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Abstract 

 This is an exploratory study to understand how use of state-funded community-

based long-term care services (e.g., Medicaid waiver programs and Personal Care 

Services optional benefit) and other social resources (e.g., financial assistance and 

housing services) among low-income, older Latinos are influenced by individuals’ lived 

experiences, which are largely constrained by macro-structural forces.  

 This study uses both qualitative and quantitative data sets collected for an 

ethnographic study about the roles of culture in management and experiences of illness 

and old age among low-income, ethnic minority, elderly populations. Data were collected 

during 1996 to 2000 through semi-structured, in-depth interviews about management of 

illness and old age.  Quantitative data collected consisted of participants’ physical 

functional ability and demographic characteristics.  

 The purpose of this study is to suggest other factors that may influence access to 

social services.  More precisely, I try to show how life experiences, which are partly the 

results of class-related conditions, influence the ability to access to social services. 

Toward this end, I examined service use from the expanded behavioral model for 

vulnerable population perspective using statistical analyses.  I also explored how 

additional factors influence service using the qualitative data, which was analyzed from 

the theoretical perspectives of political economy and habitus.  

Drawing on the perspectives of political economy and habitus, this study suggests 

that older Latinos’ access to social resources is influenced by their ability to deal with 

bureaucratic systems in the U.S. society, especially Social Security.  Their ability to 

negotiate with such systems is largely shaped by their life experiences, which are largely 

influenced by class-related conditions in the U.S. and their home countries. In this sense, 
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this study tries to show the ways in which macro- and micro-factors relate to shape 

individuals’ abilities to access social resources.   
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Chapter 1. Introduction / Statement of the problem 

1.1. Introduction 

This is an exploratory study to understand how use of state-funded community-

based long-term care services (e.g., Medicaid waiver programs and Personal Care 

Services optional benefits) and other social resources (e.g., financial assistance and 

housing services) among low-income older Latinos is influenced by individuals’ lived 

experiences which are largely constrained by macro-structural factors. The purpose of the 

study is to suggest another way to understand factors affecting access to long-term care 

and various social resources among low-income older Latinos, by arguing that access can 

be understood not only by the availability of financial resources and social support but 

also knowledge about and awareness of services.  Many studies have suggested that 

access among low-income older Latinos tends to be influenced by financial resources, 

knowledge about and awareness of services, availability of social support, and educational 

level (Wallace, Levy-Storms, & Ferguson 1995; Ailinger & Causey 1993; Talamantes, 

Lawler, & Espino 1995; Parra & Espino 1992; Starrett et al., 1989 & 1990; Tran, Dhooper, 

& Mclnnis-Dittrich 1997; Burnette & Mui 1999). These studies have used the behavioral 

model.   

While I also consider the importance of these factors in determining access to 

health and long-term care services, I also suggest that these factors are largely influenced 

by individuals’ abilities to deal with the system, which includes formal organization of the 

US mainstream society.  The ability of an individual is largely informed by their 

relationship with family, their expectations of family members, and their internalized 

class-related behaviors and perceptions.  These factors have been shaped through their life 

experiences, both before and after immigration to the US. Furthermore, class-related 
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behaviors and perceptions are largely influenced by political, economic, and socio-

cultural forces. In short, I examine factors influencing the use of social services among 

low-income older Latinos by looking at the relationship between macro and micro forces.   

 

1.2. Statement of the problem 

In 2002, there were 37.4 million Latinos in the U.S. representing 13.3% of the 

total population.  Latinos were more geographically concentrated than non-Latino Whites, 

as 44.2% live in the West and 34.8% live in the South (Ramirez & Cruz 2002). In 

California, Latinos 65 years and older represented 13.1% of the Latino population in 2002 

(IUPLR 2002). Although the 2002 Census reported a relatively small proportion of Latino 

65 years and over (5.1%) within the total population of those 65 years and older (Ramirez 

& Cruz 2002), older Latinos are projected to be the most rapidly expanding ethnic elderly 

population in the US (Ailinger & Causey 1993; U.S. Bureau of the Census, 2000; Peng, 

Navaie-Waliser, & Feldman 2003). In 2004, 11.6% of older Latinos age 65 and over 

needed help with personal care as compared to 5.6% for non-Hispanic Whites and 8.6% 

of non-Hispanic Blacks (Administration on Aging, 2005).   

