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- ABSTRACT

The paper examines the health status of the Spanish-speaking
elderly by focusing on utilization of health careﬁfacilities, o
barriers to utilization and the need for health sérvices. Given

that little has beén written before on this topic, a review of the
generél literature on health and Hispanics is presentedaand:specific‘
factors affecting utilization are identified. Data from threé

surveys are used to illustrate health prob..ms and issues related

to health among Mexican-Ameriaans. Various factors ( lack of income
and transportation, folk medicine, culture, the family, discourag-
ing institutional policies) are identified as playing a role in

the ability of elderly persons to use health care facilities. A
conceptualization of the health cycle into threé distinct phases
(prevention, initial utilization, maintenance) is developed to
address the questionodf which factor affecting utilizatidn is
important in any given phase. Coping mechanisms (foik medicine, o
the family, the church) are also described as resources assisting

the older person in surviving a health system which tends to |

exclude him. Re-ommendations are offered to planners and decision-

makers to improve access to health care systems.

PLe author wishes to acknowledge Francisco Nunaz, PH.D. candidate,
University of Southern California for his invaluable research
assistance and Jose Duarte, Executive Director, of the East Los
Angeles Health Task Force, for making this study possible,




AGE, HEALTH AND CULTURE: ,
AN EXAMINATION OF HEALTH AMONG OLDER MEXICAN#AMBRICANS“

There is sufficient evidence to~indicate‘that Chicanos;“j‘
Puerto Ricans and other Latinos suffér ée?ere hgaith,and menﬁal N
health problems which are not adequately addressed‘byvthe'healﬁh
delivery systems in the United States. More often than not these
systems are not.sensitive to the special cﬁltural, economic and

.. social pressures. facing Spanish-speakipg individuals. In this

light it is quite appfopriate that a conference has been called
that seeks to lay the basis for the formulation of more effective
health and human servicevpolicies for the Hispanic people of this

country.

....

particular attention is to be given to the Hispanic aged, las

personas de mayor edad. For this group rightiy symbolizes our

culture and our past at the same time that it bears the brunt of
many vf the problems our people face today: the break-up of the
traditional extended\family, forced assimilétiﬁn,= discrimination,
insensitive government préctices, citizenship difficulties, lack
of adequate houéing and transportation, low educational opportu-
nities and language discrimination.

According to the 1970 census data, there were apbroximately
382,000 Spanish-speaking persons over.;hé‘age of 65. Of thése,
189,000 wére Mexican-Americans, 34,000 were Puerto Ricans and
35;000 were Cubans. This is out of an est®mated Spanish-origin
population of 9,000,000 of which 5,000,000 are Mexican-Americans..

-1-
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' Of course these demographic figures must be viewed carefully as

inadequate census procedures have tended to undercount the Spanish?
speakiﬁg‘pppulation. The figures.given for the Spanish-speaking
elderly are at best estimates. This is particuiar1y true because

of the large number of Spanish-speaking people in this coUntry

who do not have legal ehtry documentafion. Oldér Latinos are
especially reluctant to participate in census studies because‘of
the threat of deportation. Nevertheless, existing demdgraphic
ipformation about the Spanish-speakiﬁg elderly reveals a very low
socio-econnmic level. Thirty-two percent of the Spanish-speaking

elderly‘ére‘classified as poor compared to 25% of whi%e~e%§e;l¥~

XN NY

The figure for Mexican-American elderly is higher at 37%. Approxi-

mately 16% of Spanish-speaking men and women &ver 65 have completed
high school compared with 28% of white elderly. 'Only 7% of .
Mexican-American elderly reached this educational level.

Like elderly everywhere, the Spanish-speaking elderly face
many problems assocjated with :1d age. They are confronted with
the increasing difficulties of illness-- offen‘chrbnic -- and
other physical disabilifiés. Many older Latinos live in substandard
housing which they cannpé{afford to repair, particularly in the
barriossof larger cities. Others are forced to rely on public
housing or subsidized housing for shelter while still others 1've
with family or relatives. With increasing age comes the loss of
reflexes, perception and skills necessary fqr driving. Many older
Latinos are forced to rely on public transpertation (bus or taxi)

which may be inaccessible or too expensive. Alternately, they may
"2" ‘ .
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be forced to rely on their extended family for traﬁsportation,;a
situation which may serve to undercut the elderly‘individﬁél's
sense of independence.
As is well known, elderly individuals of all races are often
ignored by an American society which places such great value on.
_youth, energy”and.beauty;,oider peopie in general must face many
negative stereotypes which contribute to theii-ﬁnfortunate plight}
They are often viewed as senile, éonser#ative, asexual, apolitical.
and even useless. The respected and valued roles within the pro-
fessions, family and society that older pecple once held are mostly
a thing of the past. Oidef;Latinos~hOWever, have some advantages
in this‘regard because they are tied more closely than théir=white
counterparts to the traditions and customs of their cultures--
traditions and customs which provide a respected and even exalted
position for the older person. In many areas of this country,
particularly rural areas, one can still find the older person acting
as authority head;matriarch or patria?ah,proviéer, transmitter of
the culture and counselor-- pjsitions which give . him or her a .
valuable role in the community(SotomaYor, 1973). Shelter, food
and love are mutually reciprocated betweenethe older person, the
family and. the bafrio. But e}en'among fhe Spanish-speékihg it
appears that these traditions are brealing down in some areas,
particularly in‘the urban cities of the Southwest and East coast.
Disquiting evidence exists that the older person is becoming>more
isolated and alienated than had once been the case. More‘older__
Latinos find themselves living alone in housing projects or
. -3-
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subsidized housing with little interaction with family members.
Urbanization and acculturation of the young combine to. lessen the
Qélued roles of older Latinos. In addition, the Spanish-speaking
elderly must face problems unique to them. Many were born outside
the United States and thus have citizenship problems. The Mexican-
American must particularly be wéry pf immigration authorities who
may threaten deportation or loss of c1tlzensh1p.
Among all the problems fac1ng Hispanic elderly, however,

_ health is perhaps one of the most troublesome. The normal infirmities
brought on by~advancing age are compounded.by the previously men-
tioned social and cultural difficulties. Unfoftunately,‘very little
research has been undertaken which seeks to explore this pressing
area of social concern. Neither does there exist a quéntity of
‘ data whicn would help to document specific prbblems and_éhe fre-
quency of such problems

Not surprisingly, given the state of resecarch in this area,
there is as yet no comprehensive review of the literature on the
health and mental health status of the Spanish-speaking population.

