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* In 1990, a total of
22.3 million people
of Hispanic origin
lived in the US

* Various Hispanic
populations not
only tend to live in
different regions of
the US but are
different in educa-
tional, occupa-
tional, economic,
cultural, and health
backgrmund

Cross-cultural Medicine
A Decade Later

Getting By at Home
Community-Based Long-term Care of Latino Elders

STEVEN P. WALLACE, PhD, and CHIN-YIN LEW-TING, PhD, Los Angeles, Califomia

Although evidence suggests that the morbidity and mortality of Latino elders (of any Hispanic ancestry) are similar to
those of non-Latino whites, Latinos have higher rates of disability. Little is known about influences on the use of in-home
health services designed to assist disabled Latino elders. We examine the effects of various cultural and structural factors
on the use of visiting nurse, home health aide, and homemaker services. Data are from the Commonwealth Fund
Commission's 1988 national survey of 2,299 Latinos aged 65 and older. Mexican-American elders are less likely than the
average Latino to use in-home health services despite similar levels of need. Structural factors including insurance status
are important reasons, but acculturation is not pertinent. Physicians should not assume that Latino families are taking care
of their disabled elders simply because of a cultural preference. They should provide information and advice on the use of
in-home health services when an older Latino patient is physically disabled.
(Wallace SP, Lew-Ting CY: Getting by at home-Community-based long-term care of Latino elders, In Cross-cultural Medicine-A Decade Later
[Special Issue]. West J Med 1992 Sep; 157:337-344)

M rs Martinez is an 81-year-old widow with dementia.
Her Alzheimer's disease is now at the point where she

has trouble bathing and dressing independently. Although
she lives alone, her daughter brings her in for medical visits
and acts as a translator. The daughter has mentioned that at
least two other family members also visit Mrs Martinez regu-
larly. Born in Mexico, Mrs Martinez is a permanent United
States resident with Medicare and Medi-Cal (California's
Medicaid program) benefits. Should a physician discuss
long-term care options with the family?

Long-term care services exist to compensate for lost (or
never existing) functional capacity. I Yet few patients or fami-
lies know about the range and availability of services in their
communities.2 Long-term care is often erroneously equated
only with nursing home care. Physicians play a key role
because older patients and their families commonly turn to
them for information and assistance.3

Various factors influence the interest and ability of Latino
families (of any Hispanic ancestry) to seek formal long-term
care. Most of the influences can be placed into two broad
categories: cultural and structural. We focus on identifying
patterns of use of community-based in-home long-term care
health services by Latino elders. We compare the relative
importance of cultural and structural factors associated with
the use of those services and relate those findings to clinical
practice.

The issue of in-home care takes on increased importance
when the future demographics of Latino communities are
considered. First, the number of Latinos older than 65 is
projected to increase by 500% by the year 203O.4 This will

increase the strain on the family and informal resources that
currently provide care. Second, that strain will be com-
pounded by the declining size of families of minority groups,
further reducing the availability of informal care to the grow-
ing number of aged.

Health Status and Needs of Older Latinos
We typically discuss the health of minority populations in

reference to those with the best health status in the United
States, usually non-Latino whites. The status for older Lati-
nos is mixed, however. Compared with non-Latino whites,
older Latinos have better health indicators in some areas and
worse in others.

A common indicator of the health status of populations is
death rates. Unfortunately, ethnicity (Latino versus non-La-
tino) is not reported by all states and is often missing for some
states that do report it. From 1979 to 1981, 13 of 15 states*
that were home to about 45% of the Latino population pro-
vided usable data on Latino deaths. In those states Latinos
aged 65 and older had lower death rates than older non-
Latino whites for almost all causes, especially diseases ofthe
heart (a third lower), chronic obstructive pulmonary diseases
and allied conditions (50% lower), and malignant neoplasms
(almost a third lower). Higher death rates occurred among
older Latinos for diabetes mellitus (twice the non-Latino
white rate); motor vehicle accidents (three-fourths higher);

*Arizona, Colorado, Georgia, Hawaii, Illinois, Indiana, Kansas, Mississippi, Ne-
braska, New York, North Dakota, Ohio, and Texas reported death rates according to
ethnicity. Califomia (which has the largest number of Mexican Americans) and Florida
(which has the largest number of Cubans) did not differentiate death rates according to
ethnicity.
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LONG-TERM CARE OF LATINO ELDERS