In order to meet with these growing policy trends, the US have encouraged the 

expansion of home and community-based services since the 1980s, preparing for the 

upcoming aging society.  Home and community-based service refers to long-term medical 

or supportive services, which are provided in individuals’ homes and communities, for the 

elderly or people with disabilities who need help with activities of daily living such as 

eating, bathing, and dressing.  Home and community-based service includes adult day 

care programs, respite care for family caregivers, residential services and assisted living 

facilities, home health for nursing care, personal assistance services, care planning and 
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case management, and other services necessary to avoid institutionalization (National 

Conference of State Legislatures, 2002). Despite the growth of home and community-

based service, not all eligible people who need assistance in their daily lives are receiving 

services because of the shortages of service slots (Miller et al., 2000; Harrington et al., 

2000).   

Under these shortages, studies have reported lower utilization of home and 

community-based services among older Latino populations (Wallace, Levy-Storms, & 

Ferguson 1995; Ailinger & Causey 1993; Talamantes, Lawler, & Espino 1995; Parra & 

Espino 1992; Starrett et al., 1989 & 1990; Tran, Dhooper, & Mclnnis-Dittrich 1997; 

Burnette & Mui 1999). For instance, Osacar (2004) reported lower utilization in four 

programs serving San Francisco’s senior and disabled adult population.  These programs 

include cash assistance, personal care service, housing assistance, and meal delivery.  She 

reported that eligible older Latinos underutilize these services, compared to other 

racial/ethnic population.  For instance, in 2003, only 9% of the 14,417 personal care 

recipients in San Francisco were Latinos, despite the fact that Latinos consisted of 14% of 

the eligible population (Osacar, 2004).  

Although the results vary based on types of services assessed and the 

characteristics of the samples, previous studies suggest that barriers for older Latinos’ 

access to health and long-term care services include: lack of financial resources (Starrett 

et al., 1989; Parra & Espino 1992; Ailinger & Causey 1993; Tran, Dhooper, & Mclnnis-

Dittrich, 1997), lack of knowledge and awareness about services (Starrett et al., 1989; 

Parra & Espino 1992; Ailinger & Causey 1993), language barriers and a lack of 

bicultural/bilingual service providers (Gavaria & Stern 1980; Sotomayor & Randolph 

1988; Tran, Dhooper, & Mclnnis-Dittrich, 1997), and a lack of access to services, 
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specifically transportation (Richardson et al., 1987; Ailinger & Causey 1993).  In other 

words, they will use services effectively if: 1) they are aware of available services for 

them; 2) they know about services or know how to access them; 3) bicultural services are 

provided; and 4) they have some financial resources through out-of-pocket or public 

assistance.   

However, overcoming these barriers is not always easy for political and economic 

reasons.   Current cost containment policies make it harder for state governments to 

increase the availability and amount of cash assistance, which may allow low-income 

older Latinos to purchase services.  Additionally, cost containment policies limit the 

expansion of home and community-based service as well as other services.  The 

availability of bicultural service cannot always improve access to services among older 

Latinos.  At the same time, it is questionable if enhancing these issues could increase 

service use among older Latinos.   

