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Assessment of Geriatric Focused Care for Latinos and Black Americans in the American Healthcare Sector
ABSTRACT
Purpose: Provision of focused health care to older adults is necessary to ensure sustenance of high quality of life. The purpose of this study is to assess the geriatric-focused care for Latinos and Black Americans. Design: I accomplished the goals of this study through quantitative analysis of existing 14 studies and 16 hospital records. Results: Significantly fewer older adults of Latino (21.7%) and Black American (14.3%) origin are engaged in geriatric-focused care compared to other races (64%, p =0.001). The factors observed to affect enrolment in geriatric focused care include multicultural workforce (r=0.643, p =0.001), cross-cultural leadership (r=0.44, p =0.031) and high knowledge of cultures (r=0.469, p =0.003). Low enrolment was also associated with langauge barrier (r=-0.276, p =0.035), and prohibitive cutural values (r= -0.149, p = 0.44). Conclusion: Disparity in the provision of geriatric-focused care is associated with prohibitive community related factors and lack of cross-cultural leadership and a multicultural workforce in the health sector. 
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INTRODUCTION 
The prevalence of diseases such as neurological and cardiac related illness increases with aging. The neurological diseases are indicated to affect about 55% of people above the age of 55 years.1 In a health care system characterized by racial and ethnic disparity, such as the US, 2 care for the older adults from diverse ethnicities is of critical importance since the country is projected to have a culturally diverse population of older adults by 2030.3
One in every three Americans belongs to the Black American or Latino ancestry; and, the proportion is set to reach one in every two by 2060.4 The number of older people (aged above 65 years) in this cohort is, however, small. Recent statistics show that 9% of the older people in the US are Black Americans while older Latinos constitute 8% of the total population of older people in the US.5 The geriatric patients of Black Americans and Latinos mainly rely on the public owned health facilities to meet the health challenges that they encounter at their advanced age. However, the provision of quality geriatric care for patients of non-white origin especially those of Black American or Latino ancestry in the public health care facilities have been questioned.6
The cultural disparity in the caring of older adults from the minority ethnicities presents a challenge to the health care system. Lack of competence among health care staff in caring for individuals from diverse cultures has been indicated to be the main reason for the increased concern about the quality of care given to this section of the population.7 One of the strategies that have been advocated to solve the disparity is the development of geriatric-focused care. However, the prevailing culture and values in the health care system alongside prohibitive personal and community associated factor influence the effectiveness of such initiatives.8 It is important, therefore, to assess how geriatric-focused care is provided among the minority groups, since the information obtained from such assessment provides a platform in which strategies on enhanced provision of culturally congruent health care can be made. In this study, therefore, I assessed the geriatric-focused care for Latinos and Black Americans through the analysis of the impact factors that are associated with health care staff, the patient, and community.
DEFINITION OF TERMS
I adopted that American Nurses Association definition of geriatric as relating to elderly people (above age of 65 years). 9 The termed geriatric focused care used in this study refers to the healthcare services and programs dedicated to address the health care needs of geriatric patients. In this study, the term cultural values refers to the norms and believes of the Latino and Black America communities that have influence on the provision of geriatric focused care. The term multicultural workforce is used to refer to the health care staff that constitutes individuals from diverse racial background while the term cross cultural leadership refers to the health care leadership approach that is able to adapt to the needs to individuals from diverse racial background. 
METHODOLOGY
Design and Sample

This study was based on quantitative analysis of the existing data. The choice of an online database was informed by the data collection protocol and the database rating. The database with data collected through a statistical approach that reduces bias and errors, such as random sampling, was considered. I rejected any database that had poor ratings as shown by the website reviews. Based on the above stated inclusion criteria, four different online databases were selected from a total of 12 considered. The databases that I included in the study are the US National Library of Medicine, HCUP-US, Partners and Information Access for Public Health Workforce and the Administration for Community Living databases. From the selected database, existing studies that addressed geriatric-focused care in the US were selected. Preference was given to the studies that addressed geriatric-focused care across different races in the US between 2009 and 2016. I also assessed data obtained from hospital records. The hospitals that I considered were those located in San Bernardino County, California. The county has a total of 26 hospitals; however, I excluded the hospitals that were unwilling to share their patient records and data. In this study, a total of 40 existing studies and 16 hospital records were used. The hospital patient records obtained were above the age of 55 years. 
Data Collection