The initial review that follows therefore, will help to |
poin% up the'vastnesskof the gaps in our knowledge while also
helping to establish a preliminary background for a deeper exami-

nation of the issues.



LITERATURE REVIEW

To date, attentiocn has not been paid to the health and
mental healtﬁ situation of older Spanish-speaking persons.as
distingt from the Spanish-speéking population -a. a whole. Such
prdbiems as fhe utilization of service.; availability and dbstacleSj
to these services also have not been explored. Additionally, no"
research to 5peak df'has addressed itself to the problems facing
"Spanish-speaking groups otherathan Chicanos.* Instead, the
literature available, has focused almost entirely on the subcuiture
of health among Mexican-Americans (folk medicine, fatalisﬁ, religion),
utilization of mental health facilities and explanations for laék
of sérviéés} .
| Wezver (1972) provides a useful categorization of research
on Meiicén-Americans' health-care behavior. He described.and
criticizéd three generations of research orientation. The first
generation is identified as anthropological in approach with a
reliance on cultural attributes to cdistinguish and expiain héalth-
care hchavior among Mexican-Americans,‘primarily in the 1940's, ‘
Saunders (1953, 1954,‘1956) placed health-care behavior in a
cultural prespective and develdped‘a theory that there are four

basic sources of Chicano health-care knowledge and treatment:

*Due to the absence of any previous work on the health
problems of Puerto Rican, Cuban or other Latino elderly, this
paper, unfortunately, has had to vestrict itself soléy to the
situation of the Mexican-American. All future uses of the term
"Spanish-speaking eldery" refers only to the Chicano aged.

8
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1. folk medicine of Mexico, 2. folk medicine of one or more native
American tribes, 3. anglo folk medicine; and, 4. scientific medicine.
In this 1light, Saunders focused on folk medicine culture and its

impact on preventive health. He perceived the more negative aspects

df folk éultqre, such as diseases caused by magic about which littie
cén be done as well as fhe negative aspects of family and time; |
e.g. illness seen as a éocial event, thus giving rise to the
avoidance of hospitalization and the 'manana"syhdrome.

The second generation of health studies was conducted in
the 1950's and characterized by Clark’s study in a San Jose

barrio (Sal Si Puedes, 1959), Rubel's in Hidalgo County, Texas

(1966), and Madsen's in South Texas (1964). These studies were
patterned after Saunder$'work and in many cases built upon his

| findings, cohcentfating ca folk medicine and attempted to‘cultural?
ly interpret heaith behavior. The studies supported the subculture
thesis that patients treat themselves, are treated.by fémily or

friends, or visit curanderos and are not concerned about time or

efficiency. All these factors are then seen as forming a barrier
to effective utilzaztdmnof scientific health care.

" In retrospect, these studies were notable for two reasons:
they continued to rely on participant observations of small samples
and had a large impact on a generation of students and academicians
who utilized their findings, overgeneralized them and thus cbntri-

- buted to myths and stereotypes about Spanish-spéaking persons;
_Jaco (1959) was one of fhe first to rely on a survey research

rather than anthropolcgical methodology. Whereas others had relied




on smail samples.of rurallwprking-ciass or peasant Mexican-Americans,
he utilized approximately 11,000 records of psychotic patients and
created a comparable profile of the incidence of mental illnesg.

His ﬁain finding was that Mexican4Ameri¢ans had 1owef rates of com-
miﬁments to mental institutions, a fact he interpreted to mean that
Mexican-Americans had lower levels of psychotic disturbances than
Whites. Jaco also relied on a negative view of the Mexican culture
symbolized by Ruben's comment that a major task of South Texas Valley
physicians should be to change the Mexi;an-Ameriéan culture in ordef
to effectively use scientific health practicés.‘

Weaver characterized the third generation of research on Mexi-
can-American health needs as the "emergence of the Chicéno." He sta-
‘ted that this generation of the 1960's-utilized survéy fesearch; con-
tradicted as well as confirmed previots research and continuéd to con-
cenfrate on narrow segments of the population. In addition he noted
the influences of Chicanismo on intérpretations and orientation of
this era's research. |

Survey research by Moustafa and Weiss (1968j investigated mor-
tality and utilization }atés. Clark (1959) examined the fear that
Mexican-Americans exhibit in regard to health workers and investiga-
tors. Mall -and Speilberg (1967) argued that the family had a negative
impact on health care and Kiev (1968) more elaborately identified fa-
talism odeipal patterns, dighidad, stoicism and other cultural traits
as having a negative impact on health care practices.

On a more positive side, Karno and Edgerton (1969) utilized

survey research to examine mental health practices of Mexican-

10
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Americans and found a marked underutilization of psyéhiatric
facilities. Other recent research has shown a greater concern
with the importance of investigatingssuch variables as class,
education, age, residence, fémily size as well as an increased
awareness of the sfereotypes, misinterpretations and overgeneréli-
zations which plagued prior research. |

In mental health-related research the litérature focuses
on the relative incidence of psychological service utilization
by Mexican-Americans. Some found a‘lower ratev(Jaco9 1959) (Karno
and Edgerton, 1969)-Ehile others found a higher rate (Wignall and
Koppin, 1967 and Saunders, 1954). A few writers have suggested
that the family provides support in the face of mental breakdown
(Jaco, 1959, 1960 and Madsen, 1Y64) while others have suggested
that faith healers rather than professionals may explain under-
utilization (Karno and Edéerton, 1969). |

This brief review of the literature sezves to highlight
several issues crit®cal in discussing the health status of
Mexican-American elderly. MG&E obvious of course is that‘no
published works are available that deal exclusively with older
Spanish-speaking persons. A total lack of knowledge has existed
for many years about .this group and their health status, needs
and problems. References are seldom made to age as-a variable nor
are the roles of the older person in the family, culture or
society discussed. Little has been known about the older person's
access to health facilities or his distinction befween health and

mental health: two areas of prime importance éf health among

11
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older persons. Few, if any studies, have made use of medical
examinétions, medicél service’utilizatiqn or the relative importance‘
of various factors (socio-economic status, age, language) to |
health services utilizatiqn. Most regearch has focused on the-
characteristics of traditional Mexican-American culture that may'
affect the interactions of Mexican-Americans Qith the Ameritan
health delivery system.

Previous research has also had a total disregard for policy
oriented issues: What pfogréms are best suited for older persons?
Where should they be located?‘Who will fund such programs given

the lack of financial resources in the barrios?