In summary, I argue that access to home and community-based services is 

influenced by structural and individual factors, including knowledge about and awareness 

of services, financial resources, availability of transportation, and the availability of 

bicultural services.   The organization of this paper is as follows.  First, I will introduce 

the three conceptual frameworks of this study, which are widely used to understand the 

use of health and long-term care services.  These theories include the behavioral model, 

political economy, and habitus. Although the concept of habitus has not been used to 

understand the use of health and long-term care services in general, I contend that this 

concept is necessary to understand why individuals’ life experiences effect service use by 

influencing one’s ability to deal with a bureaucratic system.  Political economy is 

important in understanding how individuals’ life experiences shape one’s ability to deal 
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with the system, which in turn influences their ability to access services.  Additionally, the 

political economy perspective is helpful for understanding the ways in which individuals’ 

access to social resources can be influenced by macro structural forces, such as long-term 

care and social welfare policies.  After introducing these concepts, I will discuss long-

term care issues among the Latino population, including informal care and formal long-

term care services.  Then, I will introduce the methodology of this study.  The 

methodology section includes an introduction to the types of services on which I will 

focus.  Before moving into the analysis, I will first describe the lives of study participants 

in order to give a brief picture of who they are. The analysis consists of two sections.  

First, I will examine the use of home and community-based long-term care services from 

the perspective of the behavioral model, using quantitative methods.  Then, I will examine 

how other factors that the behavioral model does not usually suggest influences older 

Latinos’ access to home and community-based services and other social services, using 

narrative analysis.  This point will be further discussed in the concluding section from the 

perspectives of political economy and habitus.   

 

1.3. Research question 
 

This is an exploratory study about how the use of home and community-based 

services and social resources among low-income older Latinos are influenced by both 

macro structural and individuals’ lived experience.  More precisely, I try to show how 

their lived experiences have been influenced by cultural, economic, and political factors. 

This lived experience in turn affects their ability access to home and community-based 

long-term care services and other social services. The purpose of the study is to suggest 
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another way to understand factors affecting access to long-term care and other social 

resources among low-income older Latinos. I argue that access cannot be understood only 

through the availability of financial resources, but also social support and knowledge 

about and awareness of services.  In this study, I will focus on access to Medicaid Home 

and Community-Based Services (HCBS) and various social services, which include 

financial assistance (Supplemental Security Income and General Assistance) and housing 

assistance that is provided by various formal organizations, such as churches and the 

Social Security Administration.   
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Chapter 2.  Conceptual framework 

2.1. The expanded behavioral model for vulnerable population 

The current sociological approach to “access” is largely conceived through 

Andersen and Newman’s behavioral model (1968), within which access to health care 

services is believed to be dependent on needs for services (need factors), availability of 

social and economic resources (enabling factors), and any factors that influence attitudes 

and beliefs toward health care services (predisposing factors). It was originally developed 

to predict the use of health care services (Andersen 1995).  

Gelberg, Andersen, and Leake (2000) expanded the behavioral model for 

vulnerable populations in order to examine health service utilization and the effect of 

realized access on health outcome among specific vulnerable populations.  Vulnerable 

populations include the homeless, minorities, chronically ill, the elderly, and 

undocumented immigrants. In this model, they added variables specific to vulnerable 

populations for each domain (predisposing, enabling, and need) (Gelberg, Andersen, and 

Leake 2000).  This dissertation uses the expanded behavioral model for vulnerable 

populations because the sample of this study includes low-income older Latinos.  
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The Expanded Behavioral Model for Vulnerable Population 

 
Predisposing 

  
Enabling 

 
Need 

 
Access 

Demographics  User’s ability 
   to access 

   Perceived health 

  Age  Financial resources, 
Insurance 

  Self reported health 

  Gender    Transportation   Interviewer’s assessment of health 
      Knowledge about  

  services 
   

       Evaluated health 
Health beliefs  Provider’s ability    Barthel 
  Values concerning 
   health & illness 

  Availability of  
   services  

  ADL 

  Attitude toward  
   social services 

   IADL 

  Knowledge  
  about illness 

Vulnerable 
   domain 

  Illnesses 

      Competing 
    needs 

  Barthel Index 

Social Structure   Recipient of  
   public benefit 

 

  Previous  
   Occupation 

  Ability to  
   negotiate system 

 