To enhance objectivity and minimize researcher bias, I purposively collected the data from the different sources based on the developed research questions. During the collection of the online data, I was guided by a set of keywords that included geriatric-focused care, Latinos, Black Americans and health care disparity. The data on hospital involvement in geriatric-focused care hospital data and the number of older people of Latino and Black American background that are benefitting from the geriatric-focused care were collected from the hospital records. Data on the health care-related factors and patient and community factors that influence the provision of geriatric-focused care to Latinos and Black Americans were collected from online studies. 

Data Analysis

I sorted and coded the data based on axial coding. I then assigned the coded data to different constructs that were developed based on the research questions as shown in Table 1. The data in the different groups was checked for missing values, which were replaced with the group mean. The outliers were also corrected using natural log transformation. The data in each group was then tested for normality using Kolmogorov‐Smirnov procedure. The evaluation of the geriatric cases among the Latinos and Black Americans was then carried out using descriptive statistics through the calculation of the means, frequency, and percentages of the various forms of geriatric issues reported in the hospitals. The data on the impact of Health care-related factors and patient and community factors on the provision of geriatric-focused care were analyzed using correlation statistics at 5% level of significance. The analysis of data was carried out using SPSS version 23 software. 

RESULTS
Demographics

Thirty-nine percent of the hospital records obtained for this study were patients from Latino origin, while 31% records were patients from Black American background. The remaining 30% were classified as others and included the whites and Asians. 

Geriatric cases among the Latinos and Black Americans

The evaluation of geriatric cases among Latinos and Black American was carried out by first determining the distribution of various geriatric conditions based on race. As indicated in Table 2 below, the proportions of older adults of Latino origin (26.2%) and Black American background (19.8%) with neurological disorders were not significantly different. However, their proportions were significantly lower compared to those of other races (p =0.029). The percentage of older adults of Black American origin was observed to be significantly higher (39%) compared to that of Latinos (p =0.042). No significant difference in the number of older adults with cardiovascular disorders was observed among the Latinos, Black Americans and other races as indicated in Table 2. 
The evaluation of the proportion of patients who benefit from geriatric focused care showed a disproportionate distribution among races. Significantly fewer older adults from the Latino (21.7%) and Black American (14.3%) background was shown to access the geriatric-focused care compared to the proportion of older adults of other races (64%, p =0.001) as indicated in Figure 1. 
Health care-related factors and geriatric-focused care 


I examined the cultural compliance of health care staff based on four cultural competence standards that include social justice, cross-cultural leadership, knowledge of cultures and multicultural workforce. In this study, social justice refers to the minimization of the social and economic conditions that adversely affect the health of geriatric patients. It was evident from the data collected that the most health care facilities are complaint with social justice (56%) and knowledge of cultures (91%). However, it was observed that fewer health care facilities are compliant with the cultural competence standards of cross-cultural leadership (37.9%) and multicultural workforce (42%) as indicated in Figure 2. 
The analysis of the effect of various health care related issues on the delivery of geriatric focused care was performed using Pearson’s correlation statistics. The outcome of the analysis indicated a significant and a moderately positive correlation between adherence to social justice and patient enrollment in geriatric focused care (r=0.329, p =0.027). Similar results were obtained for the effect of adherence to cross-cultural leadership (r=0.44, p =0.031) and high knowledge of cultures (r=0.469, p =0.003) on individual enrollment in geriatric-focused care. A significant and a highly positive correlation between enhanced multicultural workforce and patient enrollment in geriatric-focused care was observed (r=0.643, p =0.001).