12




HEALTH STATUS AMONG THE
SPANISH-SPEAKING ELDERLY

Health care delivery systems in this country are theoreti-

cally designed to serve all segments of society; rich and poor,

~minority and non-minority, educated and not-so educated. Access

to these systems is supposedly Opeh to all. In the real world,

however, this is frequently not the case. To a large degree, Chi-
canos and other minorities are effectivély excluded.
The current standard health delivery system contains many

entry and treatment points: clinic, general hospitals, optometrists,

‘phatmacies, podiatrists, long-term care facilities, drug manufac-

- turers, specialized medical féciiipies, public health facilities,

etc. This system, with its myraid services and entry points, be-

com2s complicated and expensive to navigate. Bilingual-bicultural

~ persons appear to be exluded from these service« because of the
systam's complicated and expensive nature as well as its insensiti-

' vity to many social, cultural and political features unique to the

Spanish-speaking elderly.
| The purpose of this paper will be to examine the utilization

and non-utilization of various facets of the health delivery system

by the'SpanishJSpeaking elderly. Of majbr importance will be a dis-
‘cussion of coping mechanisms (i.e.,famiiy, religion, or other vehi-

_cles used by older persons to help cope with health prbblems) and

an examination of the way in which the different vhases of the health

cytle are affected by factors related to cultural and socio- economic

13
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status, and recommendations for improving‘héalth delivery systems
to the Spaniéh-speakihg population.

The data presented is derived from surveys taken in three
geographical areas: Colorado, San Antonio and East/Nortﬁeast Los =
Angeles. The €olorado study took the form 6f personal interviews
conducted in late 1973 and early 1974. Approximately 4.5% of the
sample drawn from 18 cbunties were.minority elderly (65% were
Chicanos). The totahlsample included 1,420 persons (20% Indians,
15% Asians and the remainder Mexicén—Americané) 55 years and over.

The San Antonio study was conducted in 1973 with ihterviews.
of 200 older Chicanos (123 women and 77 men), 55 years and over.
The East Los Angeles Health Task Force (ELAHTF) study, which
provides the majority of the data presented here was conducted in
1975 in Northeast and East Los Angeles. It utilized a reﬁreseqtative
stratified Sample of 179 Mexican-Americans 45 years and ofer.

How did the Mexican-American éﬁderly perceive their health
status? In San Antonio, 35% vfiwamen and 46% of men respondents
categorized their health as poor. In East Los Angeles, 37.5% of
males and 44% of females over 60 years of age categorized their
health as poor to very poor. In addition, 53% of the males and

' 41% of the females considered themselves disabled. When asked if
a health provider at any time within the last yéar had fudged them
as being 1disabled, the elderly énswered affirmatively in almost
the same proportions as when asked if they considered themselves

disabled.

What are some of the major health-related physical problems

14
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older Latinns face? The Colorado study showed that difficulty gettlng
wp and down stairs was the most frequently mentioned (31.5%)

followed by shopping for groceries (28.9%), vision (27.8%), hearing
(24.2%), eating 30l12d foods (21.2%), remembering (19.8%) and getting
out of the house (19.83%). The mean number of difficulties per person
was 2.1 with no sex differences.

In East Los Angeles, among 64 respondents who considered
themselves disabled (including the to#3l sample of those 45-59‘
and 60 years and over), arthritis and related diseases (18%) were
the greatest problems followed by diabetes Mellitus (11%), cardio-
vascular diseases (11%), nervousness and debility (9%),'atcidents
and injuries (6%) and cerebral vascular diseases (5%).

The data from these studies shows rather conc1u51be1y that
the health situation of the older Mexican- Amerlcan-- whether in the
rural areas of Colorado or urban areas of Texas or California--
is far fpmm good. Such findings of course, are not altogether
surprising given the age and loh socio-economic status of this
group. But this data just bareiy scratches the surfaces. Other
issues related to the availability and utilizationﬁof health care
servies, must be furthered explored. More specifically, we need to
look more closely at such issues as: the desire of the Chicano
population for more effective health care, both medical and preven-
tive, barriers in utilizing health care facilities, the failure of
researcher, planners and decision-makers to make the health carve
delivery system accessible, and.reliance-by -0lder Mexican-Americans on
available coping mechanisms ( the family, folk medicine, religion).

15
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Utilization of Health Serviees

To what extent do older Latinos use health care services?
The following tables derived from the data of the ELAHTF illustrates
the use of physicians, dentists and other health professionals

among the older sample 60 years and over.

Table I

HAVE YOU CONSULTED A ~~ . WITHIN THE LAST YEAR?
(Chicanos 60 and over)

Male (N=32) Female (N=54)
YES NO YES - XNo
Physician 28 (87.5%) 4 (12.5%) 52 (96%) 2 (4%)
Dentist 9 (28%) 23 (71.8%) 15 (27.8%) 39 (72.2%)
Eye Doctor 18 (56.2%) 14 (43.7%) 28 (51.9%) 26 (48.1%)

As can be seen, of the three, physicians and eye doctors aré con-
sulted most ffequently. The mean number of consultations by males
60 and over within the last year was 13 and for females it was‘8.

| Of note in the above table is the wide use of physicimn by
elderly— a finding which is consistent with those findiggs from a
larger study of Los Angeles County househoids showing consultation
of physicians to be the mosﬁ frequent form of health care used
by o6lder people (1976). Some observers have suggested that physi-
cians are perceived by elderly Mexican-Americans as a cure-all or
a centralized health aid for all illness not able to be treated

at home, including mental health problems. This data tends to




confirm such impressions.

When asked their reasons for consultingza physjician.withinii

the last year,responses'included diabetes (7)), hypertension (4),

gastrointestinal

For females”égé 60 and over, the breakdown was as follows:

‘diseases (6), and musculo-skeletal arthritis (5).

hyperxr-

tension (19), diabetes {14), influenza/colds (10) and examinations

( 1 9)"

Stayed overnight
in hospital as
patient within
last year

Received health
care at a
clinic w1th1n
last year

Friend or family
provided home
health care
while ill

Table II
Male (60+)
(N=32) -
YES NO
13 (40.68) 19 (59.4%)
13 (34.3%) 21 (65.6%)
16 (50%) 16 (50%)

Female (60+)
(N=54)

YES NO
11 (20;443 43 (79.7%)

18 (33.3%) 35 (64.8%)

25 (46.3%) 29 (53.8%) -

The data dlsplayed in Table II lends further support to the

observatlon that physiciansconsultations are the most widely used

health service by elderly Mexican-American. However, it is interest-

ing to note that approximatzly 50% of the respondents indicated

that they received home health care provided by a friend or relative.