ABBREVIATIONS USED IN TEXT
ADL = activities of daily living
IADL = instrumental activities of daily living

nephritis, nephrotic syndrome, and nephrosis (two-thirds
higher); and chronic liver disease and cirrhosis (two-thirds
higher). The pattern for older Mexican Americans and
Puerto Ricans was similar, except that death rates for chronic
liver disease and cirrhosis were higher for Puerto Ricans and
the death rates for diabetes mellitus were between those of
Mexican Americans and non-Latino whites. The death rates
of older Latinos average a fifth lower than those of non-
Latino whites, with the Latino mortality advantage greatest
among older men.5 More complete data for 1987-18 states

including California-show similar results, with heart dis-
ease accounting for an even lower proportion of the total
number of deaths of older Latinos and malignant neoplasms
accounting for a somewhat higher proportion.6

Morbidity patterns provide a similar variation in inci-
dence of diseases. For most major diseases except diabetes,
Latinos appear to have lower rates of illness than non-Latino
whites. Both age-adjusted and age-specific hypertension
rates are substantially lower for Latinos than for non-Latino
whites,' contributing to a lower Latino prevalence of coro-
nary heart disease and stroke.8 The overall age-adjusted inci-
dence of cancer in Latinos is also lower than that in
non-Latino whites (246 versus 335 cases per 100,000 popu-
lation). Latinos have a lower incidence of cancer of the
breast, lung, and colon-rectum. The rate is about the same
for prostate cancer, and Latinos have a higher rate of stomach
cancer.8 The most notable disease for which Latinos clearly
have a higher prevalence is diabetes. Self-reported diabetes is
two to three times more common among Mexican Americans
than among all whites. The prevalence of diabetes increases
with age, with 22.7% of Mexican Americans aged 65 to 74
reporting diabetes9 versus 9.3% of all whites aged 65 and
older. 10

Although the death and disease patterns for older Latinos
show several advantages over older whites, disability and
other health indicators are worse for older Latinos. Older
Latinos averaged eight more days of restricted activity from
1978 to 1980 than non-Latino whites but ten fewer days than
non-Latino blacks (Table 1). Puerto Rican elders reported
more restricted activity days than any group. Health status
declines with income, but even when we look only at low-
income elders, the pattern persists. A more severe measure
of disability is the number of days that an older person is

confined to bed during a year. That measure shows that both
older Puerto Ricans and Mexican Americans were more dis-
abled than non-Latino African-American or white elders.
The rate of activity limitation due to chronic conditions for
older Latinos was between that of older non-Latino African
Americans and whites. The most commonly used indicator
of general health status is self-assessed health. Table 1 shows
that more than a third ofolder Latinos reported their health as
fair or poor (versus good or excellent). This is slightly higher
than the proportion of older non-Latino whites but substan-
tially lower than the proportion of older non-Latino African
Americans.

Our overall knowledge of the health status of Latino el-
ders is complicated by data inadequacies. In general older
Latinos have better health than non-Latino whites in death
rates and prevalences of certain life-threatening chronic dis-
eases. The major disadvantages for older Latinos include
their higher prevalence of diabetes, their greater activity lim-
itations, and their lower global (self-assessed) health status.
Because older Latinos are disadvantaged in activity limita-
tions, examining factors that influence the use ofcommunity-
based long-term care is important.

Use of Health Care Services by Latino Elders
Although health status data indicate the potential impor-

tance of community-based in-home health services, most of
the research on health care use by Latino elders has focused
on the use of physicians and hospitals. In both areas older
Latinos appear to receive similar or more care than older
non-Latinos. Older Latinos have more physician visits per
year than either non-Latino whites or African Americans
(Table 2). This pattern holds even for those reporting poor or
fair health. Less variation occurs in the rates of hospital
admissions, although older Latinos are slightly more likely
to use a hospital than older non-Latino whites or African
Americans.
A different pattern emerges when we control for factors

that influence physician and hospital use among middle-aged
and older Latinos. Puerto Ricans and Mexican Americans
are more likely than non-Latino whites or African Ameri-
cans to see a physician as their physical activity becomes
limited, even after controlling for age, sex, health status, and
other factors. On the other hand Puerto Ricans and Mexican
Americans are less likely to be admitted to hospital when
they rate their health as poor. 13

