol-
lowing map shows the rate of low-income elders
who rent in each county.

Housing can be subsidized through govern-
ment support for the construction of low-rent
housing, subsidy/voucher programs, tax incen-
tives, and local zoning requirements for affordable
housing components within new development
projects. Federal funding for construction and
subsidies has languished in recent years,17 although

California has a number of supplemen-
tal programs to assist with low rent
housing.18 Nonetheless, in San
Francisco alone it is estimated by the
Senior Action Network that 5,700 sen-
iors are on waiting lists for affordable
housing. And an AARP-California sur-
vey in 2005 found that 66% of their
members were concerned about hous-
ing costs.33

Near elderly and elderly persons
with low incomes are more likely to
receive housing assistance when they
live alone than when they live with
others (Exhibit 19). While there is no

Exhibit 19
Low-income* California women who live alone
have the highest rate of receiving rent subsidies.
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Map 1
Geographic Distribution of Elderly Low-Income Renters in California



Women, Health and Aging: Building a Statewide Movement || 62

difference between men and women in the
receipt of housing assistance when they live with
others, when they live alone women are substan-
tially more likely to receive assistance.

MEDICARE PRESCRIPTION DRUGS
(PART D)

Medicare Part D is a federal program that
subsidizes the costs of private drug prescription
insurance. Its implementation has implications
for state-level programs. Under the Medicare
prescription drug plan that started January 1,
2006, all Medicare recipients who also received
Medi-Cal had their prescription coverage shifted
from Medi-Cal to no-premium/deductible and
low-copayment Medicare Part D plans. The
administrative shift was chaotic, leading
California to establish an interim program to
assist Medi-Cal recipients who were having trou-
ble obtaining their new Medicare benefits
(AB132 & AB813, Nunez). These laws provide
special prescription drug benefits during 2006 for
Medi-Cal recipients who are having trouble
obtaining their medications.19

In addition to persons receiving Medi-Cal,
who were automatically enrolled in a Part D plan,
other low-income older persons are eligible for
no-premium/deductible, low-copayment Part D
plans (called Low Income Subsidy (LIS) or “extra
help”). These elders, with incomes below 150%
of poverty ($14,700 for a single person in 2006)
and assets of less than $11,500 (not including a
home), can apply for the Part D LIS. As of July
2006 there were 106,000 aged, blind, and dis-
abled persons in California who had enrolled in
the Part D LIS program, 43% of those who
applied.20 According to the 2003 California
Health Interview Survey (CHIS), approximately
385,000 older Californians had incomes below
150% poverty and were not receiving Medi-Cal.

Some of them may have had incomes above the
Medi-Cal eligibility level, others may have had
assets above the Medi-Cal limit (which is one-
fifth the Part D LIS level), and still others may not
have applied for Medi-Cal because they had
retiree health insurance or were deterred from
applying (see Medi-Cal outreach recommenda-
tions below). It is likely that a large proportion of
these individuals are Part D LIS eligible, so it
appears that under half of Part D LIS eligibles are cur-
rently enrolled in Part D LIS.

According to an analysis of the 2003 CHIS,
low-income (under 200% of poverty) older per-
sons in California were less likely to have Medi-
Cal if they:

d Had incomes closer to 200% of poverty

d Owned a home

d Were non-Latino whites

d Better self-assessed health

d Not in a Medicare HMO

d Lived alone

d Lived in Los Angeles, Riverside, Orange or San
Diego counties (about half of all older persons
in California who may be Part D LIS-eligible
without Medi-Cal live in those four counties)

The map on the following page provides
information on the percent of older persons with
incomes under 150% of the federal poverty level
who do not report Medi-Cal coverage. These are
the older persons who are likely to qualify for Part
D LIS (“extra help”) and indicate areas where the
most outreach is needed. While the rates of those
without Medi-Cal are in the lowest tier in San
Francisco and Santa Clara counties, and the San
Fernando SPA, the large size of their poor and
near-poor older populations results in over
10,000 uncovered older persons in each county
(note the **’s before the county names).
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Map 2
Geographic Distribution of Persons Who Do Not Receive

Medi-Cal and Earn Less Than 150% of the FPL
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IMPLICATIONS FOR POLICY AND
PRACTICE

Embedded in the majority of public policies
and programs is the view that the elderly and
near elderly are a monolithic population with
similar health and socioeconomic issues, and
access to services. The data presented here sug-
gest that there are significant disparities in socioe-
conomic status, including relatively high poverty
levels, among the elderly and near elderly popu-
lation in California. Specifically, among the pop-
ulations aged 55-64 and 65 and older, women,
minorities, and immigrant populations represent
the greatest proportion of the poor in California.
Poverty and low income have deleterious conse-
quences for health and access to health care for
these populations.

There are a number of programs that provide
a ‘safety net” for the poor and low-income pop-
ulations.  Yet, as the above evidence shows, not
all eligible individuals participate, and those in
“need” are not always eligible. California is one
of the most diverse states in the nation.
Demographic projections predict that this diversi-
ty will increase in the years to come.  Therefore,
absent intervention to ameliorate economic,
health, and access disparities, we will continue to
witness a persistent divide in the health and eco-
nomic well being of the elderly and near elderly
population in the state. Addressing the gap in eli-
gibility and use of services among low-income,
minority, and immigrant populations is one way
of reducing this divide. Doing so requires action
at the policy, program, and community/individ-
ual level. In the following we examine redefining
eligibility for state programs, increasing cultural
competency among programs and providers,
improving health programs and services, and
involvement of the community in the form of
volunteerism and civic engagement as strategies
for filling the gap in eligibility and access.
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Strategies

POLICY STRATEGIES

Raise Asset and Payment Levels
for SSI/Medi-Cal 

Modernizing SSI was one of the top 50 pri-
orities of the 2005 White House Conference on
Aging. While “modernizing” the program can
cover a wide range of changes, one mechanism
for improving access among low-income elderly
populations is redefining assets and means tests
under SSI. Current asset and income levels do not
accurately reflect the cost of living, particularly in
California where the costs of housing and of
many goods and services have soared.  The asset
maximum of $2,000 for single persons has not
changed since 1989. If that level had been adjust-
ed for inflation, it would now be $3,250 in 2006,
more than 50% higher than the current limit.21 In
addition, the costs of living are estimated to be
about 25% higher than the national average in
urban California counties such as Los Angeles,
and even higher in Bay Area counties.22 This
makes an asset limit of about $4,000 in California
a more legitimate comparison to the 1989 nation-
al level. Some public benefit programs no longer
include asset tests because it was determined that
they created unnecessary hurdles to enrolling eli-
gible persons. In California, both Medi-Cal and
Healthy Families have no asset test for enrolling
low-income persons under age 19. Enacting a
similar provision for SSI would decrease the
paperwork burden on both the applicant and the
government, and increase the proportion of those

who are eligible to apply. Simulation studies have
shown that increasing the asset test limit is one of
the most cost-effective ways of increasing the
incomes of older persons, especially women.23

Moreover, the federal Poverty Level, which
in 2006 was $9,800 for individuals and $13,200
for couples,11 is extraordinarily low and inaccu-
rately reflects the cost of basic sustenance. The
official poverty level fails to accurately reflect the
conditions of the elderly. The methodology used
to calculate necessary income is outdated because
it fails to account adequately for key needs of the
elderly such as health care, and it is updated using
a general inflation index (the CPI) that does not
reflect the buying patterns of the older popula-
tion.24 The Medi-Cal and Healthy Families pro-
grams for children in California now cover chil-
dren in families with incomes of up to 250% of
poverty, and some county-based programs
(Healthy Kids) include children up to 300% of
poverty. California has moved in the opposite
direction for the older population. Because eligi-
bility for SSI and therefore Medi-Cal for the eld-
erly is tied to much lower incomes, many who
are in need, near poor, and vulnerable are not eli-
gible for these programs. Starting in 2006,
California cut the state-funded portion of SSI by
the amount of the federal cost of living increase
for three months and totally eliminated the cost of
living increase for the state portion, saving state
funds at the expense of the lowest-income elders
in California.31 Given the success of children’s
coverage expansions in California, the state
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should work to increase both the asset and income
eligibility levels for SSI and/or Medi-Cal for the
elderly.

Reexamine Age 65 as the Age of Eligibility
for Services.

Living in poverty or at a low-income level
over the life course often translates into poor
health for women, minority, and immigrant pop-
ulations.25 As shown in Exhibit 11 above, almost
one-third (220,000) of persons age 55-64 with
low-incomes have no health insurance. These
individuals are more likely to reach age 65 with
health problems that have not been adequately
treated, and enter the Medicare system sicker than
other populations. Lowering the age of eligibility
for SSI and/or Medi-Cal to 55 would increase the
health insurance rate among these populations
and provide them with access to basic health and
preventive care, which could help reduce dispar-
ities in health and perhaps stave off illness and dis-
ability.

Go Beyond “Reasonable Outreach” for
SSI/Medi-Cal

Legislation under SSI/Medi-Cal currently
requires that programs make “reasonable”
attempts to ensure access to populations with lim-
ited English proficiency. The focus usually
involves developing information about programs
in a variety of languages.  Clearly, this is insuffi-
cient.  Often many who are eligible do not par-
ticipate in the programs because they do not
know about the benefits and do not know that
they are eligible.  Older adults also find the appli-
cation and renewal process difficult and often
intimidating.32 Legislation should mandate that
providers develop a comprehensive targeted out
reach plan focused not only on language, but also
on culturally competent and comprehensive out-
reach strategies that are informed by empirical
evidence. These efforts go beyond current on-
line efforts to catalog available benefits, such as

the National Council on Aging’s (NCOA)
Benefits Check-up www.benefitscheckup.org. 

There are a number of models that have been
successful in children’s outreach and enrollment
that can be modeled for the older population.
One successful model is “express lane” eligibility,
where enrollment in one public program auto-
matically enrolls a person in Medi-Cal if appro-
priate. Special outreach efforts could be focused
on those who enroll in programs that require low
incomes, but not as low as Medi-Cal’s require-
ments. Some of the key programs where special
outreach to applicants is warranted include
California’s homeowner’s and renter’s assistance
programs, which provide tax credits to low-
income aged, blind, and disabled persons (see
www.ftb.ca.gov/individuals/hra/), Sections
8/202 and other low income housing, brown-bag
nutrition services through local AAAs, older per-
sons who apply for lifeline rates for utilities, and
the low-income home energy assistance program
(www.csd.ca.gov/LIHEAP.html). For example,
according to CHIS 2003, about one-quarter of
the 160,000 older Californians who report receiv-
ing public housing subsidies do not report receiv-
ing Medi-Cal. In the 2005-06 California legisla-
tive session, SB1534 (Alarcon) proposed a uni-
form application for all state programs that use
family poverty as an eligibility criteria to foster
this type of cross-program synergy.

Outreach will become even more important
when the state implements new federal require-
ments that all persons applying for Medi-Cal
(both new and renewal applicants) provide proof
of citizenship (noncitizens were already required
to show proof of legal residence). This is likely to
create a significant new burden, not only in terms
of paperwork, but also in terms of discouraging
eligible applicants because of fears about immigra-
tion laws (whether or not the fears are justified).
This calls for particularly aggressive outreach to
the immigrant communities in California to
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assure that naturalized citizens are fully eligible for
Medi-Cal, and that accessing public programs
carries no risk for other family members.

Protect the Prescription Benefits of
Medi-Cal Recipients

The implementation of Medicare Part D for
prescription medications has incurred a number
of difficulties for low-income older persons in
California. The transition process from Medi-Cal
to Medicare for drug coverage has been difficult;
some medications are not covered in the formu-
laries of the private plans. The state’s Emergency
Drug Benefit is a short-term (2006 only) transi-
tion benefit for Medi-Cal recipients who are
unable to obtain their medications under Part D.
Continued advocacy and monitoring is necessary
to assure that older persons get the medications
they need. For elders with Medi-Cal, Medicare
Part D LIS brings higher copayments than they
had under Medi-Cal. SB503 (Figueroa) would
provide state funding to cover the copayments for
Medi-Cal recipients starting in 2007. Passage is
uncertain however.19

Expand Medi-Cal to Cover Assisted Living

Another priority listed by the 2005 White
House Conference on Aging was to develop a
coordinated, comprehensive, long-term care
strategy by supporting public and private sector
initiatives that address financing, choice, quality,
service delivery, and the paid and unpaid work-
force. The data analyzed in this paper are drawn
primarily from surveys of the noninstitutionalized
population, and, therefore, do not speak to issues
of long-term care. While there are significant
long-term care needs apparent among the low-
income elderly population, data about their access
to and use of long-term care services in California
are limited. 

One of the critical gaps in California’s long-
term care policy is that Medi-Cal does not pay for
assisted living or board and care facilities. Some

older persons are in situations where it is not fea-
sible for them to continue to live independently
in their own homes, despite the home care assis-
tance that can be provided by IHSS. Even if they
are not sick enough to require constant medical
supervision, their only option is to move into a
nursing home. As of 2002, 41 states used
Medicaid reimbursement to cover assisted living
or related services. Federal legislation allows
Medicaid to pay for nonresidential components of
assisted living care, and it has proven to be a
viable alternative to other institutional care.26

California has a pilot program to cover assisted
living in three counties that is scheduled to begin
in 2006. Given the long experience in other states
with this benefit, it should be expanded statewide
as quickly as feasible.

HOUSING STRATEGIES

The best known low-income housing pro-
grams are federal programs, including Section 8
vouchers and Section 202/236 construction
grants and loans. The federal government also has
tax credits for affordable supportive housing, and
other programs. The California Housing Finance
Agency provides funding generated from tax-free
bonds to help lower-income persons purchase
homes, and assists with financing low-income
rental property for both families and older adults.
These state funds are relatively modest. The state
also has bond funding for low-income housing
assistance that finances both rental and owner-
occupied property, increasing or decreasing
according to the passage of state bond issues. State
law requires that 20% of tax-increment revenues
from local redevelopment districts be used for
affordable housing. The California Budget
Project has a good summary of major housing
programs in California at http://www.cbp.org/
2005/0505bb_housing.pdf. 

The issue of senior housing needs and policies
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is almost as complex as that of health care, and is
beyond the scope of this document. It is impor-
tant to note, however, that affordable housing for
the elderly is not keeping up with demand. In
addition to the shrinking number of new federal-
ly assisted housing units, the loans used to build
those units require low-income occupancy for
only 30 years. Of the 150,000 units in California,
about half are at risk because the low-income
requirement lapses within the next five years.27

Rising housing values drive rents up, and existing
nonsubsidized affordable housing stocks in
California continue to shrink due to gentrification
and population growth. Multiple approaches are
needed to address the need for increased afford-
able and appropriate housing for the elderly in
California.28 As of August 2006, however, the
Western Center for Law and Poverty
(http://www.wclp.org/housing/billtracker.php)
listed no California legislative bills with a focus on
senior housing. 