The relatively high use of this resource may be attributed to the

17
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‘high cost ofiother care, alienation from or lack'ofiaccess to vother
forms of institutional care, or the positive snpneitite‘rele‘efj‘ R
friends and family. |

Clinics visited included both private and government con-
trolled facilities such as county health services or outpatient
clinics of nublic hospitals. On}y one person from the total East
Los Angeles sample (45-69, 60+) indicated visiting a heighborhOOH
free clinic. | |

The large number of elderly who relied ‘upon bome health care
by a relative or friend is particularly significant when cqmpared.
to the finding that only one male‘aged 45-59 and onemmdle 60+ had
been in an e&xtended care facility within the last year. Is this
discrepancy in the care of chronic illness among Chicanos brought
about because the elderly Chicano naturally looks toward his or her
family for care? Or is it because extended care fac111t1es and- .
nursing homes, while needed, are alienating to these Spanish speaking
people? |

The need for health care and the demand and necessity for
'personal'health services is apparent. The darge percentage of
respondents who stated hheithhealth as poor to very poor, their |
reliance on physicians and the pievalénce of chronic illnesses |
which usually require fqllow-up care offerssubstantial proof of
serious health problems. But how readily do the Spanish-speaking
elderly:receive medical care necessary for improvement and main-
tenance of health? The East Los Angeles study addressed this issue
when the respondents were asked whether they had felt the need for

i3
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medical services intthe past year but did not seek zare. The

following table shows the breakdown for the total sample}

Table III
Male YES NO TOTAL
45-59 11 (26%) 31 (74%) 42 (100%)
60+ 10 (31%) 22 (69%) 32 (100%)
Female

45-59 27 (53%) 24 (47%) 51 (100%)

60f 23 (43%) 31 (57%) 54 (100%)

This data dramatically illustrates the felt need for greater

“health services. Thirty-one percent of males 60+ and 43% of females

felt they did not receive medical care whgn‘needed. In the younger
age category, where maintenance of health is critical in minimizing
the debilitating effects of older age, fully 26% of méle; and 53%
of females felt they did not receive care when needed._Female
respondents in particular appeared to have the greatest felt need

for medical care.

Barriers to Utilization

What factors may account for the abbue-méptioned‘perceptiong .
by Chicano elderly thaf they are not obtaining needed care? Is
this due to a reliance cn folk medicine or the extended family?
Are health services insensitive to the needs of this group? Or are
they perhaps simﬁly inaccessible? These questions have direct
implication for health delivery sgstems. Although the East‘Los

Angddes study is the only study to document the desire for medical
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‘ser1ces, it safely may be generallzed that this need is zs acute
in other locations where large concentrations of Hispanic and
eiderly reside. It should be remembered that Los Angeles Chlcanos
reside in an urban environment where ecomomic and sociallopportunitéee
are supposedly more resadily available (Grebler, Moore and Guzman,
1970) &han other areas in the Southwest. If the'health'delivery
csystem is to improve its services to older Spanish-speaking persons
it must identify those fgctore that affect utilization of such |
services and their relative importance under varying circumstances.
Padilla, éuiz and Alvarez (1975), in perhaps the best work
on the subject, discussed factors associated w1th dellvery of ‘}
mental health services to the Spanlsh speaklng populatlon. Although
their paper focused on meatal health it proves useful in a more

L

general discusskon of utlllzatlon of health services among older

Mexican-Americans..Padilla, et.,al., asserted that the SpanlshO-

speaking population received mental health care of a different kind,
of lower quality and in lesser proportions than any other ethnicélly-
identifiable population. They identify specific variables which

have been pesite¢ias.eXplandtionéifor'this.unde:rutilization:

1. Lower frequency and severity of mental illness

Several reports (Jaco, 1959 and Madsen, 1964) found under-
utilization of mental health resources and sﬁggested that‘Spanish-
speaking persons are better prepared to tolerate stress and require
less support from social institutions;‘Hoﬁever, other writers
(Karno and Edgerton, 1969 and Terry, 1968, 1969) suggest tkat the

Mexican-American population is subjected to more stress and tensiénn

20
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because of social, economic and cultural pressures arising from
iiving within a larger white society.

2. Use of folk medicine and/or faith healer

Reliance on' traditional folk culture has been a fagcrite
area of study for many researchers. One sesult of this emphasis,
however, has been the creation of the stereotypic conception that

folk remedies are regularly selectéd as alternatives solutions for

emotional problems, or as substitutes for utilizing the health .

system. The fole of the family in health behavior, although not
included in Padilla, can be also considered a cultural factor
affecting health practices. The famlly, espec1ally in earlier studles
of health among Mexlcan -Americans, has been con51dered a source of
emotional support which through its dependency tles, discourages
members.from utilizing'hospitals; psychiairists or4docto£s.

3. Discouraging institutional policies

This category concerns organizational factbrs and institutibnal
policies which discourage greater utilization. Long waiting period$, 
inflexikd®3 intake procedures and~insénsitivify of health profeSsion-‘?
als are exapples of institutional barriers. These factors fall

into the following suhcgbegoxies'

a. Geographic isolation. Mental health programs are

frequently inaccessible because they are located out51de of the
barrio, because of inadequate %ransportation facilities or because

of the adsence of child care centers.

b. Language'barriers. iMany Mexicaa-American elderly

speak Spanish as their first language speaking little or no Bnglish}
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- The absence of interpreters or bilingual personne1 would" d1rectly
affect utilization for those not speaking or understanding Engllsh

c. Class-bound values. The middle class values by

- professional staff are seen as conflicting. Wlth values assoc1ated
with persons from a low socio-economic background One example
frequently mentioned is the formal time schedule followed by hospi-‘
tal and clinic staff conflicting w1t¥ the more flex1ble time sche-
dules often used by poor people. Another example relates to emer-
gency care.

Sudnow (1967) in an article on a county hospital s method of
dealing with emergency cases, documented~the class bias of medical
staffs. He concluded that there is a strong relationship between
age, social background and the perceived moral oharacter‘of patients
‘and the amount of effort expended in energency care. 'Thefelderly |
and alcoholic were the tuo groups given the least consideration by
the staff. The second-rate care offered in some emergency cases may

have even been responsible for some unnecessary patient death.

d. Culture-bound values. Culture conflict is seen as
occuring when therapists and other professional staff view Spanish-
speakingmolients as hostile, suspicious, illiterate and provincial;
';wThese conglicts are rooted in the insensitivity of many white pro-

fessionals to the bilingual-bicultural characteristics of the Mexi-
can- American.