Limited data exist on the use oflong-term care services by
Latino elders. Most data show that older Latinos are less
likely than either older whites or African Americans to use

TABLE 1.-Health Status of Latinos, Non-Latino Whites and
Non-Latino African Americans Aged 65 and Older

Non-Latino
All Mexican Puerto African

Health Status Latinos Americans Ricans Whites Americans

Restricted activity, days/person/yr* .................... 46.5 52.8 61.4 38.7 56.9
Restricted activity in families with income

<$10,000/yr, days/person/yr*...................... 55.0 58.8 84.0 45.4 62.5
Bed disability, days/person/yr*........................ 20.7 26.1 35.7 12.9 22.9
Activity limitation due to chronic condition, 9b of persons . . 47.5 52.4 52.6 44.3 57.2
Fair or poor self-assessed health, 9b of personst ..... .... 35.2 32.0 37.5 29.0 46.8

*Data are from 1978 to 1980.11
tData are from 1987.12
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nursing homes, 14,15 even after other risk factors are taken into
account.16 The higher level of disability for Latinos in the
community may be partly because disabled Latinos remain in
the community when similarly disabled whites use nursing
homes.

In-home health care is viewed as an alternative to institu-
tionalization, but we know little about the effects of race,
ethnicity, culture, and class on the use patterns of commu-
nity-based and informal long-term care services. 17 Older La-
tinos and non-Hispanic whites use paid in-home care in about
the same proportions nationally, whereas older Latinos re-
ceive more informal care.'8 This does not, however, control
for level of disability, availability of family, financial status,
or other factors that might increase or decrease the need for
formal and informal care.
A study ofcase-management clients in Arizona found that

older Latinos were less likely to use community-based long-
term care services than non-Latino whites despite their
greater activity limitations."9 The lower level of formal sup-

port received by Latino elders was balanced, however, by
higher levels of informal support. Greene and Monahan cau-

tion that their data do not indicate whether the family support
was provided because formal support was not available or in
preference to formal services. This distinction between ser-

vice use patterns as a result of preferences versus barriers in
the structure of the health care system forms the core of the
debate over differences in the use ofhealth services by minor-
ity elders.

Culture and Institutional Structure
Influencing Health Care Use

Forces that influence the use of health services by minor-
ity elders can be divided into two general categories: cultural
and structural. Cultural influences include the belief sys-
tems, behaviors, and preferences of a group that might cause
certain patterns of health care use. Structural influences in-
clude the way the health care system and other social institu-
tions are organized and operated. They may present both
incentives and barriers to the use of health services.

Culture. Cultural influences would be expected to shape
the use patterns of long-term care, especially because long-
term care often involves nontechnical assistance that can be
provided by family members. Culture may influence the use
of family versus paid care through concepts of family respon-
sibility and attitudes toward the use of public services for
those eligible for Medicaid. The strength and centrality of
family are common Latino values.'5 A possible explanation
of why Latino elders use nursing homes less often than do
non-Latinos is that Latino family roles make Latinos more

disposed than non-Latinos to make the sacrifices necessary
to help older relatives.20

Culture can also influence how satisfied patients are with
their medical care. Health care professionals' lack of knowl-
edge about Latino cultural norms and inability to communi-
cate in Spanish are often cited as factors discouraging Latinos
from seeking needed health care.21-23 Acculturation-an im-
migrant's adoption of attitudes and common behaviors from
the dominant society-can affect both family functioning24
and health service use.25 It is surprising, therefore, that most
research on health care for Latino elders has not expressly
investigated the importance of acculturation (others26 also
note this deficiency). Although acculturation does not neces-
sarily weaken Latino family functioning overall,2" there is
evidence that acculturated families provide lower levels of
informal support to the aged.28 Thus, we might expect accul-
turated Latino elders to use more formal services than tradi-
tional Latino elders.