  Education,  
  Ethnicity 

  Social service  
    resources 

 

    Cultural competence  
Vulnerable domains   
  Immigration status   
  Acculturation, 
   English ability 

  

  Psychological  
   Resources 
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The Predisposing domain  

In general, the predisposing domain consists of demographics, social structure, 

and health beliefs (Andersen 1995). Demographics in the original behavioral model 

usually include age, gender, and marital status. Social structure in the original behavioral 

model is “measured by a broad array of factors that determine the status of a person in the 

community, his or her ability to cope with presenting problems and commanding 

resources to deal with these problems, and how healthy or unhealthy the physical 

environment is likely to be” (Andersen 1995:2).  Education, ethnicity, and occupational 

status are often used as measurements of social structures (Andersen 1995) because these 

variables imply an individual’s status in a society, which further influences their ability to 

use services.  

For example, Leiyu (1996) discusses the ways in which ethnicity influences access 

to a primary care physician. According to Leiyu (1996), ethnic/racial minorities 

experienced more difficulties in accessing primary care in terms of getting appointments, 

finding primary care physicians, contacting physicians by phone, and having longer waits 

to get appointments. These findings reflect sociodemographic differences (e.g., the 

differences in types of medical insurance, income level, and residential areas in which 

services are more available or less available) that influence an individual’s ability to 

access appropriate medical services (Leiyu, 1996).  At the same time, these findings 

reflect a more complex relationship between providers and ethnic minorities, such as 

ethnically and culturally competent care.  Moreover, discrimination against minority 

group members by health care providers may be considered a contributing factor 

(Harrington & Pellow 2001:59). In short, ethnicity-which is a variable of social structure 
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in the original behavioral model – influences an individual’s status in society and their 

ability to cope with problems.     

Health beliefs in the original behavioral model include attitudes and beliefs toward 

health and social services, values concerning health and illness, and knowledge about 

disease. These factors influence individuals’ subsequent perceptions of need for services 

as well as service use (Andersen 1995; Gelberg, Andersen, and Leake 2000:1277).  For 

example, Aroian and colleagues (2001) found that elderly Russian immigrants believe 

that a decline in their health will burden their children by undermining their ability to 

work if they become caregivers for aging parents. Therefore, the maintenance of good 

health is important, and frequent use of medical services is believed to contribute to the 

maintenance of good health. Moreover, elderly Russian immigrants are willing to use 

government subsidized programs and do not assume the commonly associated stigma 

with means-tested programs (e.g., Medicaid). This is in large part due to their 

socialization under communism (Aroian et al., 2001).  On the other hand, Latino culture 

tends to think of arthritis, sleeping problems, and heart disease as normal parts of aging.  

This belief often makes them think that nothing could be done to cure them once they are 

diagnosed. This understanding leads them to inadequate health care use, limited health 

improvement, less compliance with doctors, and limited help-seeking behavior 

(Talamantes, Lawler, & Espino 1995; DuBois, Yavno, & Stanford 2001). 

The predisposing domain of the expanded behavioral model for vulnerable 

populations includes country of birth, the degree of acculturation, immigration status (i.e., 

illegal or legal status), length of time in the community, literacy/English ability, living 

conditions (e.g., running water, heat and air conditioning, and unsafe structures), mobility 

(e.g., moves between communities and dwellings), victimization, mental illness, and 
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psychological resources (e.g., mastery, cognitive ability, and self-esteem) (Gelberg, 

Andersen, and Leake 2000:1276).  For example, literacy/English ability, predicts health 

care use.  Fiscella et al., (2002) found that the health care use pattern for English-speaking 

Hispanics was not significantly different from that of non-Hispanic whites. On the other 

hand, Hispanics who speak only Spanish were significantly less likely than non-Hispanic 

whites to have a physician visit, mental health visit, or influenza vaccination. 