In assessing obstacles to utilization of mental health cen-

ters, Padilla, et.al. believed that the alleged ability of Mexican-

Americans to cope with emotional problems and utilize folk

22
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| medicine as substituses for modern med1c1ne are not valid explana-
tions. Instead, they concluded that the major explanatory variables
are associated with discouraging institutional.pblicies. In parti-
cular, Padilla et. al. cited language, class and culture bias as
the major factors actively discouraging utlllzatlon of mental health
‘serv1ces among Mexican-Americahs. | _
Although Padilla's article focused on mental health of the

general Chicano population, it ptovides a framework for identifying’
specific factors negatively affecting utilization of the helith
delivery system by oider Mexican-Americans. All the factors meftioned
are important ingtedients in the health care behavior of older
Mexican-Americans. It is reasonable to assume th;t the older person
is affected by‘each of the factors described5 but in différent

~manners and degrees. While data with which to evaluate barriers
to utilization of health services among”bldet‘Méxican-Americans is
difficult to obtain, a start in this dicection has been made by the

Colorado, Texas and particularly the East Los Angeles studies.

Data from the East Los Angeles Study

In the East Los Angeles Health Task Force Study (ELAHTFS)
a large percentage of Mexican-American elderly stated that théy
did not seek medical care even if they felt a need for 1t .Their

reasonskor not seeking med1ca1 care were as follows:
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Table IV

Lack of finances Medicare/Medical Lack of transportation

Men | and insurance problems and/or personal .assistance
60+ 9 (64%) | 1 (7%) - 3.(21%)
Women ‘ ,
60+ 17 (52%) 6 (18%) . 6 (18%)
Lack of trust with ~ RS . -
Men health providers Other - Total
60+ -0 (0%) 1 (7%) - 14 (100%)
Women
60+ 2 (6%) 2 (6%) 33 '(100%)

Thé major reason given for not seekihg medical services was
a lack of finances aﬁd/or inéurance to pay the costs. 'The second
major reason was that lack of transportation and personal assistance
kept them from seeking medical services. These major reasons held
-for the total sample of middle aged and elderly respondents. |

Another question further probed ObstacleS'to‘utilization of
health services. The respondents were asked: "In thihking back
over your experiences with health providers what have been the most
. serious obstacles encountered in obtainihg medicél care?" ‘The

responses are illustrated in the following table.

ey o T e el T TR Lo R R A RIS PP

24 S

-21-



Table V

Léck of finances  vLanguage Rejected for care?
Men Oor insurance barriers waiting to long
60+ .10 (24%) 5 (12%) 5 (12%)°
Female o E
60+ 23 (31%) 9 (12%) 6 (8%)
Lack of transpoftétion Lack of tfust'witﬁ
Men and/or personal assistance service provider
60+ 8 (20%) . 5 (12%)
Female ‘ .
60+ 13 (18%) | 4 (5%)
Medicare/Medical Insensitivity of
Men problems person to culture and needs:
60+ 4 (10%) 22(5%) |
Female
60+ 9 (12%) -3 (7%)
Inadequate care given
Men by provider Total **
60+ 2 (5%) ' 41 (100%)
Female | | | ) ' . ‘
60+ 7 (9%) 74 (100%)

** Respondents could report more than one obstacle.

Again, the twe most.serious obsatacles encountered by this
sample of Mexican-American elderly were the lack of finances and
insurance with which to pay for medical services and the lack of

transportation and assistance. Language barriers were another
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’serlous obstacle Lack of income and transportatlon are correlated
with low soc1o -economic status of older persons and ‘their need for d‘ww
assistance in walking, driving, taking a bus or using a taxi. |

For example in the Colorado sumigy the med1an income for
minority aged was $174 per month. Thirty-six percent of the
respondents owned their own car, 30% relied on re1at1ves, 30% took ‘
buses and 25% walked. In S8an Antonio, the mean monthly 1ncome for
women was $191 and forma men $211 per month. In the East Los‘Ahgeles
Health Task Force survey, males 60 years and over had a mean yeariy»
family income of $5,7%3 ($481 monthly) and females 60 years and
over had a mean yearly family income of $2, 964 ($247 monthlyI
Clearly the older Mexican-American in these areas have very low
incomes which affects their ab111ty to pay for serv1ces and
transportation assuming they do not posses adequate health 1nsurance;

Medicare and Medical are intended to prov1de 1nsurance -
coverage for hospltallzatlon and medical treatment However, there
is evidence that this is only partlally a551st1ng older Spanlsh-
speaking persons. A few years ago, Medlcare covered almost 50% of
the health needs of the elderly. Today it covers only sllghtly more
than one third of their medical expenses.(newslatter from Asocia- |
cion Pro Personas Mayores, July, 1976).

THe ELAHTF study dramatizes the inadequacy of current health
insurance coverage. Twenty-five persent of males 60 years‘and over
and‘37% of females 60 years and over were not covered by Medicare'
ahd/or Medical. Ninety-ohe percent of males 60 years and over and
85% of females 60 years and over had no health insurance otherdthan_’
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Medicare or Médical._Amqng the tot3l sample 45-5§‘years of age and
60 years and over, 25% had no ihéufance»coverage?to meet any type.
of;medical expenses,wmeaning that‘their'medical éipgnses had to

be paid entirely by out-of-pocket cash.

Clearly, folk medicine and cultural values are not the onlf
important obstacles to health delivery. Ih fact, the evidence lends
substantial support to the thesis that is is the inability of the
health delivery system to allow acéess for olde:‘persodgkrather

than the older person's unwillingness or an inherent inhibitory

- factor in his culture that is mainly reswonsible.