Institutional structure. Income and health insurance are
the most important structural determinants ofa person's abil-
ity to obtain health care. Older Latinos are disproportion-
ately poor because of the structure of our occupational and
economic system. Also, our health care system rations care
based on ability to pay. Almost all older people have insur-
ance coverage for acute care from Medicare, but Medicare
pays less than 6% of all long-term care costs in the United
States.29

Given the importance of income and insurance in deter-
mining long-term care use, there is a major gap in the health
insurance status of Latino elders. In the general population
many more Latinos are uninsured (33%) than whites (13%)
or African Americans (19%). This is largely because Latinos
are concentrated in industries such as personal services and
construction that do not offer insurance and because they
disproportionately live in states-Texas and Florida-with
stringent Medicaid eligibility criteria.30 As a result, serious
illness in the family is considered a financial problem almost
twice as often among Latinos as other whites (39% versus

19%).31

Retrospective Study
The following analysis reports on the use of in-home

health services for all older Latinos and for specific Latino
subgroups. Their use of services is examined by need, indi-
vidual characteristics, family status, acculturation, and
health insurance.

Methods ofAnalysis
The data were from the 1988 national survey of Hispanics

aged 65 and older sponsored by the Commonwealth Fund
Commission on Older People Living Alone. Telephone in-
terviews, done primarily in Spanish, were conducted of 937
Mexican Americans, 714 Cuban Americans, 368 mainland

TABLE 2.-Use of Health Services by Latinos, Nn-Latino Whites,
and Non-Latino African Americans Aged 65 and Older*

Non-Latino
All Mexican Africon

Health Service Latinos Americans Whites Americons

No. of physician visits/person/yr.............................. 8.2 9.1 6.3 6.7
No. of physician visits for those with fair or poor self-assessed

health/person/yr. 1.5 12.1 9.6 8.9
>1 Hospital episodes, % of persons.18.7 18.5 18.3 17.3

*Data are from 1978 to 1980.11
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Puerto Ricans, and 280 other Hispanics. * The data were
weighted to reflect US population estimates. The survey con-
tractor's final report contains a complete methodologic dis-

32cussion.
We were primarily interested in explaining the previous

year's use of in-home health services (home health nurse,
home health aide, or homemaker). We focused on these ser-
vices for two reasons. First, these services are often covered
by Medicaid, Medicare, or both, and target the most disabled
elders. Second, physicians are central to these services be-
cause physician certification ofneed or a care plan is required
before Medicare or Medicaid will pay for them in many
situations. Even when physician approval is not necessary,
physicians can be an important source of referrals.

Explanatory variables include five health status indica-
tors as evidence of need for in-home services: limitations in
activities of daily living (ADL)-bathing or showering,
dressing, transferring, walking, getting outside, using the
toilet; limitations in instrumental activities of daily living

*The largest nationality was Dominican (95 interviewees) followed by in decreasing
frequency Spanish, Colombian, Salvadoran, Ecuadoran, Nicaraguan, and 15 other
nationalities.

(IADL)-preparing own meals, managing money, using the
telephone, doing light housework, doing heavy housework;
self-assessed health status; hospital admission within the past
year; and frequent physician visits in the past year.

Demographic and social characteristics are often associ-
ated with differences in the use of health services. We exam-
ined the demographic variables of sex and age. Social level
variables are subject to intervention and change. They in-
clude indicators of traditional culture (acculturation), educa-
tion, social support (living alone, living with spouse, living
without spouse but with or near children), income (poverty),
and health insurance.

Two variables are frequently used to indicate levels of
acculturation: language ability21'33 and age when the respon-
dent arrived on the US mainland.34 We created a summary
variable that includes both of these dimensions and can be
interpreted as the extent of acculturation of the respondent in
comparison to the average level of acculturation (low) of all
older Latinos.
Results

Needs and resources of Latino elders. The need for in-
home health services for older Latinos appears to be substan-

TABLE 3.-Characteristics of Latinos Aged 65 and Older by Subgroup'

All
Latino Mexican Puerto x2
Elders,t American, Cuban, Rican, Statistical

Charocteristic 4l 9b 4b * Significonce

Health
1 or more ADL difficulty ..................

1 or more IADL difficulty................
Self-assessed health-fair or poor ...........

Hospital use past year ....................

Physician use > 12 times past year .........

Demographic
Women................................
Aged 65-74 yr ..........................

Social
Immigrated at age 55 or older..............
Immigrated at age 31-54 .................

Immigrated at age 17-30 .................

Immigrated at age 0-16...................
Born in USlmainland .....................