Patient and community factors and geriatric-focused care


I also sought to establish how patient and community-related factors such as cultural values, language, and financial status affects the engagement of the Latino and Black American communities in geriatric-focused care. The outcome of the Pearson’s correlation study indicated that the patient and community-related factors influence the engagement of the older adults in geriatric-focused care. It was observed that the adherence to cultural values is significantly slightly negatively correlated with the engagement of older adults in geriatric-focused care programs (r= -0.149, p = 0.44). A slightly negative and significant correlation was observed between enhanced multicultural workforce and patient enrollment in geriatric-focused care (r=-0.276, p =0.035). However, increased financial stability was shown to have a significantly negative correlation with the engagement of older adults in geriatric-focused care (r=0.467, p =0.03) as shown in Table 3. 
DISCUSSION 
I assessed the geriatric-focused care for Latinos and Black Americans through the analysis of the impact factors associated with health care staff, the patient, and community. I addressed the aim of the study by first identifying the geriatric cases among the Latinos and Black Americans. The outcome of the study indicated that geriatric health conditions vary between the races with no particular ethnicity being more susceptible to all geriatric health conditions. It was observed that the neurological conditions were significantly low among Latinos and Black Americans (p =0.029) while obesity cases were high among the Black Americans. The fact that the cases of cardiovascular disorders were the same across all the races suggests that the older adults regardless of race face the risk of contracting various diseases. Despite the observed similarity, the outcome of the study indicates a race related to the disproportionate distribution of patients engaged in geriatric-focused care. It was observed that fewer numbers of older patients of Latino and Black American origin are engaged in geriatric-focused care compared to the individuals from other races. 


Second, I examined the various health care related factors and how they influence individual enrollment in geriatric-focused care. The outcome of the study shows that fewer health care facilities have a multicultural workforce and adhere to cross-cultural leadership. The disparity needs to be addressed since it was observed that an enhanced multicultural workforce leads to enhanced enrollment of individuals from minority groups in geriatric-focused care as shown by a positive correlation outcome (r=0.643, p =0.001). Similar effect was observed with the adherence of cross-cultural leadership on the enrollment of individuals in geriatric-focused care. The study, however, indicated that the adoption of social justice and enhanced knowledge of cultures is high in the US health care facilities. 
The adoption of social justice and enhanced knowledge of cultures is vital in enhancing the delivery of culturally congruent health care services. 10 Various studies have shown that the provision of a culturally congruent health care service, especially to the older adults is influenced by the cultural competency of the health care staff caring for the patients.11 It is suggested that multicultural workforce enhances cultural competency by bringing on board enhanced and firsthand understanding of the cultural values of the different ethnicities.12 Social justice is also indicated to enhance the engagement of individuals in geriatric-focused care programs by ensuring that the staff handles the culturally diverse people in a fair, equitable and respectful manner.13 Knowledge of cultures is also indicated to be a critical feature of a culturally diverse health care team. The knowledge of cultures enables the health care team to provide quality care for the older adults of diverse culture by enhancing their understanding of the various traditions, values and family systems.14 

Finally, I sought to determine the effect of patient and community factors on the engagement of older adults of minority groups in geriatric-focused care programs. Cultural values and language barriers were identified as the two main factors that need to be addressed in order to realize enhanced engagement of older adults in focused care programs. Enhanced financial status was, however, shown to enhance the engagement of the individuals of minority groups in geriatric-focused care programs. The ability of individuals to communicate with the care providers has also been shown to increase the likelihood of engaging in geriatric-focused care.15 As is the case with this study, previous studies have also shown that language barrier limits the number of people engaged in geriatric-focused care by contributing to the inability of the patients to express themselves, thereby, increasing the chances of not being provided with quality health care attention.16
The outcome of this study, therefore, shows that less number of older adults from the Latino and Black American origin is engaged in geriatric-focused care despite the indication that they have an equal risk of developing various diseases such as cardiovascular related disorders as the individuals of other races. The reason for the disparity in the provision of geriatric-focused care includes the health care factors such as low level of multicultural workforce and cross-cultural leadership. I observed that patient and community-related factors such as prohibitive cultural values, language barrier, and poor financial status contribute to the low proportion of older adults from the Latino and Black American origin engaged in geriatric-focused care. 
Previous researchers indicated that the older members of Latino and Black American origin have various unmet healthcare needs, 17 which according to Shi et al.,18 is associated to the disparity in access to health care services. Failure to afford the cost of healthcare service has been cited to be the main cause of the rising disparity. However, this study provides a new perspective on the aspects that contribute to disparity in the provision of geriatric-focused care for Latinos and Black Americans. From the study, I observed that patient and community factors such as adherence to cultural values and health care related factors such as the lack of multicultural workforce contribute to the disparity in the provision of the geriatric-focused care for Latinos and Black Americans. According to Mitchell and Lassiter, 19 the lack of multicultural workforce contributes to the disparity in the provision of health care services by contributing to the lack of sound patient–provider relationship. The lack of sound patient–provider relationship in an environment with lack of multicultural workforce is due to poor patient–provider communication 20 and cultural barriers, bias, and clinical uncertainty. 21, 22
The objectives of this study have been fully addressed. However, there are other questions that need to be addressed by future studies. One of such questions is the influence of geriatric-focused care on the quality of life and the role of community education in enhancing geriatric-focused care through the modification of prohibitive cultural values.
CONCLUSION
I assessed the geriatric-focused care for Latinos and Black Americans through the analysis of the impact factors associated with health care staff, the patient, and community. This study demonstrates that relatively fewer older adults from the Latino and Black American origin are engaged in geriatric-focused care. The study has pointed to the health care-related factors such as low level of multicultural workforce and cross-cultural leadership and the patient and community-related factors such as prohibitive cultural values, language barrier and poor financial to be the leading cause of the disproportionate provision of geriatric-focused care to the older adults of Latino and Black American origin. 