Coping Mechanisms

1

'The older Mexican-American finding little help from exist-
ing health services has developed a rather intricate set of social
mechanisms in order to cope with thé onséi Bf age-related health
problems. These coping mechanisms are invaluabq‘,ssetsvand resources
if recognized and incorporated not only in the health delivery
syssem but inaall social service_delifery sgstems. In the broadest

sense, the mechanisms are based upon a reliance on family, religion

and culture. Unfortunately, as will be dotumented, these mechanisus
‘are in danger of dissipating and disappearing once this age cohort
‘of older pérsons has passed. The question arises, therefore, whether

‘tdday's young and middle-age Chicanos will continue to use ‘the old

coping mechanisms or adopt new ones. If the latter is tmue then

mdst_certainly hhey will have to ddjusf to Anglo-oriented coping

'mechanisms that rely on a more impersonal, more profit-oriented

‘relationship, one that is founded upon the governmental bureaucracy
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.rather than on 1ndividua1's family or culture. I! the former is
" true then we must find ways ‘to maintain these more . traditional
mechanisms or at least adapt them to a changing modern society.nt"

It should be stressed that these tradttinnll coping mecha-
nisms should not: be seen as a substitute for ‘8 more humane,‘efficient
and expanded health de11very system. Such a system is V1ta11y needed
and must remain our first priority. However, more subjective
coping mechanisms need to be recognized,. 1ncoporated and maintained
whenever possible. ' ‘ |

1. Folk Medicine and Curanderos '

In previous research espe&iilly in the 1950'3 and 1960'3,'

folk -medicine and curanderos were seen as the answer to understand-

1ng health-care practices. Unﬁortunately, the interpretations
resulting fsom such studies created stereotypes and overgeneraliza-
A‘tlons about the impact of folk medicine on the. general Chicano
population. However, if examined in a different context-- a context
which includes folk medicine as one coping mechanism of older
persons-- we begin to see these cultural manifestations as health
resources rather than ernovelty item to be studiediby anthropologists.
In assessing health status of older Mexican-Ameri.ans, ‘the
ELAHTF survey attempted to detlnmine the reSpondents' first course
of action upon developing a health problem. The largest percentage
~of ‘men and wosmn over 60 years ofeagevanswered that.they consuIt | -
a doctor (39% men and 50% women) A suprising persentage (22% men
and 43% women) a}so answered that they take teas, zggggg and other
| home remedies.rIn the San Antonio :tudy 80% of the female respondents

and 70% of the male respondents ha€ knowledge of medicinal herbs,
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‘their usage, folk illness and their cure and where herbs and treat-. .
ment could be obtained This data leads us to conclude that many
O0ldey persons do indeed be11eve in folk med1C1ne and utlllzed its

treatments

Illnesses such as mal de ojo, empache, susto and aire are

treated by oral administration'of various herbs: yerba buena, man-

%aniiia, hoja Eg,'estafiate and many‘older herbs. Applicatiop of
1iniments; dils and.herbal mixtures, massages (sobadas) and .
Tegulation of diet are also used as treatments. |
‘TReatments may be administered by anyone who has the knowleage.id
A patjent may treat h1mse1f ask a frlend or relative who knows herbs';d
and gther cures or g0 to a curandera (a spec1a115t in the d1agnos1s‘f3_g
and treatment of folk syndromes) Although the full extent of the a‘
USe of folk medicine among older persons is not kngwn bellef in them

has long been standing and has strbng_emotionai significanne;d
2. The Family | | o
As has been‘the case with folk medicine,dfaﬁilism anohgv-d
Chicapos has been viewed as a deterrent to individual adjusfmeht.d
ang social mobility among Mexiean-Amerieans; The‘negatiVeIOf cda-;
' Servat1ve effects of familism have also been used to explaln the "
heajtp attltudes and hehavior of Chlcanos. Nall and Spellbery (1967),..f
f°r example,ssuggested that the presence of relatives in the
nelghborhood and the process of these seeilng ‘advice from these
- Telatives on prjvate matters was related to the refusal of hospitali-
zatlon fop treatment of tuberculosis. Murillo (1971) also speculated
‘that Chicanos were late for app01ntments becanse of their concep;
29
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of‘responsibility,placed primary importance on the attendance to
the immediate nadds of their families. To the extent that thése
findings have validity,'they are most applicable toc the elderly,
since it is this layer of the Mexican-American population that has
the closest family ties.'waever, at the same time, fhe family
clearly plays a very positive role in health care as an invaluabie
assesdin providing financial, emotional and heilth caré support.
The family often is the center of the older person s social world,
and, in turn the older person provides importaat functionms. Soto-
mayor (1973) in a study of Chicano grandparants in a Denver barrio
found that grandparents help in the rearing of grandchlldren, solv-
ing family crisis, teaching re11g10n a?d\;ransmlttlng cultural
heritage (1anguage, values, food customs, anstory) On the other
hand, the famlly will often accompany the older person to the
welfare office, department of motor vehicles, store and to

economic and social agencies, particularly if the older persbn does
not speak English.

In the ELAHTF study, for example, it was found théttthe
family frequently accompanied the older person to a health facility.‘
The study showed that 44% of males 60 years and over and 52% pf
females 60 years and over did not usually go alone to receive
medical care.

There is evidence that researchers afe beginﬁingAto recognize
the family as an important coping mechanism in ut:lization of ‘
health sérvices. Hoppe and Heller (1975), in 8 study examinigg the
influences of familism and occupational stability on alienation and
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health cére utilization, found that familism is én‘imporpant coﬁing
mechanism which reduces feelings of alienation among lower-claés
Mexican-Americans and in turn influence the.health'cafe utilization
behavior of this group. | |

It is hoped that all efforts will be made to éncourage the
family to assist and participate with the older person 1n3health
care maintenance and preventive aspects of health, such as health
education. In turn the breakdown of the extended family in certain
areas may be minimizéd and berhaps~avertéd if governmental policy

avoids regulations which force family members to let the older

oo

, person hand}® am agency or institution on his own.

3. The Church

Maay, if not most, older Mexican-Americans have relatively
strong religious beliefs and attend church more often than other
segments of the Chlcano population (Grebler, Moon:and Guzman, 1970).
‘The church serves an important spiritual support for many older‘
persons, helping them to face the pain, suffering and emotiona}
crisis. In addition to éontinﬁing this spiritual sﬁpport the church
could also act as an important advocate and disseminator of health
information because it often has difect.access to many older persons
who could not otherwise be reéched (eg-., thosebwithout proper
immigration papers). Education about balanced inéxpensiwezmeals,
about metabolic system needs (exercise and the dangers of obesity}3)+
and the location of social and service agencies are all examples
6f khe consumer educatioh needed in this area--information that the
church could provide.
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- ently by the preV1ously d1scussed varlables (folk med1c1ne, culture,

,prOV1des an 1nva1uab1e Opportunlty for 1dent1fy1ng barr1ers 1n |

Mexlcan Amer1cans. The preV1ous1y mentloned data reflects only one

__THE 'HEALTH CYCLE 01: OLDER PERSONS
A CONCEPTUALIZATION APPROACH TO0 UTILI7ATION OBSTACLES

Ut11121ng data from the ELAHTF and other s1m1lar surveys

access1ng health dellvery systems. However,‘lt 1s also 1mportant

to take a broader perspectlve on the totalhhealth cycle of older

phase of health care practlcesamong Chlcanos',fffz*fiiJfﬂf*'g
In rea11ty there are asnumber of d1st1nct phases 1n the‘”*

health cycle of” the elderly Mexlcan-Amerlcan, each affected dlffer-

‘1nst1tut10nal p011c1es) _ IR L

Most of the data presented in thls paper deals w1th 1n1t1a1
utlllzatlon of a health fac111ty A person feels 111 or gets hurt
and seeks the services of a phys1c1an or goes to a countyyhospltal |
or a clinic. But this is only the beg1nn1ng of the health cycle, |
part1cu1ar1y among older persons w1hh a d1st1nct ethnlc background

Decision- makers, researchers and planners must recognlze that these ’

distinct phases exist and that each‘requ;res_the examination of a

different set of variables in establishing areas for improvement
of the health care delivery systenm.