No English (monolingual Spanish)..........
Poor English§...........................
Speaks English well ......................

< 5 yr school ...........................
6-11 yr school..........................
High school graduate and up...............

Lives alone............................
Lives with spouse.......................
Without spouse, lives with children or

within 30 min ........................

Family income
Above poverty ........................

Below poverty ........................

Unknown or refused..................

Covered by Medicare ...................

Covered by Medicaid .....................

ADL activities of daily living, IADL instrumental activities of daily

Weighted to reflect United States population estimates for oldi
tlncludes "other Hispanics:' not presented separately.
*Significance of x2 comparisons among three subgroups is giver
§Primary language is Spanish and reports fair or poor English at

39.1 39.6 32.0 44.6 .005
53.4 54.5 44.8 54.3 .005
53.3 57.0 46.7 62.7 .000
22.1 20.7 21.5 31.8 .001
23.9 20.5 28.8 36.7 .000

55.9 53.2 61.7 55.8 .019
62.1 62.3 54.7 69.5 .001

16.0 6.2 41.4 13.1 .000
21.2 10.6 49.8 40.4
12.1 12.4 5.3 34.2
12.4 17.9 3.0 12.3
38.4 52.9 0.5 0.0

39.4 33.8 57.3 37.4 .000
32.5 37.4 30.6 37.3
28.1 28.7 12.1 25.3

42.5 54.3 17.1 41.5 .000
38.7 33.8 49.1 45.1
18.7 12.0 33.8 13.4

22.4 22.3 23.1 26.2 >.05
48.7 50.0 44.6 46.5 >.05

36.6 38.1 33.5 35.6 >.05

31.9 29.8 37.6 30.5 .005
42.2 45.1 35.8 41.8
25.9 25.1 26.6 27.7

79.9 79.6 87.3 79.8 .007
42.2 39.0 52.8 50.7 .000

y living

er Latinos.
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tial but varies among the groups. In general older Puerto
Ricans have the highest levels of need, followed by Mexican
Americans and Cubans. More than a third of all older Lati-
nos had one or more difficulties in ADLs, more than halfhad
one or more difficulties in IADLs, and more than half re-
ported fair or poor health (Table 3). More than two fifths of
all older Latinos had a hospital admission, and more than two
fifths saw a physician at least 12 times during the past year.
Older Puerto Ricans had the highest use of medical services.
The high ADL and IADL dependencies, the low self-assess-
ment ofhealth, and the common use ofphysician and hospital
care reinforce the data presented earlier showing a high need
by Latino elders for community-based long-term care.

The older Latino population includes more women than
men, with most elders in the "young elderly" range (ages 65
to 74). The Cuban population had even more women and
were older, reflecting their different history of migration to
the United States.35

Some social characteristics (Table 3) are liabilities for
those needing supportive services, including recent immi-
gration, limited English, low education, and poverty. Only
half ofthe Mexican-American elders and almost no Cuban or
Puerto Rican elders reported being born in the United States.
A sizable proportion, especially Cubans, immigrated at age
55 and older. Almost 40% of older Latinos reported speaking
no English, even though more than a quarter reported good
English skills. Almost half of the older Latinos had less than
a primary school education. A third of older Cubans, how-
ever, were high school graduates. Poverty is a common prob-
lem that is most acute among Mexican-American elders.

Resources for disabled Latino elders potentially include
health insurance and the availability of family. Most older
Latinos live with a spouse or without a spouse but with or
near (within 30 minutes of) their children. The living ar-
rangement is the only characteristic where there are no statis-
tically significant differences between the Latino subgroups.
Although most older Latinos have Medicare, the proportion
without coverage is twice the national average.32 On the other
hand older Latinos have high rates of Medicaid coverage,
partly as a result of their high poverty rates. Mexican-Ameri-
can elders, however, have the highest poverty rate and the
lowest Medicaid rate.