 

The Enabling domain  

According to Andersen (1995), the enabling domain should indicate both users’ 

means and ability to access services and providers’ availability to offer services. The 

enabling domain measures users’ ability to access services which generally consists of 

financial resources, means to access service, and knowledge about or awareness of 

services (Coulton & Frost 1982; Mui & Burnette 1994; Starrett et al., 1990).  The 

expanded behavioral model for vulnerable populations also includes in the enabling 

domain measures of users’ ability to access services.   Providers’ ability to offer services 

generally consists of institutional factors that are suggested by the expanded behavioral 

model for vulnerable populations.  

Financial resources generally refer to income and insurance status, which are 

important to predict one’s service use (Coulton & Frost 1982; Mui & Burnette 1994; 

Starrett et al., 1990).  For instance, an uninsured person has difficulty accessing necessary 

medical services. Means to access service are generally measured by the availability of 

transportation and perceived difficulty in obtaining transportation to service locations 

(Wan and Odell, 1981).   
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Knowledge about or awareness of service is a critical factor in the enabling 

domain.  It is often predicted by the availability of social and informal support networks 

because social networks provide information about services for individuals who need 

them (Starrett et al., 1989; Starrett et al., 1990; Wallace, Levy-Storms, & Ferguson 1995; 

Tran, Dhooper, & Mclnnis-Dittrich 1997). Thus, social and informal support networks are 

often measured by neighborhood cohesiveness, relationships with family members, living 

arrangements, and organizational memberships, such as attendance at church and at senior 

centers (Starrett et al., 1989; Starrett et al., 1990; Wallace, Levy-Storms, & Ferguson 

1995; Tran, Dhooper, & Mclnnis-Dittrich 1997).   

Additionally, knowledge about or awareness of service includes an understanding 

of the service structure/system, the ability to access available services, and eligibility for a 

service. For example, Long, Liu, and Black (2005) compared individuals who participated 

in Medicaid Home and Community-Based Service (HCBS) with those who refused to 

participate (despite eligibility) in order to understand the reasons for non-participation.  

They found that lack of knowledge about eligibility is one of the major reasons why 

individuals did not receive Medicaid HCBS.  Despite being qualified for Medicaid HCBS 

they decided not to use it because they did not think they would meet the financial 

eligibility criteria for Medicaid (Long, Liu, and Black, 2005).  In addition, availability of 

transportation and perceived difficulty in obtaining transportation to the service location 

was included in the individuals’ ability to access services (Wan and Odell, 1981).  

Under the expanded behavioral model for vulnerable populations, users’ abilities 

to access services are generally measured by the number of recipients of public benefits, 

the ability to negotiate with system, and competing needs of individuals (Gelberg, 

Andersen, and Leake 2000:1277).  For example, Long, Liu, and Black (2005) indicate the 
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significant influence of competitive needs in their study of Medicaid HCBS use.  Some 

people who were actually eligible for Medicaid HCBS decided not to use services because 

they felt that they would lose too much by participating, such as the ability to pay for 

other critical living expenses due to the need to meet required spend-down levels.  

Therefore, they appeared to get by through a combination of reliance on informal care, 

use of Medicare home health, and going without needed services (Long, Liu, and Black, 

2005).   

The  provider’s ability to offer services includes institutional factors and factors 

that are suggested by the expanded behavioral model for vulnerable populations.  

Institutional factors are measured by the volume of service and the extent to which 

providers can adequately serve.  Shortages in services present a barrier for elderly to 

utilization (Swan & Estes 1993).  In addition, the lack of providers in areas close to 

people who need care undermines individuals’ ability to access adequate care.  This is 

particularly a problem for those who live in rural and inner-city areas (Harrington & 

Pellow 2001).  Another institutional barrier is providers’ avoidance patients with 

Medicaid due to low reimbursement fees for those (Himmelstein & Woolbandler 1997).   

Factors that are suggested by the expanded behavioral model for vulnerable 

populations consist of availability of social services that may assist individuals in using 

health services (e.g., transportation services) (Gelberg, Andersen, and Leake 2000:1277). 