There are various implications of the results of this study in the health care system and practice. First, enrollment and constitution of the health care team need to factor in the inclusion of members of different ethnic and racial background. The health care system should also embrace cross-cultural leadership to enhance its cultural competence. The government should provide financial subsidies and insurance coverage to the older individuals of the Latino and Black American origin with a disadvantaged financial background to enable them meet the cost of geriatric-focused care. The geriatric-focused care should also be designed to ensure that the target population has the ability to afford it. 


REFERENCES
1. Hofman, A., Murad, S. D., van Duijn, C. M., Franco, O. H., Goedegebure, A., Ikram, M. A., & Tiemeier, H. W. (2013). The Rotterdam Study: 2014 objectives and design update. European journal of epidemiology, 28(11), 889-926.

2. Braveman, P. A., Cubbin, C., Egerter, S., Williams, D. R., & Pamuk, E. (2010). Socioeconomic disparities in health in the United States: what the patterns tell us. American journal of public health, 100(S1), S186-S196.

3. Bennett, J. A., & Flaherty-Robb, M. K. (2003). Issues affecting the health of older citizens: Meeting the challenge. Online Journal of Issues in Nursing, 8(2), 2.

4. Colby, S. L., & Ortman, J. M. (2015). Projections of the Size and Composition of the US Population: 2014 to 2060. US Census Bureau, Ed, 25-1143.

5. US Department of Health and Human Services. (2015). Administration on Aging (AOA). 2015. A profile of older Americans: 2011.

6. Mayer, K. H., Bradford, J. B., Makadon, H. J., Stall, R., Goldhammer, H., & Landers, S. (2008). Sexual and gender minority health: what we know and what needs to be done. American journal of public health, 98(6), 989-995.

7. Renzaho, A. M. N., Romios, P., Crock, C., & Sønderlund, A. L. (2013). The effectiveness of cultural competence programs in ethnic minority patient-centered health care—a systematic review of the literature. International Journal for Quality in Health Care, 25(3), 261-269.

8. Damron-Rodriguez, J. (2013, December). Developing geriatric social work competencies. In Fostering Social Work Gerontology Competence: A Collection of Papers from the First National Gerontological Social Work Conference (p. 139). Routledge.

9. American Nurses Association. (2016). Geriatrics. http://www.nursingworld.org/MainMenuCategories/ThePracticeofProfessionalNursing/Improving-Your-Practice/Diversity-Awareness/Elderly 
10. O'Connell, M. B., Rodriguez de Bittner, M., Poirier, T., Karaoui, L. R., Echeverri, M., Chen, A. M., & Jackson, A. N. (2013). Cultural competency in health care and its implications for pharmacy part 3A: Emphasis on pharmacy education, curriculums, and future directions. Pharmacotherapy: The Journal of Human Pharmacology and Drug Therapy, 33(12), e347-e367.

11. Thomas, T. L., Yarandi, H. N., Dalmida, S. G., Frados, A., & Klienert, K. (2015). Cross-cultural differences and sexual risk behavior of emerging adults. Journal of Transcultural Nursing, 26(1), 64-72.