PROGRAM/PROVIDER STRATEGIES

Improving Cultural Competency

Improving access to programs that reduce
health and economic disparities among the popu-
lation also involves improving the acceptability of
the programs among the population. Eligibility
for services does not guarantee use. Often minor-
ity, immigrant, and low-income populations will
not access services, even if they are eligible for
services, because of perceived barriers including
language, lack of cultural sensitivity, and provider
bias.  For the population being served, these bar-
riers are “real” and often are associated with
delays in seeking care or delays in investigating
their eligibility for programs, e.g., SSI/Medi-Cal. 

Providers, including community-based health
and social service organizations, as well as county
offices that determine eligibility for public pro-
grams, need to ensure that staff at all levels are

culturally competent and sensitive to the issues
facing the populations that they serve. Staff in-
service trainings should be required and a prereq-
uisite for employment in the organization.
Community-based organizations should take the
opportunity to provide a leadership role not only
in ensuring that they provide culturally compe-
tent and acceptable services, but that doctors,
nurses, and other providers are also culturally
competent. Providers can partner together with
local universities to conduct in-service trainings
on cultural competence and best practices for var-
ious organizations and providers including hospi-
tals, and doctors that serve low-income and
minority communities.  Managed care providers
in California are starting to move in this direc-
tion,29 and their activities need to be reinforced
and more broadly adopted.

Increasing Advocacy Activities

Community-level health and social service
providers often have a clear understanding of the
issues that impact the populations they serve.
Therefore, it is important that they utilize the
knowledge and first-hand information that they
have about the population to advocate for
improvements and expansion of services and eli-
gibility for programs. This can be accomplished
by providing individual testimony at city, state,
and federal hearings. In addition, community
organizations and local providers can become
involved in professional organizations and coali-
tions—e.g., National Council on the Aging that
advocates for aging issues at the state as well as
federal level. 

This level of engagement demands organiza-
tional resources that are not typically covered by
the overhead reimbursement of public programs
or grant-funded activities. California foundations
could provide a funding stream to assist commu-
nity-based service organizations in developing
positions in their organizations that are tasked
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with grassroots advocacy. This type of develop-
ment will require both specialized technical assis-
tance to make the organizations comfortable with
taking on this role, as well as assistance in strate-
gizing how those positions could eventually gen-
erate additional support so that the grant funds are
not needed. It might help partnering service
delivery service providers with existing advocacy
organizations, such as California Health
Advocates, to foster increased advocacy in the
health policy arena.

Improving Health Programs and Services 

Community health providers—including
community-based organizations, doctors, and
hospitals—need to develop health programs that
better mesh with the needs of the communities
that they serve. For example, providers serving
elderly and near elderly minority and low-income
communities need to be adept at managing
chronic disease and understand the impact that
chronic disease can have on functioning.
Diabetes clinics that assist the individual with diet,
exercise, and medication management have the
potential to reduce diabetes related complications
often experienced by these populations.  

Attention should also be given to the impor-
tance of developing programs aimed at disease
prevention. Many illnesses experienced by poor
and low-income populations are in part due to
exposure to environmental toxins, residential seg-
regation, discrimination and lack of access to
goods and services that promote health. For real
change to come about, these structural causes of
poverty and poor health need to be addressed at
the federal and state policy levels. However, local
providers can reduce some of the impact that
these structural causes of poverty and poor health
have on individuals by developing health pro-
grams that focus in part on the importance of diet,
exercise, and lifestyle choices such as smoking
cessation, in combating disease and poor health.

COMMUNITY STRATEGIES

Volunteerism/ Civic Engagement

Strategies for addressing economic/health
disparities and reducing gaps in access to services
can evolve at the community or individual level
as well. Specifically, volunteer organizations can
develop civic engagement programs that include
senior volunteers who would participate in out-
reach programs for low-income populations.
Senior volunteers could work with local organi-
zations to identify populations in the community
that may be eligible for SSI/Medi-Cal. These
senior volunteers could participate in outreach
activities to underserved communities and also
serve as peer counselors that help potential eligible
participants navigate the bureaucracy often associ-
ated with gaining eligibility for public programs.

For example, additional outreach could
involve more seniors in the activities of the
Health Insurance Counseling and Advocacy
Program (HICAP), an active organization in the
state that engages in both individual counseling as
well as legislative advocacy (www.cahealthadvo-
cates.org/volunteer/index.html). The financing
of this program is particularly innovative, relying
in large part on a per-capita fee assessed on every
Medicare supplemental policy sold and each
Medicare managed care enrollment.30 This assures
a predictable revenue stream that allows for
longer-term strategic planning and the develop-
ment of an extensive volunteer network. There are
many groups that engage older adults in advocacy
efforts in California, such as the Senior Action
Network (www.senioractionnetwork.org/),
Older Women’s League (www.seniors.org/wom-
ensissues.asp?id=300), Gray Panthers (graypan-
thers.org/graypanthers/network.htm#CA),
California Alliance for Retired Americans
(www.californiaalliance.org), AARP-CA
(www.aarp.org/states/ca/),  and the Congress of
California Seniors (www.seniors.org).  Martinson
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policies that negatively impact older persons with
low incomes, older persons of color, and those
born abroad. This group has a series of health and
social service needs that call for changes in policy
and new efforts on the part of government and
philanthropy in California so that all older
Californians can have a decent quality of life. 

and Minkler note that low-income elders may
need stipends, transportation vouchers, or other
types of financial assistance to be able to engage in
this type of activity outside of their families.34

Programs that foster senior leadership can also
encourage older citizens to work for improving
the health and quality of life of others. The
California Senior Leaders Project provided train-
ing to several statewide cohorts of older persons
who were natural leaders in their communities,
providing them with additional skills and net-
working so that they could improve the effective-
ness of their work and share their skills with oth-
ers.35 An on-going institute such as this would
serve as a powerful resource to older persons in
information and community-based organizational
leadership positions and would foster the contin-
ual renewal of this leadership among older
Californians.

Local policies on land use and transportation
will also have important consequences on the
health promotion of low-income communities.
The conflict over the fate of a community garden
in South Los Angeles highlights the difficulties in
maintaining open space in crowded urban areas
where low-income residents can both exercise
and grow their own food.36 Community-based
organizations should take a lead in creating and
supporting efforts to increase community garden
and park spaces, while government should modi-
fy zoning and tax laws to encourage their spread.37

CONCLUSION

California’s older population is among the
most diverse in the nation. Alike with younger
populations, older Californians are a mosaic of
rich and poor including a broad rainbow of races
and ethnicities born here and abroad. Aging pol-
icy, on the other hand, tends to treat the older
population as a homogeneous block. The result is
a series of eligibility and benefit gaps in aging
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DIVERSITY OF CALIFORNIA’S ELDERS:
POLICY IMPLICATIONS

California is home to more than one-half
million older adults who emigrated from dozens
of countries around the world, and over 200,000
U.S.-born elders from disadvantaged ethnic pop-
ulations, many of whom have been victims of dis-
crimination. Between and within each population
there is vast heterogeneity in levels of accultura-
tion, education, income and assets, and in reli-
gion, health status, and access to health care. The
challenge of providing adequate and appropriate
health care to these diverse populations to ensure
their healthy aging is made even more critical by
the projection that by the middle of the 21st cen-
tury, older populations other than non-Hispanic
whites are projected to comprise two-thirds of
Californians aged 65 and over (Lee, Miller, &
Edwards, 2003). 

Because differences in language proficiencies,
health beliefs, risks for diseases, education, accul-
turation, public and private health insurance cov-
erage, income, family systems, and dependency
on adult children affect access to appropriate care,
it is crucial for policy makers and health providers
to be familiar with the diversity and characteristics
of the various groups of elders who will need
geriatric care if the majority of California elders
are to receive effective health care services. 

Some of the demographic data available from
the 2000 U.S. census on the largest of California’s
ethnic elder populations are summarized in Table 1.
They demonstrate the diversity of California’s

elders aged 65 and older that policy makers need
to take into account.

Before considering specific policy issues, it is
appropriate to acknowledge some of the unique
issues for different populations that are important
for appropriate health care to promote healthy
aging. Brief summaries are included in the follow-
ing sections, with more complete descriptions in
Appendix A. 

ELDERS FROM IMMIGRANT
POPULATIONS

Older Californians who have emigrated from
other nations may have come as children or
young adults and grown older in California.
Many, however, have come as followers of chil-
dren to be with their adult offspring who have
settled here. Approximately 25,000 older adults
age 55 and over and 12,000 older adults age 65
and over immigrate to California each year1

(Office of Immigration Statistics, 2006). 
As a consequence, the range of health, eco-

nomic, language, and acculturation characteristics
is vast among these new older Californians, which
makes the task of developing appropriate policy
to meet their health needs extremely complex. In
general immigrants have better health than indi-
viduals born in the U.S., but the differences are
greater at younger rather than older ages. In fact,

Section I: Policy for Healthy Aging of
Cailfornia’s Diverse Elders

1 This estimate is based on tables on annual numbers of
immigrants by age and numbers immigrating to each state.
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foreign born individuals aged 61-80 have worse
self-rated health and higher rates of heart disease
than those who are U.S. born (Jasso, Massey,
Rosenzweig & Smith, 2004). Because the histor-
ical experiences, the health risks, and range of
resources of elders of each ethnic population dif-
fer, it is important to target policy recommenda-
tions to the specific situation of each population.2

Some important policy-relevant background con-
siderations relating to elders in the larger ethnic
immigrant populations in California are discussed
in the sections below.

Older Asian Populations in California 

According to the 2000 census, between 84%
and 100% of elders in all the Asian American pop-
ulations except Japanese are immigrants, or “for-
eign born” as noted in Table 2 (Yeo & Hikoyeda,
2006). There are, however, major differences in
the circumstances surrounding their immigration
experiences, and other characteristics such as lan-
guage preferences, health risks, and health beliefs
that affect their current resources, health status,
and access to health care that need to be taken
into account when developing policy for healthy
aging. Some of these differences among the larg-
er ethnic groups are summarized in order of the
size of the older population. (See Table 2 and
Appendix A for more complete descriptions).

Historically, the earliest Asian immigrants to
California today comprise the three largest popu-
lations of older Asians in California, and all three
(Chinese, Filipino, and Japanese) suffered major
episodes of legal and illegal discrimination. The
experiences of these three populations likely
influenced the characteristics and sense of trust in
institutions (including health care) of current
older populations. These experiences included
the following:3

d During a long period of discrimination and
limitation on immigration from China begin-
ning with the 1883 Chinese exclusion law,

many families were separated, frequently
referred to as “mutilated families.” In 1946, a
law was passed allowing 9,000 “alien wives” of
permanent residents or U.S. citizens to immi-
grate, spiking birthrates in Chinese families
along with the more general postwar baby
boom in the U.S. Many older Chinese immi-
grants are part of those generations.

d Japanese men began working on farms and in
fisheries during the early 1900s, and later
brought “picture brides.” Many families were
also victims of discrimination including forced
internment in concentration camps during
World War II (WW II).

d Filipino workers also immigrated to the U.S.
in the early 1900s to work in the fields. Some
experienced violent attacks. The Tydings-
McDuffie Act limited immigration from the
Philippines to 50 per year from 1934 to 1965.
Post World War II war brides, health care pro-
fessionals who immigrated in large numbers
beginning in the 1970s, followers of children,
and WW II veterans recently given long
promised U.S. citizenship comprise the
extremely diverse older Filipino American
population.

Because high rates of Chinese and Filipino
immigration continue, the acculturation levels
among these elders are extremely varied. Among
Japanese Americans, however, immigration since
WW II has been minimal, so that most elders are
Nisei (second generation) or Sansei (third genera-
tion) and highly acculturated.

2 Summaries of relevant issues are provided in the following
pages. For more comprehensive descriptions of elders in
individual populations, see Appendix 1.
3 Unless otherwise indicated, the historical and descriptive
material related to the older cohorts of Californians from
diverse ethnic backgrounds in the following sections is
taken from Yeo, Hikoyeda, McBride Chin, Edmonds, &
Hendrix (1998) Cohort Analysis as a Tool in Ethnogeriatrics:
Historical Profiles of Elders from Eight Ethnic Populations in the
United States. SGEC Working Paper #12, Stanford, CA:
Stanford Geriatric Education Center
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The smaller populations of older Asian
Americans are predominantly more recent immi-
grants and less acculturated to mainstream U.S.
culture, but each has its own unique history and
culture affecting their health beliefs and expecta-
tions. After the Vietnam War, refugees from dif-
ferent Southeast Asian countries arrived in
California, the largest group of which was from
Vietnam. It should be noted that the most disad-
vantaged of all of California’s ethnic population
are the Cambodian, Laotian and Hmong elders; as
indicated in Table 1, they have the highest rates
of poverty, lowest education levels, and highest
rates of disability.

Policy Implications of Diversity among
Asian American Elders

Although there are some similar threads that
run through the characteristics affecting the health
and health care of most Asian elders, there are many
more differences among and between the popula-
tions. The most obvious similarity is the strong
belief in family care of elders that is common in
many Asian cultures, which needs to be taken into
account in designing policy. For example, the
assumption of individual autonomy that is a corner-
stone of ethical decision making in the American
health care system must be expanded to include the
family as decision maker for those elders who retain
traditional cultural beliefs and customs.

Material and emotional support for the fami-
ly caregivers of dependent elders is extremely
important because many elders will reject care in
a nonfamily environment. Many caregivers are
extremely stressed due to their responsibility for
providing the family’s income, and because they
lack the support of the extended family in the U.S

All the immigrant populations have brought
with them their own unique systems of health
beliefs and practices that differ dramatically from
the Western biomedical, science-based approach
to disease management, but there is great varia-

tion within each group in the degree to which
elders utilize one or the other system, or more
commonly—both. Because these various systems
of health care, such as yin/yang, flow of Qi,
Kampo, hanbang, Ayurvedic medicine, Karma, wind
illness, and the Hmong spiritual beliefs and
shamanistic healing, are not usually taught in
Western medical training programs, the main-
stream health care system is not prepared to
accommodate the various practices and herbal
remedies sometimes prescribed. Most elders do
not disclose their non-Western health beliefs,
herbal medications, or health procedures (e.g.,
cupping, coining) to their California providers
unless asked. Health care team members need to
be educated to elicit elders’ explanatory models
for their illnesses and the interventions that elders
have tried so that providers can reduce medica-
tion conflicts, integrate the parts of the tradition-
al practices that are effective, and consider includ-
ing native healers/providers into the health care
team. Major efforts need to be designed to
increase the knowledge of providers about these
alternative traditional systems and to develop their
skills in assessing and incorporating practices into
disease management when they are beneficial. 

Elders within each population are also charac-
terized by a wide range of acculturation levels,
educational backgrounds, occupations, health sta-
tuses, assets and incomes, eligibility for Medicare
and Medi-Cal, linguistic preferences and profi-
ciencies, and other factors, which affect the
degree to which they participate in the American
health care system. Some immigrant elders are
well-established descendents of prior immigrants
who came seeking a better life, while others are
the first from their countries of origin to come to
the U.S., some of them fleeing violence and dan-
ger in their homelands. Yet others in several pop-
ulations came in their later years to be with adult
children. Many of the first generation immigrants,
especially the followers of children, travel back
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and forth to their countries of origin frequently,
and sometimes receive health care there as well as
in the U.S. In order to meet the needs of these
diverse populations, the California health care
system needs to have efficient access to inter-
preters for the wide variety of languages the eld-
ers speak. Providers need to be able to coordinate
care internationally and to assess the consequence
of traumatic experiences many elders have faced. 