Characteristics of each group reflect its immigration and
occupational history. Older Mexican Americans are most
likely to have been born in the United States but have had
limited occupational opportunities and have faced housing
discrimination.35 Among this group, for example, 21% re-
ported farm work as their primary lifetime occupation.32
This history explains why older Mexican Americans have the
lowest educational levels, only average English abilities,
above-average poverty rates, and incomplete Medicare cov-
erage (Table 3). In addition, some older Mexican Americans
avoid government programs, such as Medicaid, and services
because they are undocumented residents. In the 1986 immi-
gration legalization program, 1% of Mexican immigrants
applying to regularize their status were aged 65 or older.36 In
contrast, older Cubans include many professionals who im-
migrated as adults after the end of the Cuban revolution in
1959.3' Consequently, Cuban elders have the most educa-
tion, the least English ability, and oldest ages at the time of
immigration. They can receive Medicaid because of their
special refugee status.38 Puerto Ricans are like Mexican
Americans in most social characteristics, although no Puerto

Rican elder in this survey was born on the mainland. Puerto
Ricans, however, are all US citizens as a function of the
commonwealth status of Puerto Rico and therefore never face
immigration status barriers to the receipt of Medicaid.

Use ofservices. Given the high levels of disability among
the Latino elders, we expected to find high levels of service
use. Table 4 shows the high use ofcommunity services, with
some differences by subgroup. Visiting nurses were the most
commonly used in-home health service, followed by home-
makers and then home health aides. The higher use of most
in-home health services by older Puerto Ricans mirrors their
higher levels of disability and poorer health. Mexican-Amer-

ican elders use in-home health services less than Cuban el-
ders in two of the three services, but this lower use does not
reflect any health status differences. It is important to note
that each population is concentrated in different areas:
Puerto Ricans in New York City, Cubans in Florida, and
Mexican Americans in the Southwest. Some of the differ-
ences in use may have resulted from differences in the avail-
ability of services in the different areas.

Correlations show the relationships between the use of in-
home health services and the needs, individual characteris-
tics, and social characteristics of each subgroup of Latino
elders (Table 5). For correlations that are statistically signifi-
cant, we need to compare the size of the correlations to
determine the practical relevance. In particular, the cor-
relations show the relatively high importance of need factors
and Medicaid and the relatively low importance of cultural
factors.

The need indicators ofADL and IADL disability have the
largest correlations with the use of in-home health care (Ta-
ble 5). Medical care use-hospital and frequent physician
care-has smaller but important correlations with the use of
in-home health care. The only other correlations similar in
magnitude to the need indicators are advanced age and re-

ceipt of Medicaid. Smaller correlations include the negative
relationship-decreases the chance of service receipt-be-
tween living with a spouse and in-home health services. For
Mexican-American and Puerto Rican elders, living alone
increases the chance that services will be used.

As we would expect, ADLs, IADLs, and being admitted
to a hospital are each predictors of in-home health service
use. Part of the role of visiting nurses, homemakers, and
home health aides is to assist the disabled elderly with ADLs
and IADLs or other needs those impairments might create.

TABLE 4.-Use of 3 Different In-home Health Services in
Previous Year in Older Latinos by Subgroup, 1988*

All
Lotino Mexican Puerto
Elders,t Americon, Cubon, Rican,

Health Service 0lb 9l 0b 9lb

Visiting nursel ............... 9.3 8.6 9.9 15.9
Health aide§................. 5.1 4.1 6.7 7.0
Homemakerl ............ .... 7.2 6.0 9.0 14.2
Any in-home health service§.... 14.8 13.2 18.4 22.0

Sample data were weighted to reflect United States population estimates for older
Latinos.

tincludes "other Latinos" not presented separately.
tPuerto Ricans differed from other 2 groups at P<.05; no statistically significant differ-

ence was seen between Mexican Aifericans and Cubans.
SMexican Americans differed from other 2 groups at P<.05; no statistically significant

difference was seen between Cubans and Puerto Ricans.
IAII between-group differences were significant at P<.05.
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Similarly, the push to discharge the elders from hospitals as
early as possible has moved some of the care formerly pro-
vided in the hospital into the home, increasing the need for
posthospital nursing and other care.39 Further analysis, not
presented here, found that self-assessed health and physician
visits did not predict the use of in-home health services after
controlling for other variables.40 Both a global assessment of
health as poor and frequent physician visits can be the result
of a variety ofhealth conditions not related to a disability that
requires long-term care. Consequently, older Latinos who
use in-home care are more likely than non-in-home care
users to see a physician (the correlation), but physician use
itself does not increase the use of in-home health services.