The Preventive Pha®e

This phase deals with the prnventlon of s1ckness and acc1dents,lﬂ
or at least the minimization of such s1cknesses or acc1dents. Older
persons, because of a decline in physical capacities, are more ;

susceptible to cardiovascular diseases, arthritis,fhypertension and o

-29-
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‘accidents. A number of factors have a role to play invadequate

‘preventlon nutrition, houslng, income, knowledge of potent1a1

med1ca1 treatments, fam111a1 support and knowledge of ex1st1ng

health systems.
It has often been suggested thaththe curaent health delivery

system is not geared toward a high levellof involvement iu this

preventlve phase. However, it semms reasonable to assume that the‘ o

health system's role in this phase could be s1gn1f1cantly augmented .
by incorporating and utilizing existing coplng meohan;sms der1ved
from folk medicine, the family-ahd the church. | |

The In1t1a1 Utlllzatlon Phase

This phase has been the focus of the data presented in th1s
paper. It deals with the 1n1t1a1 utilization of hospltals, c]inls
and phys1C1ans. Lack of income, poor transportation and 1nadequate
health insurance have been shown to be themost 1mportant variables p,'
in 1n1t1a1 access to the health de11very system.’ |

The Health Ma1ntenance Phasw®

Health care de11very 1nvolves more than the treatment of
illness. It is supposed to minimize the needs Gor treatment of

d1seases ax accidents through positive and pro-actlve programs of |

. health maintenance. After the initial utilization of the health‘

service it is crtii&allto the older person“that cOmprehensiVe
follow- -up procedures be undertakémaand that the patlent feels
comfortable in whatever health fac111ty he or she may be situated.
It is in this phase where culture and class bound balues,‘as‘wellr‘
as 1anguage and familial support, ‘play an important 13 xle. For
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example, the attifludes nnd_values of healthiprofessionals will plav_u‘_;
an important part in determining the utilization by elderly Chicanos
af both the out-patient and extended care facilities. HoStility N
towards Chicanos, insensitivity to cultural and class values, lack.
of bilingual personnel and discouragement of extended hisits,or |
accompaniment of family members a11 will serve to‘discourgage‘the‘
'older person from adequate follow up care. | | |

Padilla et.al., (1976) make mention of frustration among o
personnel in mental clinics when faced with high. numbets of
Spanish-speaking people who failed to return to the fac111ty after
an initial visit. Padilla blames this situatlon on the difference
in social class characteristics between the mental health professlon-
als and their patients =3 well as the lack of bilingual-bicultnral
personnél. | |

In summary then, this conceptualization of three distinct
phases in the health cycle of an older person is intended to :
identify factors jnhibiting utilization and spec1fy1ng degrees of
importance according to the particular phase. It has been the
inability of past research and planning to recognize or'accept
phases such as these and the; way in which varying social and
" cultural factors influence these phases that has prevented a more
realistic critique of the health de11very system and subsequent
improvements. It is hoped that planners and researchers will ex-
amine these areas further. :

Given the current state of knowledge what policy Tecommen-
dations can be nade for improving access‘to the heddth delivery,_
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. system by older Spanish-speaking persons? Whileuhighly-speciflc .

recommendatlons are perhaps premature, one th1ng 1s clear’ that

the health status of Span1sh speaklng eldérly overlaps w1th

‘nutr1tlon, 1ncome, transportatlon, culture and other such varlables;ﬁ“

A recent APA art1cle (1976) descr1bed the Amerlcan health
system as a large and complex set of fac111t1es and serV1ces.'It 1slgﬁ*
a system characterized by a lack of coord1natJon of such serV1ces o
as clinic, general hospltals, optometrlsts, pharmacles, podlatrlsts{ip
long term care facilities and drug manufactures.‘ For example, 1n . d’
East and Northeast Los Ang&les, where the ELAHTF study was. con-.'

ducted, there are 12 hosp1tals, l4 emergency care fac111t1es, 25

| c11n1c, 17 nur51ng homes and three mental health fac111tles for

a population of 361 573 (of which 257 968, or 71% are Spanlsh-

speaking). Twenty one percent, (54 462) are 45 years of age and

'over and of these332% are 65 years and over. The most consp1cuous JﬁJﬁ
health fac111ty 1n‘th15 area is the mammouth Los Angeles County-'

'Unlverszty of Southern Callfornla Med1ca1 Center (LAC USC) uhlch

1ncludes the countgygenemal hosp:tal

.. Is it any wonder that, on top of all other factors 1mp1ng1ng ffﬂ

on utilization, an older person speaklng little Engl:sh wpﬁld f1nd

it d1ff1cult to know how to use th1s complex healtn system? If he ;;;ff

is forced to pick and choose a ppeclflc facility- W1thout knowledge lfff

‘of this vast apparatus, has 11ttle money and f1nds 1t d1ff1cult ‘to

get around more llkely than not an elderly Chicano 1n.need of

‘health care w1ll e1ther do noth1ng about his problem, rely on

famlly or friends or go to the only med1cal resource with wh1ch

- 35.
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”he is familiar, wthe phys1c1ann

: Whéte there are c11n1cs, mental health centers and hosp1tals 1n

‘ health center located near the c11entele and offer1ng a var1ety of

programs such as--Dial- -A- R1de.

(u

It is th1s wr1ter s contentlon that lack of coord1nat1on of

health services and public knowledge about them serves to d1scour-45 s

‘age the older persons from tak1ng advantage of ex1st1ng fac111t1es.‘ pﬂj

East Los Angeles, for ‘example, what is needed is” a comprehens1ve

serV1ces._Th:s comprehenslve health ceﬁmer could conce1vably 1ncludehgfﬁ

a health component nutr1t1on center, day care fac1l1ty and a. mentalfq{k

health c11n1c, all linked Wlth the commun1ty by transportatlon

‘-The'role of mental‘health'amOng.older‘persons1highlights7thet*ff:
needs for such a health veh1cle. Observatlons p01nt to the lack of o
dlStlnCthn Latino. oIder pe0p1e make between' health and mental
health, particularly among older Lat;nos, Addltlonally, there 1sf
a social stigma attached to mental illness and.psychiaérlsts.