While as a group, the health status of Asian
elders ranks better than other U.S. populations,
some groups are disadvantaged, and their vulner-
ability to particular conditions differs widely by
subgroup. Special attention needs to be given to
the most disadvantaged groups of elders (e.g.,
Southeast Asian groups with the greatest disabili-
ty, least education, and most poverty) to design
culturally appropriate systems of health literacy,
health promotion, and interventions for the spe-
cific high risk conditions. 

Older Latino Populations in California4

Just as immigrants to the U.S. from Asian
countries are frequently lumped together as
“Asians” in spite of their differences, “Hispanic”5

individuals in California include those whose
ancestors predated the Anglo population in what
was originally part of Mexico, and those who
immigrated, or whose ancestors immigrated, to
the U.S. from one of dozens of Spanish-speaking
countries. Despite the common language, elders
in California classified as Latino are in reality very
heterogeneous in terms of their level of accultur-
ation, immigration history and experiences,
health status, health care access, economic
resources, and educational level. Some character-
istics of the largest Latino populations of elders are
summarized in Table 3. 

Individuals who identify themselves as either

Mexican or Mexican American comprise the
largest ethnic population in California. The
300,000 elders in this population are extremely
diverse, and include descendents of families with
Spanish land grants deeded to them before
Mexico became a nation and before California
became a state, elders whose families immigrated
since 1850 and who were born in the U.S., a
large number who came across the border as chil-
dren or young adults, and those who followed
their children in late life. With the exception of
the 1930s, throughout the 20th century and until
the present, the demand for labor in California
has overwhelmed the restrictions on immigration
from Mexico, and many came informally if they
could not come formally. Of note in the current
population of older Mexican Californians is the
very large number who had no access to signifi-
cant education in their childhood. More than half
have less than 9 years of schooling (Table 1), and
in a large epidemiological cohort study of over
1000 Latinos aged 60 and over in the Sacramento
area in 1998-99, 13% had no formal education;
for those whose primary language was Spanish,
22% had no formal education (Haan, Mungas,
Gonzalez, et al., 2003). More than one-third
speak little or no English, but a much higher per-
cent prefer to speak Spanish. Many have experi-
enced widespread discrimination, especially in
periods of anti-immigrant fervor in the U.S.

A major source of heterogeneity within
Mexican Californians has been the increasing
undocumented immigration of non-Spanish
speaking indigenous populations, especially those
from the Oaxaca region, such as Mixteco.
Although there are no data on the number of
older adults in these populations, there were an
estimated 50,000 Mixtecos of all ages in farming
communities in California in 1994 (Runsten &
Kearney, 1994). It is assumed that they will age in
place in California as many other rural farm
worker Latino populations have done in the past.

In addition to the very large population of

4 For more comprehensive descriptions of subgroups of
Latino elders, see Appendix A
5 In California and the Western states the term “Latino” is
used more frequently. 



Women, Health and Aging: Building a Statewide Movement || 82

older Mexican Californians, and much smaller
groups from Cuba and Puerto Rico, there are
more than 35,000 older Californians who emi-
grated from Central and South America.
Although very little is known about these elders,
they are assumed to be very diverse because they
came for a variety of economic, educational, or
political reasons from six different Central
American countries and nine different South
American countries, and some were likely asylum
seekers from civil wars. Based on census data, eld-
ers from Central America are more disadvantaged
than other Latino populations due to poverty,
low educational level, and limited English profi-
ciency (Table 1).

Policy Implication
As with Asian elders, Latino elders in

California represent populations that share some

similarities—most prominently language—but
differ in many important ways as well, which
have important implications for policy. These dif-
ferences include: their degree of acculturation and
English proficiency; the historical period of their
immigration to the U.S., the reasons for it, and
their immigration status as documented or
undocumented; and the unique culture-based
health practices from their various countries of
origin. The shared values of familismo underlie the
common practice of family care for dependent
elders, making culturally appropriate support for
those caregivers (most often daughters) extremely
important. To provide effective geriatric care,
California’s health providers who do not speak
Spanish need access to immediately-available
interpreter services and low-literacy Spanish lan-
guage patient education materials. Culturally
appropriate diabetes prevention programs are
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especially needed since almost one-fourth of
Latino elders in California have diabetes com-
pared to about half that many for non-Latino
white elders (Wallace, et al., 2003). Special strate-
gies to provide care to undocumented elders who
are not Medicare or Medi-Cal eligible need to be
developed, especially for those who are part of
indigenous groups who speak their native lan-
guages and not English or Spanish. 

Other Older California Immigrants

A number of other important ethnic immi-
grant populations exist in California that are not
included in the four official minority categories.
In most cases, little is known about their demo-
graphic characteristics or health status. As exam-
ples of the heterogeneity of these elders, three of
the populations listed in the census as “ancestries”
that would be lumped into the non-Hispanic
white racial category are highlighted in Table 1—
Arab, Armenian, and Russian.6 Because elders
from these diverse cultures frequently maintain
many of their original cultural values and charac-
teristics that affect their health and health care,
recognition of their needs should be included in a
comprehensive policy discussion. For example,
older Arab Californians can come from any of 22
countries from Jordan to Saudi Arabia to
Morocco (not, however, from Turkey, Iran, or
Afghanistan, where Arabic is not spoken). In
California, most have come from Lebanon,
Palestine, Iraq, Egypt, and Syria. Although they
are frequently thought of as Muslim, many Arabs
are Christian, especially those from Lebanon. 

Dietary issues in a hospital or nursing home
are important to Muslims since most do not eat
pork, blood products, lard, meats that have not
been slaughtered following the Halal traditions,
and drink no alcohol. The contents of medicines
and food (e.g., gelatin that might contain pork

products) need to be examined to assure Arab
elders and their families that they contain no pro-
scribed substances. Providers should be educated
about important issues to Muslim families in the
care of their elders, such as their preference for
same-sex providers, touching restrictions [e.g., an
older woman may choose not to shake hands with
a male provider and may be very uncomfortable
being touched by a man other than her husband
(Salari & Balubaid, 2006)], and insulting gestures
(e.g., a posture allowing someone to see the bot-
tom of one’s shoe). 

LOW-INCOME NON-IMMIGRANT
CALIFORNIA ELDERS FROM ETHNICALLY
DIVERSE POPULATIONS 7

Older African American Californians

Except for the small number of older immi-
grants from Sub-Saharan Africa or Latin America,
the majority of elders in California classified as
black or African American8 are part of families
who came in the early and mid 1900s from the
agricultural South to find better jobs and oppor-
tunities, and to escape the pervasive oppression
and discrimination. The resulting population of
older African Americans in California is extreme-
ly heterogeneous, consisting of a few athletes,
business owners, some well-educated retired pro-
fessionals, a large number of retired skilled work-
ers, and many who had limited opportunities for
intermittent low paying jobs and no retirement
benefits. Unfortunately, as a whole, older African
Americans still endure significant disadvantage in
California with higher rates of poverty, disability,
and cardiovascular conditions, and somewhat
lower educational levels (see Tables 1 and 4). In
spite of the legacy of slavery and widespread seg-
regation and discrimination, older African

7 For more comprehensive discussions of these populations,
see Appendix A
8 Since some of the literature uses the term “black” and
others “African American,” and census data uses both
terms, they are used interchangeably in this paper.

6 For an expanded discussion of the background of these
older populations, see Appendix A
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Americans and their communities have developed
very strong support systems and coping mecha-
nisms to survive. A major source of support for
many is church, where elders are frequently given
great respect. Caregivers of dependent older
African Americans have more often been report-
ed to include “fictive kin” (close relationships
who are not officially related but referred to with
kinship terms) and more extended family mem-
bers than among other populations, and many
express more positive views of caregiving
(Dilworth-Anderson, Gibson, & Burke, 2006;
Yeo, Gallagher-Thompson, & Lieberman, 1996). 

Disparities in health care between older black
and white Medicare beneficiaries has been well
documented, especially in cardiac services and
disease prevention, as summarized in the Institute
of Medicine publication Unequal Treatment:
Confronting Racial and Ethnic Disparities in Health
Care (Smedley, Stith, & Nelson, 2003). Some

authors have suggested the quality of care provid-
ed, the choices providers make, and perhaps their
unconscious biases contribute to these disparities
(Schulman, et al., 1999).

Providing appropriate health services for
older African Americans means showing appro-
priate respect, so that training providers for these
skills is recommended. Addressing older men and
women by “Mr.” and “Mrs.” is important, for
example, because disrespect was pervasive when
many of today’s older black Californians were
young. They were relegated to poor quality care,
segregated facilities, and discriminatory practices.
Respect and providing time to answer questions
could help establish trust in the provider/patient
relationship especially in view of the widespread
awareness among African Americans of the
Tuskegee Experiment. 

In order to reduce the disparities in hyperten-
sion, stroke, diabetes, and heart disease, various
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cancers, and disabilities, increased investment in
ethnic-specific primary and secondary prevention
interventions are needed.

Older American Indian Californians

The very small population of elders in
California who describe themselves as American
Indian is also diverse. It includes pockets of sur-
vivors from the native Californians in the Spanish
Mission era as well as many from all over the U.S.
who moved off reservations to come to California
cities during massive relocation programs spon-
sored by the Bureau of Indian Affairs during the
1950s and 1960s. All come from groups whose
histories include pervasive oppression and dis-
crimination, broken treaties, attempts at annihila-
tion, and massive relocation. A large proportion
of the current cohort of elders attended Indian
Boarding Schools in their youth that were long
distances from their homes, and where they were
required to give up their Indian names, clothes,
and traditions in return for education in American
skills and culture. As a result of these experiences
there tends to be a high level of distrust of white
service providers and institutions by many Indian
elders. Although many are highly acculturated
and list themselves as from “two or more races,”
the remaining population of older American
Indian Californians is generally disadvantaged
compared to older non-Hispanic whites, especial-
ly in the areas of poverty, disability, and educa-
tion. This community has the highest rate of dia-
betes of any ethnic population in the county, and
has high rates of various cancers as well. 

Older California Indians have a complicated
web of health care services to navigate, including
Indian Health Service (IHS) facilities on or near
reservations, and very poorly funded small urban
Indian Health Centers in some cities; long-term
care or geriatric programs are rare in any IHS
facility. Traditional healing opportunities such as
sweat lodges are available in a few locations, and

when they are distressed or ill, it is not unusual for
urban Indians to return to their home reservations
for healing ceremonies by medicine people.
Many older California Indians are eligible for
Medicare, some for Medi-Cal, and some have
coverage through Health Maintenance
Organizations (Hendrix, 1999).

Policy Implications
The most desirable strategy for providing

acceptable care for older California Indians is
Indian-specific health services by Indian providers
in a comprehensive, accessible health care system.
In the majority of cases when that is not possible,
however, providers need to be trained in appro-
priate strategies for interaction that: 1) convey
appropriate respect and listening to elders in a cul-
turally appropriate way; and 2) allow the integra-
tion of traditional healing methods and cere-
monies by preferred Indian practitioners (Alvord
& Van Pelt, 2000). 
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POLICY CHALLENGES FOR PROVIDING
HEALTH CARE TO CALIFORNIA ELDERS
FROM IMMIGRANT AND LOW-INCOME
BACKGROUNDS

As the brief descriptions of the relevant issues
for older adults in the populations of interest indi-
cate, there is little chance that a “one size fits all”
approach can meet the diverse needs of the
extremely diverse communities of older
Californians. Health care policy for older
Californians from ethnic groups characterized by
immigration and low income must be tailored to
the unique needs of each population to be effec-
tive. It is not useful to lump together all national
populations within a region into a summary cate-
gory (i.e., “Asians” or “Latinos”). This may be
difficult in many communities because of the small
size of the populations in question, the number of
language services needed, and the isolation of
some elders due to lack of English proficiency.

Language 

More than one-third of older adults in almost
all of the immigrant populations, and more than
80% in some, speak little or no English.
Researchers have has found when communica-
tion problems exist between health care providers
and patients, access to appropriate care is reduced,
excess tests and procedures are ordered (some
providers have described it as “veterinary medi-
cine”), patient satisfaction is lower, more misun-
derstandings and complications occur, and costs
are higher (Grants in Health, 2003). 

The most common practice in communicat-
ing with older adults when the health care
provider does not speak their language is to ask
family members or friends to interpret. However,
this practice does not allow providers to receive
accurate information from patients themselves
because of the family member’s lack of training
and vocabulary in one or both languages and
potential censoring by family members. In cases
such as genito-urinary system complaints or elder
abuse, older patients may be hesitant or unable to
talk about their symptoms in the presence of their
family members because of modesty, taboos or
fear. Asking children or grandchildren to interpret
for limited English-proficient elders is particularly
problematic, even when they are the family
member with the best command of English.
Children will often have inadequate vocabulary
to discuss medical issues. Also, it may be traumat-
ic for the children because they recognize that an
elder’s health depends on them. (Chen, 2006;
Grantmakers in Aging, 2003). A bill to make it
illegal to use children as interpreters was intro-
duced in the California state legislature during the
2003-04 session but never passed. 

Title VI of the Civil Rights Act of 1964
requires all entities receiving Federal funds,
including health care organizations, to provide
trained interpreters to ensure that persons with
limited English proficiency (LEP) have meaning-
ful access to health services. This requirement is
included with the Standards for Culturally and
Linguistically Appropriate Services (CLAS) devel-

Section II: Policy Challenges
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oped by the Office of Minority Health (OMH)
(see Appendix B). Extensive guidelines for imple-
menting language services were released in 2005
by OMH (American Institute for Research,
2005). The Joint Commission on Accreditation
of Health Care Organizations (JCAHO) has also
set standards requiring organizations to ensure
effective communication by providing interpreter
and translation services (American Institute of
Research, 2005). However, implementing these
goals is not easy, even for clinicians committed to
appropriate multicultural care.

There are more than 200 languages spoken in
California, and it is impossible for even the largest
health care organizations to maintain interpreters
and translation services for them all. Medi-Cal
services are required by federal law to include lan-
guage access for patients with limited English pro-
ficiency, but the state of California has not yet
provided the appropriate matching funds to allow
Medi-Cal managed care programs to increase
their capitation rates or for Medi-Cal fee-for-
service providers to obtain reimbursement for
language access (The California Endowment,
2003). Based on recommendations by The
California Endowment and other advocacy
organizations, a bill was introduced in the
California legislature (SB 1405) in early 2006 to
require the state Department of Health Services
to establish a privately funded Task Force on
Reimbursement for Language Services to “take
specified actions relating to the provision of lan-
guage assistance services for the population that is
LEP and that is enrolled in the Medi-Cal pro-
gram—.” As of July, 2006, the bill had been
passed by the Senate and was being considered by
the Assembly.