Gelberg, Andersen, and Leake (2000) found that homeless individuals living in shelters 

have better access to services for skin/leg/foot problems than people who commonly slept 

on the street or in places not meant for shelter.  This may be because some shelters offer 

services designed for the homeless, such as on-site health services, provider referral, 

and/or transportation to health care facilities.   
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Additionally, cultural barriers that prevent ethnic minorities from accessing 

services can be seen as factors that are suggested by the expanded behavioral model for 

vulnerable populations.   Cultural barriers are exemplified by language differences 

between providers and users as well as insensitivity to cultural customs (Parra & Espino 

1992; Harrington & Pellow 2001; Gavaria & Stern 1980; Sotomayor & Randolph 1988; 

Tran et al., 1997).  For instance, in a study about the influence of English proficiency in 

health care utilization among Latinos, Derose & Baker (2000:85) mentioned that lack of 

bilingual services becomes a barrier for people who only speak Spanish, in communities 

where there are few Spanish-speaking providers, or where there is real or perceived 

discrimination against Spanish-speaking patients.   

 

Need domain  

According to Andersen (1995), need variables in the original behavioral model 

should be understood as “how people view their own general health and functional state, 

as well as how they experience symptoms of illness, pain, and worries about their health, 

and whether or not they judge their health problems to be of sufficient importance and 

magnitude to seek professional help” (Andersen 1995:3).  In general, need factors are 

measured by ADL, IADL, perceived need for health services (Coulton & Frost 1982; Wan 

& Odell 1981; Bowling, Farquhar, & Browne 1991; Choi 1994; Mui et al., 1994; Tran, 

Dhooper, & Mclnnis-Dittrich 1997; Mayoralas et al., 2000), and self-reported health 

status. The need domain of the expanded behavioral model for vulnerable populations 

includes perceptions and evaluated need regarding conditions of special relevance to 

vulnerable populations, such as AIDS and sexually transmitted diseases (Gelberg, 

Andersen, & Leake 2000). The need factor is often considered to be the strongest 
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determinant in using services (Coulton and Frost 1982; Bowling, Farquhar, & Browne 

1991; Choi 1994). 

In summary, the behavioral model is a multidimensional model that considers both 

individual and societal determinants of service use (Roy, Dietz, & John 1996). This model 

has been criticized for not fully integrating external factors such as health policies, 

providers’ availabilities and characteristics (Phillips et al. 1998).  Indeed, this model tends 

to focus on variables, that are related to individuals’ conditions and characteristics, such 

as the availability of financial resources, social networks, educational level, demography, 

and physical functional ability. Furthermore, this critique may be applicable for the 

expanded behavioral model for vulnerable populations. Both the original behavioral 

model and the expanded behavioral model for vulnerable populations do not fully 

integrate external political and economic factors into consideration.   

 

2.2. Political Economy 

Because the behavioral model is criticized for not integrating external political and 

economic factors into consideration, the political economy perspective is useful to 

understand how macro-structural dynamics, effect individuals’ abilities to access health 

and long-term care, the availability of services, and individuals’ cultural beliefs about 

using services.  

The political economy perspective draws on the works of Karl Marx (1978) and 

Max Weber (1967). In this perspective, social structures and arrangements are produced 

through interactions among socio-cultural, political, and economic forces and processes 

(Estes 1999; Estes, Linkins, & Binney 2001).  The intersections of these processes affect 

power relations, including class, sex/gender, and race/ethnicity. These, in turn, produce 



 16

social structures and arrangements, which lead to social policies. In this sense, social 

policies are viewed as reflections of the “structure and culture of advantage and 

disadvantage embodied in social class, racial, ethnic, gender, and age relations” (Estes 

1999: 17). Thus, social policies are “seen as products of economic, political, and socio-

cultural processes and forces that interact in any given socio-historical period” (Estes, 

Linkins, & Binney 2001:40). Furthermore, social policy is itself, a powerful social 

arrangement of a time, a powerful determinant of the life chances and conditions of 

individuals and population groups such as the elderly and ethnic minorities (Estes 1999; 

Estes, Linkins, & Binney 2001:40). 