12. Almutairi, A., & McCarthy, A. L. (2012). A multicultural nursing workforce and cultural perspectives in Saudi Arabia: An overview. TheHealth, 3(3), 71-74.
13. Sue, D. W., Rasheed, M. N., & Rasheed, J. M. (2015). Multicultural Social Work Practice: A Competency-Based Approach to Diversity and Social Justice. John Wiley & Sons.

14. Singleton, K., & Krause, E. (2009). Understanding cultural and linguistic barriers to health literacy. The Online Journal of Issues in Nursing, 14(3).

15. Lauderdale, J., & Miller, J. (2009). Standards of practice for culturally competent nursing care: A request for comments. Transcultural, 20(3), 257-269.

16. Schim, S. M., & Doorenbos, A. Z. (2010). A three-dimensional model of cultural congruence: framework for intervention. Journal of social work in end-of-life & palliative care, 6(3-4), 256-270.
17. Cunningham, P. J., & Hadley, J. (2007). Differences between symptom-specific and general survey questions of unmet need in measuring insurance and racial/ethnic disparities in access to care. Medical Care, 45(9), 842-850.

18. Shi, L., Tsai, J., Higgins, P. C., & Lebrun, L. A. (2009). Racial/ethnic and socioeconomic disparities in access to care and quality of care for US health center patients compared with non–health center patients. The Journal of ambulatory care management, 32(4), 342-350.

19. Mitchell, D. A., & Lassiter, S. L. (2006). Addressing health care disparities and increasing workforce diversity: the next step for the dental, medical, and public health professions. American Journal of Public Health, 96(12), 2093-2097.

20. Terrell, C., & Beaudreau, J. (2003). 3000 by 2000 and beyond: next steps for promoting diversity in the health professions. Journal of Dental Education, 67(9), 1048-1052.

21. Formicola, A. J., Stavisky, J., & Lewy, R. (2003). Cultural competency: dentistry and medicine learning from one another. Journal of Dental Education, 67(8), 869-875.

22. Smedley, B. D., Stith, A. Y., & Nelson, A. R. (2003). Institute of Medicine, Committee on Understanding and Eliminating Racial and Ethnic Disparities in Health Care. Unequal treatment: confronting racial and ethnic disparities in healthcare.
Appendices
Appendix I: Tables

Table 1: The description of the constructs used in the study and the respective research questions

	Construct 
	Research Question (s)

	Geriatric cases among the Latinos and Black Americans
	I. What are the common geriatric diseases reported among the Latinos and Black Americans?
II. What percentage of the geriatric patients in the public health care sector belongs to the Latinos and Black Americans community?



	Health care-related factors

	I. Are members of healthcare staff such as nurse culturally competent to deal with Americans community? 

II.  Does health care sector adhere to multicultural staff and leadership?


	Patient and community factors 
	I. Do the financial status and cultural values of the Latinos and Black Americans influence the provision of geriatric-focused care?


Table 2: The variation in the geriatric conditions among different ethnicities


	
	Geriatric conditions and corresponding proportion (%)

	Ethnicity 
	Neurological disorders
	Obesity
	Cardiovascular disorders

	Latinos
	26.2b ±3.107
	27.9b ± 4.023
	30.3 ±5.439

	Black Americans
	19.8b ±4.002
	39a ±3.002
	31.5 ±4.332

	Others
	54a ±10.111
	33.1ab ± 5.023
	38.2 ±6.113


(Note: The letters a, b, and c are used to show a significant difference at p=0.05. Values with a column 

with different letters are significantly different while those sharing letters are not. The column with no letters assigned to the values indicates no significant difference). 
Table 3: Impact of patient and community-based factors on geriatric-focused care


	
	r-value 
	p-value 

	Cultural values
	-0.149
	0.044

	Language barrier
	-0.276
	0.035

	Financial status
	0.467
	0.03


Appendix II: Figures

[image: image1.png]=
R EEEEE
8R8ISTRL =S

D49 ul pajjo1us syuaned Jo %

Others

Black Americans

Latinos

Ethnicity





Figure 1: Comparison of patients enrolled in geriatric-focused care (GFC)
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Figure 2: Cultural competence based on health care-related factors.