To finance the cost of interpreter or transla-
tion services for LEP elders who are not in Medi-
Cal, the situation is even more difficult. Some
hospitals and large clinics maintain trained inter-
preters on staff, but only for the most common
languages. Some health insurance policies reim-

burse for interpreter services, but many do not.
When providers decide they need an interpreter,
they must find out if and how the service will be
reimbursed and then make arrangements, all of
which is difficult and time consuming (Chen,
2006). Based on the experience reported by
Alameda Alliance for Health, even if the health
care organization provides competent and avail-
able interpreter services for all patients at no cost
to physicians, for a variety of reasons including
physician preference, they are frequently not used
when needed (Grantmakers in Health, 2003). 

Some provider organizations utilize tele-
phonic interpreter services when nothing else is
available. This technology is very expensive,
however, requiring telephones in the examina-
tion rooms which are frequently not available,
and not regarded as satisfactory by many
providers. 

A team from the California Academy of
Family Practice supported by The California
Endowment has developed a Toolkit for
Physicians and their Staff Members to help them
address language access issues for patients in their
practice. This provides step by step assistance in
assessing patients’ needs and identifying and
accessing resources in clinical care (Roat, 2005). 

The consequence of inadequate translation
services for LEP elders and their families is fre-
quently major uncertainty about the availability of
appropriate health care communication and
reliance on a patchwork of ethnic specific agen-
cies, faith based organizations, or friends. A survey
of 43 Mutual Assistance Associations and Faith
Based Organizations in California serving older
Southeast Asian Americans, for example, found
that because of unmet need in clinical care, 85%
of the organizations provided medical interpreta-
tion and translation, primarily through untrained
staff and volunteers, but only 44% were funded
for that service (Niedzwiecki, et al., 2003). 

A related issue is health literacy for both
English and non-English speaking elders, espe-
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cially those with low educational levels. Elders
who are not able to understand medical instruc-
tions accurately are at increased risk for medical
complications and adverse effects of medications.
As noted in Table 1 and in the summaries of the
individual populations, it is not unusual for ethnic
groups to have one-third to one-half or more of
elders with less than 9 years of school. In some
populations such as Mexican Americans, Hmong,
and Cambodians, elders with no schooling are
common. 

Diversity of Health Care Providers 

Because of a lack of highly educated profes-
sionals from many of the immigrant and low-
income populations, few providers are available
from many of the populations California health
care organizations serve. The need for more
trained providers from diverse backgrounds has
been identified as a high priority for a number of
governmental agencies for more than a decade,
including National Institutes of Health, and the
Health Resources and Services Administration
which funds health care training programs.
Patients who visit doctors of their own race have
been found to rate their providers higher on pro-
viding respectful treatment (Malat, 2001). Both
the IoM report Unequal Treatment (Smedley, et
al., 2003) and The California Endowment sup-
port a more diverse workforce, pointing out that
minority providers are more likely to care for
underserved and low-income patients, and that a
diverse health work force improves cultural com-
petency, patient trust and participation, patient
satisfaction, and adherence to treatment. The mis-
match between the ethnicity of older minority
patients and providers has important conse-
quences. Providers’ lack of understanding of their
patients’ culture-based health beliefs, behaviors,
and family systems can result in provider frustra-
tion and/or patient misunderstanding of medical
regimens and lack of “compliance.” The lack of
bilingual, bicultural staff also results in lack of

individuals to do appropriate outreach, intake,
health education, and follow-up. This is especial-
ly critical in home care for the large number of
elders living alone in some populations. The
CLAS standards also include recommendations
for increased health care staff diversity.

Ethnogeriatric Training

There is a national shortage of providers trained
in geriatrics in all health care disciplines (Hudson,
2003). In addition, very few providers are trained
in ethnogeriatrics (health care of elders from
diverse backgrounds) and cultural competence.9

As noted in the profiles, historical experiences
of many populations have tended to erode trust in
the mainstream U.S. health care system. Focus
groups reported in the IoM report, Unequal
Treatment, (Smedley, et al., 2003) confirm the
experience of continued disrespect experienced
by minority patients in a variety of contexts.
Black patients were less likely to rate their physi-
cians as respectful than white patients (Malat,
2001), and Asian Medicare patients rate the qual-
ity of their care lower than other ethnic groups
(Lurie, et al., 2003; Taira, Safran, & Seto, 2001).
Communication styles of physicians have been
found to differ based on the patients’ race.
Physicians dominate the conversation more with
black patients than with white patients. Research
based on analyses of audiotapes suggests that in
interactions with minority/immigrant patients
both patients and physicians sound less interested,
engaged, and friendly (Johnson, Roter, Rowe, &
Cooper, 2004). 

To help reduce these and other disparities in

9 There are varying definitions of cultural competence in
the literature. The California Endowment website states
that “Culturally competent health systems are ones that are
engaged with and responsive to diverse individuals and
communities.” Another commonly used definition of cul-
tural competence is “a set of congruent behaviors, knowl-
edge, attitudes, and policies that come together in an
organization, system, or among professionals to enable
effective work in cross cultural situations,” or some varia-
tion of that.
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clinical care, the IoM report recommends that
“cross-cultural education be integrated into the
training of all current and future health profes-
sionals” (Smedley, et al., 2003, p. 20.) This type
of training is also recommended by the CLAS
standards (see Appendix B). Likewise, the Bureau
of Health Professions’ A National Agenda for
Geriatric Education: White Papers recommends that
“A curriculum in ethnogeriatrics must be
required as part of the core knowledge and sills
practice base of all health professions caring for
older adults” (Kline, 1996, p.96). 

Improving providers’ knowledge of, attitudes
about, and communication skills with immigrant
populations is especially important to show cul-
turally appropriate respect, nonverbal communi-
cation, working with family members, eliciting
patients’ perception of problems, integration of
culturally and spiritually based health traditions
and beliefs, diet and dietary restrictions, home
care, techniques for accommodating strict mod-
esty norms, end of life care, providing informa-
tion on serious or life-threatening conditions, and
health care decisions regarding long term care for
dependent elders. 

Health Promotion 

Screening, early detection, health education
for prevention and management of chronic dis-
ease, and immunizations are all necessary for
healthy aging for the diverse California popula-
tions. Policies to increase their access to health
promotion/disease prevention programs are cru-
cial given the large number of disparities that exist
in which minority elders have higher rates of
debilitating conditions than non-Hispanic elders,
and the fact that, on average, they present at later
stages in the illness, Studies have found disparities
in the degree to which older members of minor-
ity groups receive breast cancer screening, eye
examinations for patients with diabetes, osteo-
porosis screening, flu shots and other preventive

interventions (Mudano, et al., 2003; Schneider, et
al, 2001; Schneider, Zaslavsky, & Epstein, 2002).
In order to be effective, health promotion strate-
gies need to be done in culturally appropriate
ways for each unique population. They need to
take into account the conditions for which that
population is at particular risk and cultural issues
affecting preferences for screening, such as mod-
esty norms. The most effective models of health
education have been those in which the target
ethnic community is heavily involved and helps
sponsor and promote the programs in local
forums and ethnic language media. Promotores and
community health workers have also been very
effective in increasing participation of elders in
their communities in health promotion programs. 

Promotores/Community Health Workers

Because of the difficulties reaching and com-
municating with the large number of elders who
interact primarily within ethnic-specific social
systems (e.g., family, neighborhoods, and/or reli-
gious organizations) and who are not highly
acculturated to the mainstream California culture,
there is a strong need to provide health-related
cultural intermediaries for programs targeted to
the elders’ health care needs. Many successful
Latino oriented health promotion programs have
used promotores, who are members of the commu-
nity (usually women) trained to recruit and pro-
vide outreach, case management, transportation,
and other essential front line services and to train
other staff in cultural values and appropriate inter-
actions. 

The California Endowment (TCE) has been
active in funding and supporting programs using
Promotores or Community Health Workers
(CHWs) throughout the state. In a gathering of
representatives from 30 programs using these
workers sponsored by TCE in 2000, policy rec-
ommendations included the following (The
California Endowment, 2000): 
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1. Institutionalizing the programs so that they are
no longer dependent on grants for funding;

2. Developing and sharing resources and models
for training Promotores/CHWs;

3. Standardizing the pay scale to assure a living
wage; 

4. Having Promotores/CHWs recognized as an
integral part of the health care team; and

5. Personal support for Promotores/CHWs when
they feel overburdened by the needs of their
community members.

Diabetes 

All of the major ethnic populations of older
adults in California have increased risk of Type 2
Diabetes. According to a UCLA Center for
Health Policy Research bulletin, diabetes is on

the rise in California (Diamant, Babey, Brown, &
Hastert, 2005). A comparison of diabetes preva-
lence among elders from the major ethnic and
racial categories from the telephone-based
California Health Interview survey for 2001 and
2003 (Table 5 and Figure 1) illustrates this
increase. The over 65 populations have the high-
est risk of all the age groups, and with over one in
four African American, American Indian, and

Figure 1
Diabetes Prevalence among Californians

Aged 65 and Over, 2001 and 2003

Notes: 1American Indian and Alaska Native data included only for 2001 source
2 Specified as “Non-Latino White” in 2001 data and “White” in 2003 data. 
Sources: 
2001: California Health Interview data published in Wallace, S.P., Pourat, N., Enriquez-Haass, V., & Sripipatana, A. 2003; 
2003: Diamant, Babey, Brown, & Hastert 2005
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Latino elders and one in five Asian elders with
diabetes, it has earned the designation of epidemic. 

Although some diabetes prevention programs
are in place for African Americans, American
Indians, and Latinos, much more should be done. 

Data about the three largest older Asian pop-
ulations (Chinese, Filipino, and Japanese) suggest
that there is higher risk of diabetes among these
populations. The evidence pertaining to Japanese
individuals is substantial. In the smaller popula-
tions, however, less evidence is available. Asian
Indian elders have been found to have higher
insulin resistance, so higher risk of diabetes is
assumed, but that needs to be confirmed. In Asian
populations in which higher rates of diabetes have
been found, it appears to be related less to obesi-
ty than among other ethnic populations. Because
of higher rates of obesity, Native Hawaiian and
Other Pacific Islander populations are also at high
risk of diabetes (McBride, et al., 1996).
Prevention programs for these Asian and Pacific
Islander populations in California are not well
developed and should be a priority policy issue.

Long-Term Care 

Cultural norms of family care of dependent
elders in California vary by race and ethnicity. In
most Latino and Asian subpopulations, great
emphasis is placed on taking care of family mem-
bers within the home and not using residential
facilities or other formal services. Among some
Vietnamese families, culture-bound values miti-
gate against use of nonfamily home care as well
(Yeo, et al., 2001). In these populations the need
for ethnic-specific programs to relieve the stress of
family caregivers is great. In many of the immi-
grants’ home countries, extended family members
were available to help provide the expected fam-
ily-based care, but that is seldom the case in
California. At the same time, the strong cultural
norms produce a great deal of stress and guilt
when this manifestation of filial piety cannot be
met by the adult children, especially when all of

the adult children and children-in-law need to
work full time to afford to live in California. 

There are other immigrant populations (e.g.,
Japanese and Jewish) that have been effective in
developing residential and nursing home care
facilities that are specific to their cultural needs
and where elders feel comfortable in culturally
appropriate surroundings. A particular challenge
to developing appropriate formal long-term care
services among some ethnic communities is the
variation in traditions of volunteering. For exam-
ple, volunteering outside the family is not a part
of some cultures, and is sometimes disapproved.
Collaboration between ethnic-specific communi-
ty groups and organizations with successful long-
term care models could help provide the impor-
tant missing resource for the growing number of
California elders who need them. 

Collection of Race and Ethnicity Data 

In order to assess the needs of staff to meet the
needs of elders from diverse populations, health
care organizations need accurate information on
their patient populations. Accurate and uniform
data are lacking for many populations. The CLAS
standards indicates that “health care organizations
should ensure that data on the individual
patient’s/consumer’s race, ethnicity, and spoken
and written language are collected in health
records, integrated into the organization’s man-
agement information systems, and periodically
updated” (see Appendix B). 

The California Pan-Ethnic Health Network
developed specific recommendations to help
California health care organizations design sys-
tems for data collection (California Pan-Ethnic
Health Network, 2005). 

Access for Undocumented Older
Californians 

Since data are not available for undocument-
ed elders, it is difficult to know to what extent
these elders have access to health care services.
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Although there are clinics and hospitals that serve
ethnically specific populations, such as older
Latinos, without considering their legal status, the
national debate on restricting immigration has
created pressure on health care and other institu-
tions to deny their services to undocumented
immigrants. Recipients of Medi-Cal and
Medicare are required to be citizens of the United
States or to be legal immigrants. On July 1, 2006,
federal regulations were implemented to require
new and continuing Medicaid (Medi-Cal) bene-
ficiaries who claim to be U.S. citizens to show
proof of citizenship. After an outcry from senior
advocacy organizations protesting the ruling,
especially for many low-income older African
Americans and individuals in nursing homes who
do not have a way to obtain verified birth certifi-
cates or other valid documents, Medicare and
Supplemental Security Income beneficiaries were
exempted from the requirement (Medical News
Today, 2006). As long as there continue to be
new undocumented populations (e.g., Mixtecs),
there remain the questions of whether appropriate
health care for these populations will be available
and whether they will feel comfortable using it.
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number of health care services targeted to
ethnically diverse elders in California have

developed successful models to meet some of the
challenges outlined. Three examples are briefly
described below.

ON LOK SENIOR HEALTH SERVICES

On Lok was developed in the 1970s as an
innovative response to the need to provide cul-
turally appropriate long-term health and social
services to frail and low-income seniors in the
Chinatown area of San Francisco. Modeled on
the day hospitals in Great Britain, On Lok pro-
vides comprehensive, cost-effective health care
through adult day health centers to elders who,
because of their functional status and income
level, are eligible for nursing home care and
Medi-Cal. Because one of the On Lok’s goals is
to reduce the need for nursing home care, it is
culturally appropriate for the large number of
older frail Chinese Californians who live with
their family members. It also serves elders from
Chinese and other backgrounds (e.g., Italian) that
live alone in small apartments in the same dense-
ly populated neighborhood. 

Personal care assistants and drivers who speak
Cantonese and other Chinese dialects are on staff
and trained to provide door-to-door transporta-
tion to the adult day care centers and a wide range
of services for these elders with multiple needs.
Bilingual, bicultural health professionals in multi-
ple disciplines, including medicine, are also

recruited and trained. The result is an extremely
successful model of health care that is more cost
effective than nursing home placement. After
documenting the health and fiscal advantages, On
Lok obtained Medicare and Medi-Cal waivers to
provide a range of services in the adult day health
centers that are not usually available on an outpa-
tient basis. On Lok now has seven centers
throughout San Francisco and one in Fremont
and serves a variety of populations. One is the
30th Street Center, which is in a predominantly
Latino neighborhood. It provides Spanish-speak-
ing staff members and multidisciplinary compre-
hensive health care. Because the model has
achieved national recognition for its exceptional
level of care at lower cost than nursing homes, it
is now replicated in 43 locations nationwide as
the PACE program (Program for All Inclusive
Care of the Elderly) with many different ethnic
and low-income populations of frail elders (see
www.onlok.org and www.npaonline.org).