Mexican-American and Cuban men are somewhat less
likely to use in-home health services than women (Table 5)
because they are generally younger than the women and more
likely to be living with a spouse. Gender by itself does not
influence the use of in-home health services.40 Frail older

TABLE W-;trobh ealt 5i~Os by

AD',Iy: _ mom).;: .....e L :2uu8 .3

lAi. I( or more.).27 .25 .33 .33

1 -fai -rpor,
60-ecetorgood ....17 .18 .18 .12

Hos0pita admission
ps y 0- nio, 1 -Yes .28 .25 .26 .23

*-12y....... 13 .11 .11 .23

Sex-0femal fe male. -.08 -.11 -.12 .09t
Age, r0-i65-7441 75.7 .23 .24 .24 .24

Accultuaion ..V......C.-.04 -.01± -.05± -.10±
Educatlion- <6 yr

6Allyr,12 yrandup . - .05 -.03± --.06± -~.18
Liv aWene-O-no, I -yes. 12A .17 .02± .15
Liewt puse--
0=o,1-yf-es...... ~-.11 --.09 --.13 --.15

Live witout spouse and

0-no yes.0.±..........17 .02± .02±
FmilpvryQ-o1ys .09 .10 .01± .19

§Mdicare-.0 0-n I=yes.f** .-09 .07± .00 .16
:ed aid-Q-no,1=y1es .....20 .17 .19 .17

M)-clisof dail living,IADL=~instumntl actvites of dailiving

Smpl dataiewited with the nl00o08ied
tAli 0ltnarevigniflcantat P<05e e000 tOsew.t: which ar.n.tstatistical2 y

;si gnificant - 7. 23 24 .4 2

Latinos (age 75 and older) are more likely to use in-home
services independent of need and social factors.40 Age may

increase the number and severity of disabilities (we only
measured their presence) or weaken informal support (for
instance, an aging spouse may no longer be physically able to
provide the same level of assistance), or both.

As we expected, we also found correlations between in-
home health care use and some of the social resources. Liv-
ing alone, which indicates a lower level of available support,
increases the chance of using in-home health services for
most subgroups. Accessibility to family help, as indicated by

living with a spouse, reduces the use of in-home services.
When other variables are controlled, living without a spouse
but with or near children also reduces the use of in-home
health services.40 What the data do not show is the causal
order-whether family is used in preference to formal ser-
vices or because formal services are unknown or unavailable.
Latino elders with Medicaid coverage are more likely to use
services,* demonstrating the importance of financial barri-
ers to in-home service use. Medicaid can pay for in-home
health services, reducing the financial burden for low-in-
come Latino elders.

The small and not statistically significant correlations
with some variables are as important as the larger correla-
tions just described. In particular, acculturation has an unex-
pectedly small or not significant correlation with the use of
in-home health services (Table 5). Similarly, despite the em-
phasis on family in Latino culture, the accessibility of chil-
dren for those living without a spouse had no statistically
significant correlation with the use of in-home health ser-
vices. Acculturation, which was measured by knowledge of
English and age at immigration, had no relevant correlation
with in-home health service use. Even when controlling for
other variables, acculturation remained not significant. Sim-
ilarly, graduation from high school had no independent effect
on the use of in-home services.40 The lack of any overall
acculturation effect supports the conclusion that family sup-
port is not primarily a result of a strong cultural preference
for family help. Cuban elders had few significant correla-
tions of social characteristics with service use.

After controlling for all the other variables, Puerto Rican
elders are still twice as likely to use in-home health services
as the other Latino groups.40 This is possibly because older
Puerto Ricans commonly live in New York City, which has a
relatively well-developed network of in-home services com-
pared with other parts of the country (V. Levy, New York
City Department for the Aging, oral communication, No-
vember 1991). Similarly, Mexican-American elders may
have lower in-home health service use because some live in
nonurban areas and in states where fewer services exist.

Summary
Latino elders comprise a diverse set of subgroups. t Our

data show that all subgroups frequently have functional limi-
tations and low health status, with Puerto Ricans having the
worst health. Acculturation has little or no effect on the use of
in-home health services for any subgroup, whereas structural
factors such as health insurance and the local availability of
services have a moderate effect on all subgroups. These
structural factors are the most likely reason that Mexican-
American elders use in-home health services less than the
other subgroups.