Various writers point toathe'underutilization of.mental;

health services (Jaco, 1959, 1960, Madsen,_1964,}Karnohand Edger—'°

ton,} 1969, Padilla ‘et. al., 1976). Various explanations‘hafeabeen'

offered, such as lack of mental disorders, use of folk medicine as

sﬁhstitute, insensitivity of mental staff, etc. But for older

‘ persOns, no such examinantdnn'of utiliaation has been offered. It

is not difficult to‘imagine;’however; that the elderly Chicanofs

‘tendency to use phys1c1ans for all manners of illness makks a

j s1gn1§1cant underutlllzatlon of mental health cenner. Whether this

section of the p0pulat10n evidences a lower frequency of: emot1ona1¢;;f.f
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of mental crises seems doubtful. The effects of urbanization and. =
the demise of the extended family almost certainly lead to depression

and alienation for many/,We can assume with some certainly that’

a significant portidn of elderly Chicanos require mental health

services by professionals sensitivye to'bilingual—biéuizaral
characteristics and that, therefore, the integration 6f a menaal
health'component into a comprehensive system would be an important'
element in a more effective health &elivery system. .
Incorporation of nutrition centers would be another important
component of such a system as adequate nutrition is vital to heélth
prevention and maintenance. Nutrition celiters alsc serve to draw

out the dsolated elderly who seek social companionship. It has been

observed that many older persons using nutriticn centers and other

social service agencies frequently have grandchildten with them. A
day care facility would probably encourage utilization by older
persons who are baby sitting or who frequently care for ybung
children. Although at‘present its appeafs that Mexican-Americans
rarely use extended care facilities.or:nursing-homes, itiis.likély
that this will change in the future. Developing such a facility
within or near a comprehensive health c=nter wnuld serve to keep
the elﬁerly close to their resources, néighborhood and family.

Existing transportation systems such as Dial-A-Ride, jitney»‘
services and subsidized taxis would be better able to transport
elderly people to needed services in a centralized facility.‘Con-
Versely, the center would be in a position to utilize government |
funds to establish demand-response transportation programs.'
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An example is currently proV1ded by the Communlty Mental o

Health Care Centers pf centralized serv1ces under one roof The

centerw (approx1mately 520 are in operatlon) are des1gned to prov1de
such serV1ces as in- pat1ent and out pat1ent care, day care;and
part1al hosp1tal1zat1on and emergency serv1ces, consultat1on and

Aeducatlon services, as51stance to courts and other agenc1es 1n

'screening, follow-up for dlscharged mental pat1ents and half way
,housesserv1ces. Recent leg1slat10n to the Communlty Mental Health

Care program mandates that 10% of funds and serV1ces be prov1ded

for specialized serv1ces for the elderly HIMH 1s cutrently

develonlng regulat1ons to meet the mandate of thlS new act Thls ‘ S
“is a hopeful sigh that older persons W111 be ent1tled to’ the |

services of a communlty mental health center. g
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| ‘REcoMNnmoNs a

Regardless of the way 1n wh1ch health care system Te- organlze;,l

themselves to prOV1de greater access to older Spanlsh speak1ng

persons, ‘it is important thatvcertaln V1tal health concerns be

taken into account Ortiz de Hlll (1975) 11sts serV1ces wh1ch are

of 1mmed1ate 1mportance to the Spanlsh speaklng elderly These

include® - s FRt SO

1. Screening and resources

- a. A program which integrates community'resonrces

b. A service and treatment plan'c |

c. Manpower needs

d. Informatlon and education systems, Development of f
communlty awarenss | ﬁ

2. Nutrition

A. Defe10pment of congregate meal sitest

b. PrOV151on for home delivered meals (Meals on Wheels Program)‘

c. A551stance ﬁnth shopplng and purcha51ng food ' e

.d Education about balancéd meals

3. Home health care

a. Visiting nurses
b. Home health aids
c. Telephone reassurance

4, Long term care fazllltles

‘a; Plans and part1c1pat10n in milieuvtreatmente
b. Actlylty andlcommunlty care teams
39
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Fﬁrther recommendatiohs for improving the health status ef’eiaeru
Ch1canos include: | |
1. The development of a comprehen51ve care fac111ty wh1ch
is close to the barrio or in areas of h1gh concentra-
tions of older people. . | |
2. That the new Health System Agency advocate'ahd pian‘
for these types of facilities, - “ B
3. That demand -amd response systems of transportatlon
(Dial-A-Ride, SUbSldlZed tax1s) be deve10ped to assist -
the older person's mob111ty needs and be coordlnated |
~ to get them to needed health fac111t1es
4. Thatrpreventlve measures such as b111ngua1 edﬁcationai
and 1nformat10n programs, early detectlon programs ‘and
annual screening exam1nat10ns be establsshad
5. That health programs servicing Chlcanos emplof persbnnel
who.are sensitive to the culture, ianguage and needs |
of the‘elderly-person} . |
6. That a National Health InsuranCe program be voted into
law. |
7. That health planners and decision-makers give greater
consideration to cultural aspects of the Spanlsh~
speaking elderly and that Xheir coping mechanlsms be

recognized and encouraged.
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Summary ‘ |
| ~ This paper has attémpted to delinate areas'affeCting the

health status of Spanish -speaking elderly through an examination
of the hea1th related 11terature, data ‘which out11nes various
problems, and a conceptua1izat10n of phases in the hea1th‘cyc1e
and barriers to utilization.  The 1mp11cat10ns;'f1nd1ngs, and
conclusions reached in this paper‘are, by néceésity, pre11minary
and réquire more thorough research in this irea. However, 1t is
clear that the older Spanish-speaking person has serious hea1th
prob1ems which are not being met and which cannot wait until ex-
tensive research and discussionsnhave been held on the subject.
It is hoped that'this paper wilT“Sérve as én impetus for pp11t1- '
cians, decision-makefs, advocates, and organizers to bégin, now,
to make the hea1th‘de1ivery sjstém more accessible to'Spanishé
speaking e1der1yyénd §t the same time that‘researthers will pro-

vide more data on the issues raised in this paper.
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