ALZHEIMER’S ASSOCIATION DEMENTIA
CARE NETWORKS 

Funded in part by the state of California and
the Administration on Aging in 1992, the Los
Angeles Chapter of the Alzheimer’s Association
developed El Portal, an innovative program to
identify and address unmet service needs among
underserved persons with dementia and their
caregivers (Edgerly & Sullivan, 2006). The suc-
cessful “El Portal” Dementia Care Network

Section III: Models of Culturally
Competent Health Care Services for
Diverse Older Californians

A
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model was replicated in an African American
community in 1997 and in three Asian popula-
tions in 2000, which included one in Santa Clara
County serving Chinese and Vietnamese care-
givers and another in Los Angeles County serving
Chinese and Japanese caregivers. The original
project and each replication of it have been col-
laborations among the Alzheimer’s Association,
the Area Agency on Aging, and trusted ethnic
health and social service organizations in individ-
ual communities. These included Little Tokyo
Service Center and the Chinatown Service
Center in the Los Angeles area and John XXIII
Multi-service Center serving Vietnamese and
Chinese families in San Jose. Needs assessments or
focus groups were used to gather information to
tailor the services to the needs of the community,
and to provide recommendations for how to pro-
mote culturally sensitive dementia care services.

Four principles guide the Dementia Care
Network program: 1) the community must
become involved in the development and over-
sight of the project; 2) the community has a
strong sense of what will work and is empowered
to individualize the program to match local beliefs
and strengths; 3) the project should include
capacity building, not just service provision; and,
4) there should be reciprocity between the
Alzheimer’s Association and the partnering com-
munity agencies so that the Association learns
how to provide culturally appropriate services to
the targeted community and the local providers
learn about dementia care and addressing care-
givers’ needs (Edgerly & Sullivan, 2006). 

The centerpiece of the dementia care net-
work model is the use of bilingual/bicultural care
advocates who are recruited and hired by the
partner agencies to conduct in-depth home-based
assessments, provide information and referrals,
connect families to diagnostic, support, and com-
munity-based services, and provide community
education and outreach. They assist families in

navigating bureaucracy, help them access services,
and are a community resource for other ethnic
professionals who need to learn how to provide
dementia services. The Alzheimer’s Association
provided intensive dementia-related training and
clinical supervision to the care advocates in collab-
oration with the partner agencies, and provided
caregiver support groups, educational workshops,
professional training and safe-return services to
families in the program (Edgerly & Sullivan,
2006). 

SACRAMENTO URBAN INDIAN HEALTH
PROJECT, INC.  (SUIHPI)  DIABETES
MANAGEMENT PROGRAM 

SUIHPI, a nonprofit clinic providing health
services to American Indians in the Sacramento
area, was chosen by a Robert Wood Johnson
(RWJ)-sponsored national initiative in 2001 as a
“Best Practice” for its diabetes program (Siegel,
Berliner, Adams, & Wazongarz, 2003). One of a
number of primary care, dental, counseling, and
health education programs provided by SUIHPI,
the diabetes program began in 1996 with a grant
from the Indian Health Service to combat the
growing problem of diabetes among Sacramento’s
Native American population. Their patient pop-
ulation includes American Indians from over 30
tribes, many of whom are transient, moving on
and off nearby reservations and rancherias. The
uninsured comprise 20% of patients, with Medi-
Cal and Medicare covering approximately 80%;
75% of the medical and dental patients have
incomes below the poverty line. 

Patients are recruited to the diabetes program
through primary care and dental service staff and
through outreach at Indian cultural events,
including a pow-wow sponsored by SUIHPI.
The “Native American grapevine” has also been
a successful word-of-mouth recruiting strategy.
Individuals identified as diabetic are contacted,
offered information about the program and the
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monthly nutrition classes held at SUIHPI and
sponsored by the county health department,
given free glucometers, and taught how to meas-
ure their blood sugar.

The heart of the program is the Native
American lay community health workers who are
high school educated members of the communi-
ty. They are given three weeks of training on dia-
betes, which all involved agree is inadequate. The
RWJ report (Siegel, et al., p. 34) states: 

Both the health workers and other staff note the
importance of the health workers being Native
American, citing the high level of mistrust of
whites among the Native American population.
In addition, health workers said that having
lived on reservations and had life experiences
similar to those of their clients, provide them
with important insights into their clients’
lifestyles, beliefs, and needs, as well as the chal-
lenges clients face beyond diabetes management. 

They conduct weekly home visits to provide
ongoing education about diet, exercise, and dis-
ease management for new patients, and less fre-
quent visits after their diabetes is controlled. They
also provide transportation to the nutrition classes.

Other cultural issues that are important in the
program include: recognizing the importance of
family and community networks in Native
American culture; framing diabetes management
as “consistent with Indian values”; recommend-
ing traditional Indian diets; reminding clients that
the traditional Indian lifestyle is very active,
which makes physical activity culturally appropri-
ate; recognizing that the current high fat diet of
many older Native Americans is the direct result
of having been raised on reservations where they
received cheese and lard among the “surplus”
foods supplied by the government; and recogniz-
ing the important role of elders in the culture. For
example, because elders are viewed as teachers
and mentors, it may be difficult for them to admit
having an illness such as diabetes when it might be
viewed as a sign they have failed as good role

models. In interacting with elders, it is inappro-
priate for a younger person to correct or criticize
them, so that a careful line needs to be walked
when offering behavioral modification advice to
them. Also noted were the issues around shame
and privacy that can be barriers to treatment in a
community where “the grapevine” is an effective
means of communication.

SUMMARY: MODELS OF CULTURALLY
COMPETENT HEALTH CARE SERVICES
FOR DIVERSE OLDER CALIFORNIANS

It is important to note characteristics that
these three successful models have in common: 1)
they all have developed a model of care appropri-
ate to the cultural values of the target communi-
ty in collaboration with the local community
members rather than impose a mainstream model;
and 2) they rely on bilingual, bicultural front line
staff from the target community to provide the
important patient/client services. These include
the drivers and personal care providers in On
Lok, the care advocates in the Alzheimer’s pro-
grams, and community health workers (CHWs)
in SUIHPI, all of whom are well integrated into
the health care team and appreciated for the prin-
cipal role they play in the program.



Women, Health and Aging: Building a Statewide Movement || 96

iven the heterogeneity of California’s immi-
grant and low-income elders from diverse

ethnic populations, policies and services in sup-
port of healthy aging need to take into account
their unique history, strengths, and needs. Doing
so would likely result in the creation of targeted
models for each population. The policies recom-
mended below should be available to the relevant
populations in all parts of the state. (See Table 6
for the relationship of policy recommendations to
the challenges identified.)

SPECIFIC POLICY RECOMMENDATIONS

1) Develop and provide incentives for ethnic
specific community organizations to develop
culturally appropriate geriatric services for
elders in their own communities, which
could be in partnership with mainstream
organizations or those from other ethnic
communities.

This might include home care, adult day care
or other respite care for caregivers, appropri-
ate models of residential care for frail elders,
support for elders with dementia and their
caregivers, and end-of-life care, all in a cul-
turally acceptable delivery style. 

2) Provide incentives for health care organiza-
tions to implement CLAS standards (see
Appendix B).

3) Advocate for the immediate inclusion of
state-provided matching funds for interpreter

services for Limited English Proficient Medi-
Cal recipients.

4) Educate health care plans and physicians on
the need to provide and use trained inter-
preters as a provided service in managed care
plans and as reimbursable costs in fee-for-
service care. 

5) Advocate and support lower cost telephone-
based interpreter services to make it more
cost effective for health care organizations to
meet the needs of limited English proficient
elders for improved communication with
health care providers.

6) Provide support for increasing health literacy
among elders from diverse populations to
reduce miscommunication with their
providers and mistakes in following
providers’ instructions. 

7) Provide, support, and require education in
ethnogeriatrics and cultural competence for
all health care providers who care for older
Californians.

8) Develop state collaboration with Indian
Health Centers, especially in urban areas to
create comprehensive geriatric health care
and caregiver support programs for Indian
elders.

9) Develop better ethnic specific data sources
for state planning, especially for relatively
small populations of disadvantaged immigrant
elders with distinctive cultures. 

Section IV: Policy Recommendations

G
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10) Support wide scale community based cultur-
ally appropriate diabetes prevention, early
detection, and management programs, espe-
cially for older high risk populations where
they have not been developed.

11) Convene an exploration of methods to
finance the recruitment, training, and inte-
gration of community health workers/promo-
tores from ethnic backgrounds as standard
services to provide health promotion, health
education, and chronic disease management
services for elders from their own ethnic
backgrounds in diverse populations. 

SUMMARY

By designing policies based on the needs of
ethnic-specific populations of California’s older
adults, and by addressing the shortcomings of the
health care system, California can reduce the dis-
parities in services available to immigrant and
low-income ethnic elders. By developing these
systems of support in collaboration with the eth-
nic communities, the diverse population of elders,
who will soon comprise two-thirds of all
California’s elders, will be assured of better
opportunities to live healthy lives.
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Appendix A
Expanded Descriptions of the Historical Background, Cultural
Characteristics, Traditional Health Beliefs, and Health Risks of
Elders of California’s Ethnic Populations

OLDER CALIFORNIA IMMIGRANTS

Asian Americans

OLDER CHINESE CALIFORNIANS.10 Elders
from the largest Asian subpopulation describe
themselves as being Chinese, but they may have
come to the U.S. from a variety of countries
including mainland China, Hong Kong, Taiwan,
Vietnam, or via Canada or some other country.
The small minority who were born in the U.S.
may be the children or grandchildren of Chinese
men who came to California (Gold Mountain)
during the gold rush or to work on the very dan-
gerous jobs building the railroads in the 1800s.
The Chinese Exclusion Act, which made immi-
gration of Chinese laborers illegal, was passed in
1882 during a period of severe discrimination. It
was not repealed until 1943. In the early part of
the 20th century many families were divided
between China and California because of immi-
gration restrictions,11 and many current older
Californians were part of those “mutilated” fami-

lies, as they have been called. In 1946 a law was
passed allowing 9,000 “alien wives” of permanent
residents or U.S. citizens to immigrate, spiking
birthrates in Chinese families along with the more
general postwar baby boom.

Periodically during the last quarter of the
20th century, Chinese people from Taiwan and
Hong Kong have been allowed to immigrate to
the U.S. as a result of liberalized emigration poli-
cy in mainland China. Many Taiwanese have
come to the U.S. to work in computer compa-
nies; people from Hong Kong were allowed to
emigrate before the transfer of sovereignty from
England to China. As a result of these and prior
waves, the current cohort of older Chinese
Californians is extremely heterogeneous.
Linguistically, non-Taiwanese with limited
English proficiency (LEP) may speak Cantonese,
especially if they are from Hong Kong, the
Taiwanese probably speak Mandarin or
Taiwanese, and some speak other languages such
as Toisanese.12 Those elders who follow their
children to the U.S. frequently live in three-gen-
eration households. Since few have pension
income if they retired in China, in the absence of
considerable family assets, most have little income
themselves. Consequently, subsidized senior
housing programs are sometimes overwhelmed
by the large number of applications from recent-

10 Unless otherwise indicated, the historical and descriptive
material related to the older cohorts of Californians from
diverse ethnic backgrounds in the following sections is
taken from Yeo, Hikoyeda, McBride Chin, Edmonds, &
Hendrix (1998) Cohort Analysis as a Tool in Ethnogeriatrics:
Historical Profiles of Elders from Eight Ethnic Populations in the
United States. SGEC Working Paper #12, Stanford, CA:
Stanford Geriatric Education Center and also from the cen-
sus data reported in Table 1. 
11 Some merchants and their family members were allowed
to immigrate but frequently detained for weeks in the infa-
mous “shed” on Angel Island until two credible non-
Chinese witnesses testified they were legitimate merchants
and not laborers. “Paper sons” could also immigrate if nat-
uralized citizens brought them back from China claiming
them as their sons.

12 It is helpful for many health and social service providers
who would like to serve older LEP Chinese American to
know that the written language is the same for all the
Chinese spoken languages and dialects.
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ly immigrated Chinese elders who prefer to not
live with their children.

Many 2nd and 3rd generation Chinese
American elders are well educated, speak English
only, live a comfortable middle class life in the
suburbs, and are very acculturated to American
culture. There are a few very wealthy Chinese
elders, especially those who brought assets from
Hong Kong before its transfer to China.
Nevertheless, the poverty rate for all older
Chinese Californians is almost twice that of older
Californians in general (Table 1). It is common to
find low-income older Chinese Californians that
have lived in urban Chinatowns most of their lives,
speak little or no English, and frequently live alone
in isolated one room apartments. Many elders are
from Taoist and Confucian traditions, which are
not organized faith communities, and others are
members of Christian or Buddhist congregations.

In general, older Chinese Americans have
lower risk for cardiovascular conditions than
other older Americans, but there is evidence that
the risks increase with longer residence in the
U.S. Incidence of esophageal, liver, pancreatic,
and nasopharyngeal cancer is higher than their
non-Chinese cohorts, and breast cancer is lower.
Colon cancer was found to be less prevalent, but
some data suggest it increases with acculturation.
Vascular dementia has been found to be more
prevalent among elderly Chinese immigrants than
among elders in general. Diabetes and suicide are
also higher among older Chinese American
women than older American women in general.
(McBride, Morioka-Douglas, & Yeo, 1996).
Census data indicate slightly fewer older Chinese
Californians are disabled than older Californians
in general (see Table 1). 

Common health beliefs include: classic
Chinese concepts of health as a balance between
yin and yang, (including the need to alter diet to
keep the balance); the need to keep Chi (or Qi),
the vital life force, unblocked and flowing; and
hesitancy to talk about death or complete advance

directives. One study of 106 Chinese elders aged
65 and over attending senior centers in Santa
Clara County found that 58% had no regular
physician and that 31% had no health insurance
(Lin, 1995). Many, but not all, elders from
Chinese backgrounds prefer that their children be
informed about their health conditions and make
the necessary decisions. There is a strong expec-
tation of family care for dependent elders among
Chinese American families (McBride, et al., 1996;
Yeo & Hikoyeda, 2000).

OLDER FILIPINO CALIFORNIANS. In the
1920s and 1930s many thousands of young
Filipino men came to California to work on farms
and in other low paying jobs. When jobs became
scarce during the Depression, these “pinoys,” as
they called themselves, suffered widespread dis-
crimination, violent attacks, and legal restrictions,
including a law that forbade them from marrying
white women. In 1934, the Tydings-McDuffie
Act limited immigration from the Philippines to
50 people per year, and in 1935, more than 2,000
U.S. residents were repatriated back to the
Philippines. 

After World War II, 16,000 Filipino war
brides of U.S. military personnel arrived. Then
after the 1965 Immigration Law relaxed quotas
and allowed for family reunification, large num-
bers of Filipino health care and other profession-
als and their families immigrated to California,
including older family members. This wave prob-
ably accounts for the relatively high proportion
(44%) of older Filipino Californians that have
some college education (see Table 1), higher than
older Californians in general. However, it should
be noted that a relatively high proportion (28%)
also have less than a 9th grade education.
Although 90% of older Filipino Americans are
“foreign born,” a much higher percentage of
them speak English well than most other older
Asian Californian groups because they learned
English in school in the Philippines. Most also
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speak Tagalog (Pilipino), and many speak other
native languages as well, such as Ilocano or
Cebuano. 