Structure or Culture-What Does It Matter?
In an ideal health care system, the use of services would

be determined only by need and personal preferences. Our
data show that need factors are among the strongest predic-
tors of the use of in-home health services. We consistently

*The increased chance of use by those in poverty is mostly caused by those in
poverty being more likely to have Medicaid, to live alone, and to have ADL or IADL
limitations, each of which independently increases the use of in-home health services.

tThere were not enough Central Americans in the sample to form any generaliza-
tions, but those living in the Southwest probably have many characteristics similar to
Mexican-American elders: a significant proportion will be undocumented residents,
and most will have low incomes, low Medicaid coverage, and low in-home health
service use. Few will have been bom in the United States.41
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found, however, that health insurance status and living ar-
rangements also influence the use of in-home health services.
If we are to ensure that Latino elders receive appropriate
health services, we need to understand the extent to which
structural and cultural forces are also involved in the use of
services.

The importance of living arrangements-especially after
other factors are taken into account-could be described as
the result of a cultural preference for family help in place of
formal assistance. Acculturation has no significant effect,
however, which contradicts the interpretation that reliance on
family in place of formal in-home health services is a simple
cultural preference. The more likely explanation is that fami-
lies could use and benefit from the extra help provided by in-
home health care, regardless of their cultural orientation.
Latino elders, their families, and all other elders, however,
generally have a low awareness of the existence and purpose
of in-home health services.2"3 Their low-income back-
grounds make them less likely to think that paid help is
feasible.
A moderate use of physician services did not indepen-

dently increase older Latinos' use of in-home health ser-
vices, despite the fact that the physicians are the most
common source of information about long-term care in the
general population.3 If most physicians assessed the disabili-
ties of the older Latino patients they see often and made
referrals to in-home health services when indicated by need,
we would expect to see physician visits independently associ-
ated with increased service use.

One reason physician visits may not increase in-home
health services use is that many physicians may observe the
family providing in-home assistance and assume that such
assistance is provided for cultural reasons. It is possible,
however, that the family assistance is provided because the
elder and the family are not aware of the range of options
available or are deterred by the complexity of the long-term
care system and its financing. Families may also think that
because care giving has not yet become a crisis, it is not
appropriate to ask for additional help. For Latino elders who
have Medicaid and therefore access to a case manager, it
would be helpful for physicians to assess the functional dis-
ability level of their patients and counsel their disabled older
Latino patients about the range ofcommunity services availa-
ble to supplement the care they may already be receiving
from their families. Research on the general older population
finds that formal services complement rather than replace the
efforts of family.42 Older Latinos often hold expectations of
assistance from their families,2" 43 but those expectations do
not mean that formal services would not improve the status of
the elders and their care givers or that in-home health care
would be refused if offered.

For Mrs Martinez (opening paragraph), the physician
should discuss the availability of Medicaid and other home-
maker services as an option for providing some of the basic
care that she needs. A homemaker could help Mrs Martinez
get up, bathe, and dress in the morning, thereby allowing the
family to continue providing other ADL, IADL, and emo-
tional support. Because the steadily deteriorating nature of
Mrs Martinez's dementia will place increasing demands on
her family support system, the formal assistance might help
prevent the family support from becoming prematurely over-
whelmed.

We should also not ignore the role of culture in the care of

Latino elders. Attention to cultural values such as respect,
the involvement of family members in health decisions, and
use of the Spanish language have been shown to be important
aspects of the quality of care for Latinos.21'44'45 Attention to
culture should not divert health care professionals from en-
suring that older Latinos have the opportunity to receive in-
home health services when their physical condition merits it.
For Mexican-American elders especially, who face the most
structural barriers to the receipt of care, physicians should
make an effort to ensure access to needed visiting nurse,
home health aide, and homemaker services.
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IN APRIL, HEARING THE NEWS

it's before being
a hostage to
loss and dying
numbs and each
word is charged
and when my mother
tells me I'm so
pretty as I see
her sit down
in Sears looking
lost then looks
up at me and
waves as she does
from the other
twin bed when I
can't tell since
she often sleeps
with her eyes
open if she's
sleeping and I
wasn't drained
from staying 11
weeks in a house
that's a cage is
full of cages as
my sister tries to
jail everything
that should breathe
before the night
mare of living
in a house in
enemy territory
was the price
for having
her still
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