As a result of special legislation passed during
the 1990s, an estimated 4,000 older Filipino vet-
erans, who had fought for the Allies in the Pacific
during World War II but had never received the
promised citizenship, were given immediate U.S.
citizenship and allowed to immigrate. Most
arrived in California, and many arrived alone.
They were not given the usual veterans benefits,
so most are on Medi-Cal and Supplemental
Security Income. Many live in substandard hous-
ing, and some are homeless, with many obtaining
meals from senior centers and soup lines.

Older Filipino Americans are at higher than
average risk for hypertension, gout, diabetes, and
tuberculosis, but their risk of most kinds of cancer
seems to be lower than average (McBride,
Morioka-Douglas, & Yeo, 1996). Almost half of
Filipino elders in California reported a disability
in 2000 (Table 1). Culturally based health beliefs
and practices include a strong reliance on family
decision making, family care of dependent elders,
belief among the deeply religious segment of the
predominant Catholic population that illness can
be caused by God’s will, and for some, a belief in
the power of good and evil spirits to cause or pre-
vent illness (Yeo & Hikoyeda, 2000).

OLDER JAPANESE CALIFORNIANS. The
California demand for workers from Japan began
in the latter 19th century after the Chinese
Exclusion Act prohibited the immigration of
Chinese laborers. These Issei (first generation
immigrants) were the first of several waves of
migration; the largest occurred from 1900 to
1920, which provoked substantial discrimination
against the Issei and their children, the Nisei.
During this period Issei men frequently married
“picture brides” by proxy. They were not
allowed to own land or become citizens in
California, and anyone marrying an Issei lost

his/her citizenship. The 1924 Immigration
Exclusion Act ended all immigration from Asia
except from the Philippines. 

Most of today’s older Japanese Californians
experienced internment in “concentration
camps” during World War II after the bombing
of Pearl Harbor and the declaration of war with
Japan. Families were given only 48 hours to
arrange to leave their property for an unknown
period, pack their belongings and be taken to one
of ten camps, most in the remote desert where
they lived in crowded conditions with little pri-
vacy or amenities for up to four years. While their
families were in these conditions, many Nisei men
volunteered for military service in Europe where
several of these units distinguished themselves by
their heroism. After the war the interned families
were permitted to return to their homes, where
many found their property had been vandalized
or neglected, and they continued to experience
discrimination in housing and employment. 

The end of World War II saw the immigra-
tion of approximately 45,000 war brides from
Japan, many of whom had been disowned by
their families for marrying a man who was not
Japanese. After the Walter-McCarren Act enabled
Issei and other Asian immigrants to become U.S.
citizens, more than 48,000 Japanese immigrants
became naturalized citizens in 1965. Since that
time, immigration from Japan has been low,
although a small cohort known as “Shin Issei” has
settled in the U.S. since 1980. As a result, most of
today’s older Japanese Californians are Nisei, and
possibly Sansei (third generation) and are relative-
ly acculturated to mainstream U.S. culture.
Indeed, only 7 percent have less than 9 years of
education and only 15 percent (probably Shin
Issei) speak little or no English. Many older
Japanese Californians are Buddhist; others belong
to various Protestant denominations. 

More is known about the health status of
Japanese American elders than any of the other
Asian American elders due primarily to the large
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longitudinal study of Japanese men in Hawaii
begun in the 1960s. They have been found to be
one of the longest lived populations in the world,
if not the longest. Their risk of hypertension and
heart disease is lower than other older Americans,
although they are at higher risk for vascular
dementia and hemorrhagic stroke. Diabetes is also
higher even in the absence of obesity. They are
also at higher risk for esophageal, liver, and stom-
ach cancer but lower risk for prostate cancer.
Japanese American women have more osteoporo-
sis but fewer hip fractures and less breast cancer
than older American women in general. Suicide
has been found to be higher among Japanese
Americans (McBride, et al., 1996). The tradition-
al Japanese health care system of Kampo is similar
to the balance theories of the classical Chinese
system, but there is little evidence that it is wide-
ly practiced in the U.S. 

More elders from Japanese backgrounds live
alone than from other Asian backgrounds (Table
1). In several California cities, the Japanese
American communities have built independent
living, assisted living, and/or nursing homes facil-
ities oriented to the Japanese culture so that their
elders would feel comfortable there, and in many
there are high rates of volunteerism by younger
Japanese Americans. 

OLDER VIETNAMESE CALIFORNIANS. Viet-
namese immigration is a recent phenomenon.
The first wave of Vietnamese immigrants came to
the U.S. in 1975, after the Vietnam War. Many
families who had worked for Americans evacuat-
ed Saigon in traumatic circumstances just hours
before its fall into Communist hands. The first
immigrants were primarily well educated profes-
sional and military families, many of whom spoke
English. Most immigrants in later waves were
neither well educated nor affluent. Many escaped
in small, crowded, unseaworthy boats, and many
of them who escaped to other countries spent
years in refugee camps before they were allowed

entry into the U.S. 
In addition to the majority ethnic

Vietnamese, a few are Khmer Kampuchea Krom
who trace their ancestry and traditions to Khmer
people who lived in the regions of South Vietnam
that were once part of Cambodia. There are also
individuals of Chinese and part Chinese ancestry.
The largest populations are in Orange and Santa
Clara Counties, but large numbers also live in
most of the state’s metropolitan centers
(Niedzwiecki, Yang, & Earm, 2003). 

Not much is known about this relatively new
population of elders. Three-quarters speak little
or no English, and almost half (47%) have less
than 9 years of education (Table 1). Predominant
religious preferences are Catholic and Buddhist. 

Vietnamese American women have very high
rates of cervical cancer compared to other popu-
lations. Depression and post traumatic stress are
more common among Vietnamese immigrants
than among the general American population, but
for some, stigma has limited their access to men-
tal health services (McBride, et al., 1996). More
than half of older Vietnamese Californians report
having a disability, which is higher than any other
population other than Southeast Asians (Table 1).
Balance theories of health, effect of karma, and
wind illness treated by cupping and coining are
common traditional health beliefs. There is a very
strong emphasis on family care in the Vietnamese
culture so that there is considerable trauma in
families when they cannot manage the care of
dependent elders alone. Both members of
younger couples frequently work outside the
home, and it is not uncommon for a single adult
child or a spouse to struggle alone to care for an
elder with dementia problems (Yeo, Tran,
Hikoyeda, & Hinton, 2001).

OLDER KOREAN CALIFORNIANS. Many of
the 10 percent of today’s Korean American elders
who were born in the U.S. are descendents of the
small number of young men who came to Hawaii
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and then to the West Coast in the early 1900s and
their picture brides who came after proxy mar-
riages arranged by their families, and a small num-
ber of political activists who were critical of
Japan’s annexation of Korea. Between 1910 and
1924 they were allowed by Japan to emigrate and
seek political asylum in the U.S.

There were three distinct populations includ-
ed in the approximately 14,500 Koreans who
immigrated in the next wave in the 1950s and
early 1960s. Almost half were Korean wives of
U.S. service men who had been stationed in
Korea during the Korean War; many had low
levels of education and occupational skills; family
conflict and divorce was common, and they were
frequently isolated from the support of the
Korean American community. Another large
group were war orphans adopted by
EuroAmerican families, and a third smaller group
were professionals, skilled workers, and students. 

About 90% of the current Korean American
community came to the U.S. after the immigra-
tion law became more lenient in 1965. Almost
20,000 immigrated per year from 1965 to 1970,
and increased with family reunification after that.
Major portions of immigrants from Korea since
1970 have been followers of children; for exam-
ple, over 8,000 aged 60 and over entered the U.S.
from 1989 to 1992. The result of the differing
characteristics of the immigrating groups in differ-
ent eras is a very heterogeneous population of
older Korean Californians. Two-thirds speak little
or no English, and 18 percent have incomes
below the federal poverty line, which is the high-
est of any of the Asian communities in California,
with the exception of the small Hmong and
Cambodian communities. The percent living
alone (22%) is almost as high as the highly accul-
turated Japanese Californians; while the tradition-
al Korean culture is high in familism and filial
piety, there is evidence that both older Korean
Americans in California and their adult children
are moving away from these values (Moon,

2006). The older Korean women in California
seem to be particularly disadvantaged. Twenty-
nine percent live alone (compared with 10% of
older men), 40 percent have less than a 9th grade
education (compared with 14% of men), and 22
percent have some college (compared with 53%
of men) (U.S. Census, 2000). This disparity may,
in part, reflect the disadvantages experienced by
the aging cohort of Korean war brides.

It is known that older Korean Americans
have higher risks of diabetes (even in the absence
of obesity), hepatitis B virus and resulting liver
cirrhosis, and tuberculosis than older Americans
in general, but the health risks of older Korean
Americans have been not well characterized
(McBride, et al., 1996). Disability rates are 39%
among older Korean Californians (Table 1).
Accessing health care may be constrained because
of lack of health insurance, especially for those
not yet 65 and eligible for Social Security and
those followers of children who immigrated at
later ages and who are not eligible for Medicare
benefits without paying large premiums. 

Many also believe in traditional Korean medi-
cine practices known as Hanbang and may consult
those practitioners (Hanui) before Western medical
providers. Based on the balance theories of classical
Chinese medicine, common treatments include
moxibustion, herbs, and cupping (McBride, et al.,
1996; Sohn, 2006). Illnesses may be attributed to a
failure to fulfill spiritual obligations, whether these
are based in Christianity (the most common reli-
gious preference of Korean Americans) or in
Confucianism, animism, or shamanism. These may
include failure to pray, displeasure of ancestors with
their burial place, or offending folk spirits. Some
may attribute the illness to Hwabyung (“fire illness”)
which is caused by failing to keep their emotions
from being expressed openly as traditionally
required (Sohn, 2006). 

OLDER ASIAN INDIAN CALIFORNIANS. Like
the older Koreans in California, very few elders
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from East Indian ancestry were born in the U.S.
(11%); most of those probably descended from
the Sikh farmers who came to the Yuba City area
or others who came to work on the railroads from
the Punjab area of India as early as 1908. Other
migrant streams in the mid to late 20th century
brought immigrants to the U.S. from East Africa
and Fiji whose families had moved to those areas
from India sometimes generations ago. More
recent immigrations are frequently professionals
and skilled technicians who come to fill jobs in
the computer industry or health care. Many of the
latter group sponsor their parents who come to
join them as followers of children after their
retirement in India. 

The current cohort of older Asian Indian
Californians usually identify themselves as “Asian
Indian” or “Indo American.” Relatively few
(7.5%) have incomes below the poverty line, and
almost equal proportions (about one-third each)
have less than 9 years of education and a college
education (Table 1). In spite of the general
impression that most speak English well, 44 per-
cent say they speak little or no English, and their
native languages could be one of several from dif-
ferent geographic areas, such as Hindi, Punjabi,
Tamil, or Gujarati. Although the religious back-
ground of individuals from India is frequently
assumed to be Hindu or Sikh, there is also a large
Muslim population in India. In California cities
with large populations of Asian Indians such as
Fremont, there are numerous Hindu and Sikh
temples as well as mosques. 

Not much is known about the health risks
among Asian Indian elders in the U.S. Coronary
artery disease and diabetes related to insulin resist-
ance are higher than the average for elders in the
U.S. As with other followers of children, they are
particularly vulnerable to isolation, loneliness, and
depression if they are completely dependent on
their adult children for transportation, financial
support, and interpretation/translation in their new
communities. Many elders chew pan (tobacco with

spices) which puts them at increased risk of oral
submucosal fibrosis. Many practice the Ayurvedic
health beliefs traditional in India for centuries,
which emphasize balance of elements. Hindu
health beliefs include the influence of karma from
past lives on the causes of illness. Because of issues
such as modesty and sacred body ornamentation,
it is important for health care providers to be
familiar with Indian cultural concepts to care for
elders appropriately (Periyakoil, 2004).

OLDER CAMBODIAN, LAOTIAN, AND

HMONG CALIFORNIANS. In addition to the larg-
er populations discussed above, there are a num-
ber of smaller populations of immigrant elders in
California for which the data are too limited to be
described in detail. However, three of the popu-
lations in greatest need are those other than
Vietnamese from Southeast Asia, so it is extreme-
ly important to recognize their unique situations.
The Cambodian, Laotian, and Hmong popula-
tions all came as refugees after the war in
Vietnam, beginning in the late 1970s, many times
after spending years in terrible conditions in
refugee camps. Elders from those populations
have the highest rates of poverty (22%-34%), the
highest rates of disability (64%-70%), the poorest
education (75%-92% with less than 9 years), and
are at greatest risk of isolation because of their
lack of English skills (80%-85%) compared to
other ethnic populations in California. The elders
also have the smallest percentages living alone
(2%-3%) which reflects the strong norms of fam-
ily care. The groups have in common the empha-
sis on spiritual effects on health care, and
providers should be particularly mindful of strings
or other bodily ornaments that have spiritual con-
nections, so that they should never be removed
without permission.

From Laos come ethnic and tribal groups
identified as Lowland Lao or Lao Laum, Lu Mien,
Khmu and Thaidam in addition to the Hmong
for whom data were collected separately in the
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2000 census and who are discussed below. The
Cambodians are predominantly ethnic Khmer but
also include Cham, an ethnic Moslem minority.
The largest communities are in Los Angeles and
San Joaquin Counties (Niedzwiecki, et al., 2003).
They have been found to be at high risk for
severe headaches with dizziness they attribute to
“sadness from thinking too much,” which is
assumed to be related to the extreme trauma and
loss of family members they experienced under
the cruelties of the Khmer Rouge regime in
Cambodia (Handelman & Yeo, 1996). This may
or may not be related to post traumatic stress dis-
order and depression, for which they are also at
higher risk. Buddhism is the primary religion and
priests are frequently community leaders in the
Cambodian community.

Hmong populations are largest in the
Sacramento, Fresno, Merced, and other Central
Valley locations. Their background before com-
ing to the U.S. was primarily as a hill tribe in Laos
and Cambodia with a unique culture and with lit-
tle or no contact with European cultures. They
had no written language until the mid 20th cen-
tury. The men had the reputation as successful
fighters, so they were recruited by the Central
Intelligence Agency to fight the Communists in
Laos during the War in Vietnam. With the fall of
Saigon, they were vulnerable to Communist ret-
ribution, so most of the population escaped to
refugee camps in Thailand and/or came as
refugees to the U.S. or Europe. For those who
came to California, the abrupt relocation to a
completely different cultural environment where
they encountered urban communities and
unknown technology (e.g., flush toilets, electric
stoves, and light switches) and lived in apartments
for the first time required a huge adjustment
(Fadiman, 1997). Their large extended patriarchal
family and clan structure helped provide some
stability during the transition, and in spite of
many hardships and adjustments, many young
members of their families are now successful stu-

dents and young professionals. The last immigra-
tion of several thousand Hmong to California
communities occurred in 2004 and 2005 as the
Thai government closed the refugee camps
(Mangaliman, 2006). 

Although there are no specific data on the
health risks of Hmong elders, their unique health
beliefs and practices have been described
(Fadiman, 1997; Gerdner, Xiong, & Yang, 2006).
They include strong influences of various spirits
and ceremonies with animals conducted by
shamans to break spells thought to cause illness. 

Older Latino Californians

Just as immigrants to the U.S. from Asian
countries are frequently lumped together as
“Asians” in spite of their differences, “Hispanic”13

individuals in California include those whose
ancestors predated the Anglo population in what
was originally part of Mexico, and those who
immigrated, or whose ancestors immigrated, to
the U.S. from one of dozens of countries where
Spanish is the dominant language. In spite of the
commonalities of language, elders in California
classified as Latino are in reality very heteroge-
neous in their level of acculturation, immigration
history and experiences, health status, health care
access, economic resources, and educational level.
This diversity is apparent both within and
between the populations who emigrated from
countries or regions described separately in the
sections below in order of their size. 

OLDER MEXICAN CALIFORNIANS. The
largest ethnic population in California are those
people who identify themselves as Mexican or
Mexican American. The 300,000 elders in this
population are extremely diverse. They descend
from families who had Spanish land grants before
Mexico and California were established entities,
families who immigrated in the many waves of

13 In California and the Western states the term “Latino” is
used more frequently. 
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immigration since 1850, a large number who
came across the border as children or young
adults, and those who immigrated as followers of
children in their later years. 

Immigration across the California/Baja
California border has become increasingly for-
malized and restrictive since the late 1800s when
it was relatively informal with considerable
movement back and forth. Because of the restric-
tion on Chinese and Filipino immigration, there
was a great demand for Mexican labor during the
1920s, when an estimated 3% of the total popula-
tion of Mexico came to the U.S. When the Great
Depression began, the demand for Mexican labor
decreased, and a massive forced repatriation pro-
gram was established to return residents without
legal documents to Mexico, leaving U.S-born
spouses and children of repatriates to choose
between separating their families or moving to
Mexico.

Large numbers of Mexican Americans served
with honor in World War II, but on returning,
they were subjected to continued discrimination
in housing, employment, and education. During
the 1970’s, when the present cohort of Mexican
American elders were middle aged, more women
than men came to the U.S. because wives and fam-
ily members of previous immigrants were given
priority, and because there was great demand for
domestic workers. During this era urban Mexican
Americans increased to 85% of the total due to
economic shifts away from agriculture. 

With the exception of the 1930s, throughout
the 20th century and until the present, the
demand for labor in California has overwhelmed
the restrictions on immigration from Mexico, and
many came informally if they could not come
formally. Except for the Bracero program for
short-term contract immigration during World
War II, the few options for legal immigration
could not begin to accommodate all those who
wanted to come. The informal system frequently
involves coyotes who charge aspiring immigrants

large sums of money to slip them across the bor-
der, many times in very dangerous conditions. As
a consequence many of today’s elders in
California from Mexican backgrounds have had
the challenge of coming to, and living in, a sys-
tem that did not recognize their right to resi-
dence, and have not had some of the benefits that
were available to other older Americans.
Although there were periods of amnesty when
some were allowed to become naturalized citi-
zens, periodic deportations, the anti-immigration
movement, and “Welfare Reform” legislation
continue to be sources of anxiety for many older
Mexican Californians that affect their utilization
of services. In 1985, David Maldonado wrote:

If older Hispanics...perceive themselves as not
belonging and therefore as not sharing in the
benefits and entitlements of this society, then it
is understandable that they tend to underuti-
lize...programs and benefits that are available
(p.25).

Although there are many very acculturated
Mexican American elders in California, others
have chosen to live primarily within the large
Mexican American communities where they sel-
dom are required to speak English or participate
in activities outside the Mexican cultural commu-
nity. Most identify themselves as Catholic, and for
many their faith and the church activities are cen-
tral to their lives, but there are also growing evan-
gelical Mexican American congregations as well.
About 14 percent had incomes below the federal
poverty line in 1999. Over one-third speak little
or no English, and a much higher percent prefer
to speak Spanish. The majority (55%) have less
than nine years of education (Table 1), and it is
not unusual to find a large percent with zero years
of school. For example in an epidemiological
cohort study of more than 1,000 Latinos aged 60
and over in the Sacramento area in 1998-99, 13
percent had no formal education; for those whose
primary language was Spanish, 22% had no formal
education (Haan, Mungas, Gonzalez, et al., 2003). 



Healthy Aging for California’s Immigrant and Low-Income Elders from Diverse Ethnic Backgrounds  || 111

What is known about health risks of older
Mexican Americans is characterized by what is
referred to as “the Latino paradox.” Although
they have been found to rate their health as poor-
er, have more disability (in California 48%) and
rates of diabetes twice as high as non-Hispanic
whites, their mortality rates are lower than older
Americans in general and all the major ethnic cat-
egories other than Asian American elders.
Possible explanations for this paradox are misre-
porting of mortality data that results in lower than
actual death rates, and migration back to Mexico
for individuals who are seriously ill who may wish
to die there. In addition to very high rates of dia-
betes and diabetic complications, older Mexican
Americans have been found to have higher rates
of cervical, liver, pancreatic, and stomach cancer.
Men have higher rates of lung cancer, and older
Mexican American women have higher rates of
depression. Heart disease is less common among
older Mexican Americans than older Americans
in general, and older Mexican American women
have lower rates of breast and lung cancer and
osteoporosis (Hummer, Benjamins, & Rogers,
2004; Villa, Cuellar, Gamel, & Yeo, 1993). An
examination of unhealthy behaviors found that
Mexican American adults who were born in the
U.S. and/or who speak English have a higher
prevalence of unhealthy behaviors than those
who are born in Mexico and/or who speak
Spanish (Winkleby & Cubbin, 2004). Some eld-
ers believe illness is caused by sin or will of God.
Although most older Mexican Americans use the
regular American biomedical health care system,
some also use curanderos, healers from rural
Mexican cultural traditions, who use ceremonies
with spiritual content, lifestyle recommendations,
and herbs. 

Adding to the heterogeneity of Mexican
Californians are immigrants from indigenous
tribes in very poor villages in Oaxaca who have
been migrating to California for agricultural work
since the 1960s. For example, the California

Institute of Rural Studies estimated that there
were 50,000 Mixtec indigenous Oaxacans of all
ages in California in 1994 and growing each year.
They have been coming to rural areas of
California, some as seasonal workers, but many to
settle with their families. Because they generally
speak their native language and not Spanish or
English, they are frequently illiterate. Many came
to the U.S. illegally, smuggled across the Arizona
border. As a group, they are particularly vulnera-
ble to exploitation and have little contact with
health care or financial services (Runsten &
Kearney, 1994). Since they are not identified (and
few are likely to be included) in statewide or
national surveys, there are no demographic data
on the age range of the Mixteca population. But
since they have migrated to California since the
1960s, it is reasonable to assume that there will be
growing numbers of older Californians from
Mixtec and possibly other indigenous Mexican
populations. No data are available on the health
risks of the older Mixtecas, but the cultural health
belief system includes the need to maintain bal-
ance between “hot” and “cold” qualities and
attribution of illness to evil spirits, evil eye or
other sorcery, or violation of taboos. The func-
tions of indigenous healers include holding reli-
gious ceremonies, prescribing herbs, and making
dietary recommendations (Bade, 1993).

Because familismo is a major value in Mexican
American and other Latino subgroups, much of
the decision making for health care for elders is
made by family members rather than elders them-
selves. There is a strong value for family rather
than institutional care, and utilization of formal
long-term care services for dependent elders is
substantially lower by Mexican American families
than non-Hispanic white families (Villa, et al.,
1993; Wallace & Lew-Ting, 1992).

OLDER CUBAN CALIFORNIANS. Compared
to Mexican American elders in California and
Cuban American elders in Florida, older Cuban
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Americans in California are a relatively small pop-
ulation. Most of the elders came during the mas-
sive immigration from Cuba after the revolution
that installed Fidel Castro’s government in 1959
and through the Mariel boat lift in the 1980s.
Cuban American elders are the oldest and least
disadvantaged of the three largest Hispanic/Latino
populations in terms of education, even though
the majority (51%) in California say they speak
little or no English. Nationally, Cuban Americans
tend to have lower mortality and morbidity than
Mexican American or Puerto Rican elders in the
U.S. Although the functional status of Cuban eld-
ers in California is lower than elders from
Mexican backgrounds (Table 1), the opposite has
been true in national data. It is especially note-
worthy that Cuban American elders tend to have
lower rates of diabetes than Mexican American or
Puerto Rican elders. In California, almost a quar-
ter of Cuban American elders live alone, although
family values remain important (Argüelles &
Argüelles, 2006; Villa, et al., 1993). The tradi-
tional Cuban healing system of Santeria, in which
santeros perform healing rituals, is utilized by some
Cuban elders in the U.S., although probably in
conjunction with mainstream American biomed-
icine. As with other Latino populations, family
care of dependent elders is a strongly held value.

OLDER PUERTO RICAN CALIFORNIANS. Of
the three largest Hispanic/Latino populations, in
California, Puerto Rican elders are the smallest.
Those in California seem to be less disadvantaged
than the Puerto Rican elders nationally. A small-
er percentage of Puerto Rican Californians than
Puerto Ricans nationally are in poverty; they are
better educated, and are much less likely to speak
little or no English than Mexican American eld-
ers in California (Table 1). Although the family is
highly valued culturally, one-quarter of older
Puerto Ricans in California live alone, higher
than the other Latino populations in California,
and a higher proportion than in the Puerto Rican

communities nationally. One possible explanation
for this is that older California Puerto Ricans may
have few family members in close proximity.

The population of Puerto Rico is a mix of
indigenous peoples, Spanish colonialists and
African slaves, and Puerto Rican islanders have
historically drawn from all three heritages in terms
of religious beliefs and cultural practices.
Migration from Puerto Rico to the mainland
began slowly after the Spanish American war in
1898 and increased dramatically after World War
II. Since then migration patterns have been cycli-
cal so that when the economic conditions are bet-
ter on the mainland than in Puerto Rico, migra-
tion to the mainland increases and during eco-
nomic downturns, many people return to the
island (Montoro-Rodríguez, Small, McCallum,
2006). Puerto Rican elders on the mainland have
been found to have higher rates of diabetes, liver
cancer, and heart diseases than average for older
Americans. The folk healing system of espiritismo
is traditional in some parts of Puerto Rico, and
presumably practiced by some in the mainland as
well (Villa, et al., 1993). 

OLDER CENTRAL AND SOUTH AMERICAN

CALIFORNIANS. Although there were over
35,000 older Californians from Central and South
American backgrounds enumerated in the 2000
census, very little is known about these elders.
They are assumed to be very diverse since some
were likely asylum seekers from civil wars, and
others came for a variety of economic, education-
al, or political reasons from six Central American
and nine South American different countries with
different circumstances. Based on the characteris-
tics available from the census, the elders from
Central America are more disadvantaged than
other Latino populations based on their poverty,
educational level, and the proportion who speak
little or no English; however, they have the low-
est proportion who live alone (Table 1).
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Other Older California Immigrants

Since California has been a magnet for immi-
grants since the time of the Gold Rush, the native
ancestries older Californians claim can run into
the hundreds. There is growing recognition
among health care organizations in the larger
California cities of the diversity of recent immi-
grant groups, such as those from sub-Saharan
Africa (SHIRE, 2005), or from the Middle East,
and Northern and Eastern Africa. In a report
funded by The California Endowment, the
authors cited estimates of 80,000 to 100,000
immigrants of all ages from Afghanistan, Iran, Iraq
(including Kurds and Chaldean Christians),
Ethiopia and Somalia living in the greater San
Diego area (Reiman, 2006). In most cases little is
known about the numbers, demographic charac-
teristics or health status of elders in these popula-
tions, especially in the newer immigrants. In the
San Diego study, however, the younger subjects
were found to have numerous mental health
needs due to traumatic violence and oppression in
their countries of origin and some discrimination
in the U.S. Conditions limiting their access to
needed services include the social stigma of emo-
tional problems, and some perceived discrimina-
tion, especially among the black immigrants from
Sudan, Somalia, and Ethiopia. 

As examples of the heterogeneity of these
elders, three of the populations listed in the cen-
sus as “ancestries” that would be lumped into the
non-Hispanic white racial category are highlight-
ed in Table 1. 

OLDER ARAB CALIFORNIANS. American
residents who list their ancestry as Arab can come
from 22 separate countries from Jordan to Saudi
Arabia to Morocco, but in California, most have
come from Lebanon, Palestine, Iraq, Egypt, and
Syria. Different political and economic factors
provided the push and/or pull for immigration at
different times in different countries. Although
they are frequently thought of as Muslim, many

Arabs are Christian, especially those from
Lebanon. Although frequently thought of as
Arab, people from Turkey, Iran, and Afghanistan
are not included in the language-based category
of Arabs. One-fourth of older Arab Californians
say they speak little or no English, and compared
to other immigrant populations, they are relative-
ly well educated (Table 1). 

Dietary issues are important to Muslim Arabs
since most do not eat pork, blood products, lard,
or meats that have not been slaughtered following
the Halal traditions, and drink no alcohol. The
contents of medicines and hospital food need to
be examined to assure Arab elders they don’t con-
tain any of the proscribed substances. For exam-
ple, sometimes gelatins are unknowingly served
to patients who are not allowed to eat it because
of the pork products that are included. 

Another important issue for Muslim elders is
their preference for same sex providers. Older
women may choose not to shake hands with a
male provider and may be very uncomfortable
being touched by a man other than their husband
(Salari & Balubaid, 2006). 

OLDER ARMENIAN CALIFORNIANS. Arme-
nian elders are interesting in that many have
stayed in relatively cohesive communities even
though the several waves of immigration began
around the turn of the 20th century during the
Turkish oppression of Armenia from 1894 to
1896. Although most originally settled in rural
areas to raise figs and raisins, they gradually moved
to urban areas and established Armenian commu-
nities in Fresno, Los Angeles, Glendale, and San
Francisco where they have established Armenian
newspapers, television, churches, schools, and
nursing homes (Vartanian, 2000). In spite of the
long established Armenian communities in
California, in 2000, almost half (48%) of Armenian
elders in California reported they spoke little or no
English although about one third had college edu-
cation. Elders who came as Armenian refugees or
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immigrants from the Soviet Union after the 1970s
tended to be well educated and English speaking.
Over half of older Armenians in California report
having a disability, a relatively high proportion for
an immigrant population.

OLDER RUSSIAN CALIFORNIANS. Many
Russian families immigrated during the last
decades of the Soviet Union in the 1970’s and
after the U.S. granted refugee status to religious
and ethnic minorities due to their persecution by
the Soviet government. Soviet Jews were the
largest ethnic/religious minority in this wave.
After the dissolution of the Soviet Union in 1991,
some immigration continued for economic rea-
sons, but the majority continued to be ethnic and
religious refugees. A large proportion came as
extended families, including older family mem-
bers, and about 20 percent were aged 65 and
older (Aroian, Khatutsky, & Dashevskaya, 2006;
Brod & Heurtin-Roberts, 1992). These later
arrivals joined earlier immigrants who had come
during the pogroms of the Russian Jewish popu-
lation in the early part of the century and poor
Russian Orthodox immigrants from the 1920s. 

The educational level of older Californians
who list their ancestry as Russian is the highest of
all the older populations included in Table 1,
including non-Hispanic whites in general. They
are also the least disadvantaged of any of the immi-
grant populations because of limited English pro-
ficiency, with less than 10% reporting they speak
little or no English. This probably reflects the fact
that many of the refugees and immigrants in the
late 20th century were highly educated profes-
sionals in the Soviet Union; one in six had been a
scientist, engineer, or medial doctor (Aroian, et
al., 2006). Many older Russian Californians live
in heavily Russian enclaves such as the one in San
Francisco, frequently in senior housing.

The disability level in this population is the
lowest of any of the listed ethnic elders in
California—only 5.2%, slightly lower than for the

total category of older non-Hispanic whites.
Older Russians in the U.S. are reported to have
higher rates of hypertension, cardiac disease, dia-
betes, cancer, and gastrointestinal problems than
older Americans in general. It is not unusual for
them to suffer from loneliness, depression, and
anxiety, as well (Aroian, et al., 2006). Older
refugees from the Soviet era are reported to be
frequently concerned about their health and
aggressive users of health care services (Brod &
Heurtin-Roberts, 1992).

For Russian elders who do become disabled,
they more than most immigrant populations are
likely to find nursing homes oriented to their cul-
tural traditions. There are excellent Jewish homes
in the larger cities in California, and in Northern
California there are two known homes run by
Russian Orthodox groups that provide culturally
appropriate care for Russian Orthodox immi-
grants (Yeo, 1993).

LOW INCOME NON-IMMIGRANT
CALIFORNIA ELDERS FROM ETHNICALLY
DIVERSE POPULATIONS

Older African American Californians 

The 5 percent of older Californians who
describe themselves as “Black” or “African
American”14 are also very diverse. About 5 per-
cent of all ages in this population say they were
born in Africa or Latin America, but it would be
expected there would be a much smaller percent-
age among older African Americans. The majori-
ty of older African Americans in California were
part of families who came in the early and mid
1900s from the agricultural South to find better
jobs and opportunities, and to escape pervasive
oppression and discrimination. One of the largest
of these migrations occurred during World War
II, as women and men came to work in the

14 Since some of the literature uses the term “black” and
others “African American,” and the census data use both
terms, they are used interchangeably in this paper.
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defense industry after Executive Order 8802
banned discrimination in defense plants. After the
war a large number of railroad porters and veter-
ans of the segregated military units came to
California, often with wives and children. 

The resulting population of older African
American Californians is extremely heteroge-
neous, with a few very wealthy film stars, athletes,
and business owners, a number of retired, well
educated professionals, large numbers of retired
skilled workers, and many who arrived at old age
having had opportunities only for intermittent
low paying jobs with no retirement benefits.
Unfortunately, as a whole, older African
Americans still endure significant disadvantage in
California. Their poverty rate is almost three
times the rate of non-Hispanic whites, as is the
percent with less than nine years of school.
Similar to whites, 28% live alone, but it is much
higher for women and those in poverty. In
national data, over 60% of older African
American women in poverty were reported as
living alone during the 1990s (Richardson, 1996). 

Despite the legacy of slavery and widespread
segregation and discrimination, older African
Americans and their communities have developed
very strong support systems and coping mecha-
nisms to survive. A major source of support for
many elders has been their church and the reli-
gious community where they are frequently given
great respect. The flexibility of the community
also provides support for those in need. For
example, older African Americans are more like-
ly than others to be caring for grandchildren and
great grandchildren (U.S. Census, 2000), and
caregivers of dependent older African Americans
have more often been reported to include “fictive
kin” (individuals with close relationships referred
to with kinship terms who are not actually relat-
ed genetically or by marriage) and more extend-
ed family members than among other populations
(Dilworth-Anderson, Gibson, & Burke, 2006;
Yeo, Gallagher-Thompson, & Lieberman, 1996).

Family caregivers of older African Americans
with dementia have frequently been found to
express more positive views of caregiving and less
distress than white caregivers in spite of more
problems, and to have developed successful coping
mechanisms (Dilworth-Anderson, et al., 2006)

Since the black/white disparities in health
and health care have been studied in more depth
than other population groups, more is known
about their relative health status. Consistently,
older African Americans are reported to have the
poorest health status of all the major ethnic and
racial populations in the U.S. In California more
than one-half report having a disability. In
national data they also have more disability and
poorer self-rated health. Compared to the total
population of older adults in the U.S., they have
been found to have higher rates of and/or higher
mortality from heart diseases, hypertension, cere-
brovascular disease and stroke, diabetes, cancer
(especially prostate), kidney disease, septicemia,
and dementia (especially vascular). They have
lower rates of respiratory diseases and osteoporo-
sis and hip fracture (Hummer, et al., 2004;
Richardson, 1996). Even though there have been
large declines in cardiovascular mortality in the
U.S. since the mid 1960s, these declines have
been less for blacks than whites, leaving larger dis-
parities. In some diseases such as cardiovascular
disease, a convergence or crossover effect is dis-
cernable among the oldest old, such that very old
whites have similar or higher rates of disease than
blacks (Winkleby & Cubbin, 2004). 

Given the discrimination experienced by
most older African Americans, especially in their
younger years, it is reasonable to ask to what
extent the resulting poverty and lack of education
might be related to their current health status. It
is well established that low income and poor edu-
cation are strongly correlated with higher risks for
many diseases and for disability, but controlling
for those differences do little to eliminate some of
the racial differences in disease or mortality,
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although it is more effective in explaining the dif-
ferences in functioning (Crimmins, Hayward, &
Seeman, 2004). However, when Winkleby and
colleagues (2004) examined disparities in health
behaviors that might influence the prevalence of
chronic disease, they found that both white and
black individuals with lower income and/or edu-
cation have less healthy behaviors except high
alcohol consumption. In general, white popula-
tions have higher levels of some unhealthy behav-
iors (smoking, second hand smoke exposure, and
inadequate Pap and mammogram screening), and
blacks have higher levels of others (physical inac-
tivity and obesity). 

Providing appropriate health services for
older African Americans needs to recognize the
importance of showing appropriate respect.
Addressing older men and women by “Mr.” and
“Mrs.” is important, for example, even in the
informal California lifestyle climate, especially
since disrespect was so pervasive in so many inter-
actions when many were young, and they were
relegated to poor quality, segregated, discrimina-
tory services. Respect and providing time to
answer questions could help establish trust in the
provider/patient relationship, which is important
in view of the history of the Tuskegee
Experiment in which health care providers secret-
ly withheld promised treatment to African
American men with syphilis in the name of
research. 

In summary, if one looks at data for the entire
population of over 180,000 older African
American Californians, they appear to be relative-
ly disadvantaged in health status, income, and dis-
ability. However, the population also includes
well-educated, healthy retirees with adequate
incomes and stable family situations. Policy impli-
cations need to include the unique historical
background of severe discrimination and oppres-
sion as well as unique strengths of the support sys-
tems that have evolved to address the needs of the
disadvantaged African American elders. 

Older American Indian Californians 

The very small population of elders in
California who describe themselves as American
Indian is also extremely diverse. It includes pock-
ets of survivors from many native California
tribes, from the Spanish Mission era. The largest
of these groups resides in rural Northern
California, but there are also rancherias in several
areas in Southern California. Some of the large
number of Indian men from other tribes who
served in World War II settled in California after
the war. However, California is also home to
many older Indians from all over the U.S. who
came during the massive Relocation Programs
sponsored by the Bureau of Indian Affairs during
the 1950s. In an effort to move Indians off reser-
vations, many were relocated to large urban areas
where jobs were available. In California, these
included San Francisco, Oakland, San Jose, and
Los Angeles. Many who came as young or mid-
dle aged adults have stayed and blended into the
urban communities as older Californians. A study
of elders who were identified through the Indian
Health Center as Indian in San Jose included
individuals from over 100 of the 500+ federally
recognized tribes in the U.S. (Hendrix, 1999). 

All come from groups whose histories include
pervasive oppression and discrimination, broken
treaties, attempts at annihilation, and massive relo-
cation. A large proportion of the current cohort
of elders attended Indian Boarding Schools in
their youth, many times long distances from their
homes, where they were required to give up their
Indian names, clothes, and traditions in return for
education in American skills and culture. 

American Indians were more likely than any
other racial group to list themselves as two or
more races when the 2000 Census allowed that
option. In California, there were over twice as
many aged 65 and over who indicated Indian and
another racial group as their background (over
37,000) as there were who indicated American
Indian alone (over 18,000). This reflects the high
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level of acculturation of many individuals with
American Indian background. However, the
population of older American Indian Californians
is generally disadvantaged compared to older
non-Hispanic whites. As reflected in Table 1
which includes only those elders who identify
themselves as only American Indian, over twice as
many are in poverty, and older Indians have the
lowest percentage of individuals with some col-
lege education of all the ethnic groups listed, even
the extremely impoverished recent immigrants
from Southeast Asia.15 Almost one-fourth (24%)
have less than a ninth grade education although
they have all presumably lived in the U.S. their
entire lives. 

More than one-half of older American Indian
Californians say they have a disability of some
kind. In national data, disability rates for older
American Indians are high as well, and they have
two to three times the rate of diabetes as non-
Hispanic white Americans. In addition, they also
have higher rates of cervical, esophageal, and gall-
bladder cancer, cataracts, kidney disease, liver dis-
ease, tuberculosis, accidents and hearing prob-
lems. Rates of alcoholism are usually found to be
higher among American Indians, but in older
ages, the differences become less (McCabe &
Cuellar, 1994). A study of older American Indians
in Los Angeles found higher rates of hypertension
(Kramer, 1991), but nationally, they have been
found to have lower rates than older Americans in
general; also lower are heart disease, cerebrovas-
cular disease and stroke, and respiratory diseases
(McCabe & Cuellar, 1994). National mortality
data indicate lower rates for older American
Indians vs. non-Hispanic whites for all causes
except diabetes, kidney disease, and accidents,
although some scholars believe the mortality rates
are biased due to misreporting and should be sub-

stantially higher (Hummer, et al., 2004). 
The web of health care services available for

older Indians in California is very complicated.
The Indian Health Service (IHS) that was devel-
oped to meet the treaty obligations when Indian
tribes relinquished their lands in return, in part,
for life long permanent health care, is available
only for Indians living on or near reservations.
Although there are small urban Indian Health
Centers in a number of California cities, they are
poorly funded, and do not provide the compre-
hensive care such as specialty clinics and hospital-
ization found on reservations; geriatric care or
programs are very rare in IHS facilities on reser-
vations, much less the urban Centers. Traditional
healing opportunities such as sweat lodges are
available in some locations. Most older California
Indians are eligible for Medicare, and some for
Medi-Cal. The San Jose study found that two-
thirds had coverage through Kaiser or other
health maintenance organizations, and one-third
relied primarily on the Indian Health Center and
other publicly funded care (Hendrix, 1999). It is
not unusual for urban Indians to return to their
home reservations for healing ceremonies when
they are distressed or ill. 

In summary, older Native American
Californians, although relatively small in number,
are widely dispersed throughout the state in rural
and urban areas and have other unique historical
influences that affect their access to cultural care.
Although many have been assimilated into the
mainstream culture in California, an unknown
number are isolated without culturally appropri-
ate support systems as a result of prior national
policy efforts to eliminate Indian culture and
reservations. Any statewide policy initiatives need
to take into account not only the diverse needs of
the elders themselves, but the sovereignty and
responsibility issues between tribes, treaty obliga-
tions of the federal government, and state and
local efforts. 

15 It should be noted that the demographic and education
statistics comes from summary files that reflect sample data,
so the comparisons of some of the small populations may
be not exactly accurate.
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1. Health care organizations should ensure that
patients/consumers receive from all staff
members effective, understandable, and
respectful care that is provided in a manner
compatible with their cultural health beliefs
and practices and preferred language. 

2. Health care organizations should implement
strategies to recruit, retain, and promote at all
levels of the organization a diverse staff and
leadership that are representative of the demo-
graphic characteristics of the service area.

3. Health care organizations should ensure that
staff at all levels and across all disciplines
receive ongoing education and training in
culturally and linguistically appropriate serv-
ice delivery.

4. Health care organizations must offer and pro-
vide language assistance services, including
bilingual staff and interpreter services, at no
cost to each patient/consumer with limited
English proficiency at all points of contact, in
a timely manner during all hours of operation.

5. Health care organizations must provide to
patients/consumers in their preferred lan-
guage both verbal offers and written notices
informing them of their right to receive lan-
guage assistance services.

6. Health care organizations must assure the
competence of language assistance provided
to limited English proficient patients/con-
sumers by interpreters and bilingual staff.

Family and friends should not be used to pro-
vide interpretation services (except on request
by the patient/consumer).

7. Health care organizations must make avail-
able easily understood patient-related materi-
als and post signage in the languages of the
commonly encountered groups and/or
groups represented in the service area.

8. Health care organizations should develop,
implement, and promote a written strategic
plan that outlines clear goals, policies, opera-
tional plans, and management accountabili-
ty/oversight mechanisms to provide cultural-
ly and linguistically appropriate services.

9. Health care organizations should conduct ini-
tial and ongoing organizational self-assess-
ments of CLAS-related activities and are
encouraged to integrate cultural and linguistic
competence-related measures into their inter-
nal audits, performance improvement pro-
grams, patient satisfaction assessments, and
outcomes-based evaluations.

10. Health care organizations should ensure that
data on the individual patient’s/consumer’s
race, ethnicity, and spoken and written lan-
guage are collected in health records, inte-
grated into the organization’s management
information systems, and periodically updated.

11. Health care organizations should maintain a
current demographic, cultural, and epidemio-
logical profile of the community as well as a

Appendix B
Standards for Culturally and Linguistically Appropriate
Services (Office of Minority Health, U.S. Department
of Health and Human Services)
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needs assessment to accurately plan for and
implement services that respond to the cul-
tural and linguistic characteristics of the serv-
ice area.

12. Health care organizations should develop par-
ticipatory, collaborative partnerships with
communities and utilize a variety of formal
and informal mechanisms to facilitate com-
munity and patient/consumer involvement in
designing and implementing CLAS-related
activities.

13. Health care organizations should ensure that
conflict and grievance resolution processes are
culturally and linguistically sensitive and capa-
ble of identifying, preventing, and resolving
cross-cultural conflicts or complaints by
patients/consumers.

14. Health care organizations are encouraged to
regularly make available to the public infor-
mation about their progress and successful
innovations in implementing the
CLASstandards and to provide public notice
in their communities about the availability of
this information.

See <www.omhrc.gov/CLAS> for more
information and suggestions for implementation. 



n 2000, The California Endowment began our journey to assess the appropriate role
TCE could play in addressing the needs of aging Californians. Through many conver-

sations and our analysis of the existing research, we feel confident that our focus on vul-
nerable older women is where we should be. The research presented in this anthology of
papers commissioned by TCE involved many of the best thinkers and practitioners in the
state. I would like to thank those who gave TCE their invaluable time, expertise, and
knowledge in helping us complete this phase of our effort to bring the health and well-
ness needs of California’s aging women to the forefront.

Dianne Yamashiro-Omi
Senior Program Officer
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