The political economy perspective tries to understand individuals’ conditions by 

looking at how political, economic, and socio-cultural dynamics influence to shape ones’ 

class conditions.  Political, economic, and socio-cultural forces are composed of diverse 

fields involved in the production, reproduction, and maintenance of social structure. 

Although there are diversities in interests and conditions among members of a class/group, 

members in each class also share certain interests and conditions (Navarro 1995). 

Common interests and conditions lead to power struggles among various classes in order 

to realize their own class interests, to maintain a condition that is favorable to a class, or 

to enhance conditions of members in a class (Alford 1972; Navarro 1987 & 1995; 

McKinlay 1984). Power struggles occur at the site of the state through politics because 

each class/group seeks to realize their own interest in policies, such as tax, economic, and 

social policies (O’Connor 1973; Habermas 1975). 

Because the state has the power to allocate resources through social policies (i.e., 

taxation and social welfare), politics are viewed as the most powerful determinants of 

social structure. In addition, economic sectors, particularly large-scale capital, are viewed 



 17

as another powerful determinant of social structure because the growth of economic 

sectors is believed to solve social problems (i.e., unemployment and crimes) by 

generating employment and financing the state to implement social and welfare services 

(O’Connor 1973). Therefore, these two actors are considered the primary determinants of 

individuals’ and social groups’ life chances and conditions (O’Connor 1973; Habermas 

1975; Estes 1999).  

On the other hand, the public, particularly those who are the low-income and 

ethnic minorities, are considered to be the most disadvantaged (O’Connor 1998). Among 

the disadvantaged, minority elders are among the most disadvantaged (Wallace & Villa 

1999).  This is partly because the elderly population constitutes a smaller portion within a 

minority group, while younger cohorts constitute the largest portion. The smaller portion 

of the elderly in populations makes this group into a smaller number of voters, which 

limits politicians’ motivation to act for elderly populations. In addition, the assumptions 

that minority elders are well cared for by extended family members contributes to limited 

policy attention (Wallace & Villa 1999).  

As an example, McKinlay (1984) offers four major groups/classes that influence 

the formation of the health care system in the U.S. The most influential group is the 

medical industrial complex1. The state is another influential actor, which tends to align 

with the medical industrial complex by generating conditions that make capital 

accumulation possible. Another actor is medicine itself, which includes research, training 

of medical laborers, and epidemiological rationalizations for the existence of medicine. 

Lastly, groups of people who are loosely termed ‘the public’ influence the formation of 

                                                 
1 The medical industrial complex refers to the health industries, which are composed of multibillion-dollar 
congeries of enterprises including hospitals, nursing homes, insurance companies, financial industries, and 
other related industries (Estes, Harrington, & Pellow 2001:136.) 



 18

the health care system in the U.S. They are the potential users of medicine and the most 

vulnerable to the activities of the other three groups.  They tend to experience difficulties 

accessing health care services, which have developed over time as a result of the activities 

of the medical industrial complex, the state, and corporations (McKinlay 1984).   

With this perspective, many scholars examined insufficiencies of health and long-

term care services in the US (Wiener and Illston 1994; Navarro 1995 & 2001; Feldstein 

1997; Himmelstein & Woolbandler, 1997; Harrington and Pollock 1998; Estes and 

Linkins 1999; Estes, Harrington, & Pellow 2001; Wiener et al., 2001).  For instance, in 

the case of long-term care policy, the interests of the medical industrial complex influence 

the fate of government sponsored programs. They are commonly in opposition to public 

financing of health care and long-term care because it strengthens governmental control 

over health care (Navaro 1995). Instead, the medical industrial complex supports the 

initiative of the economic sector to provide health and long-term care services. These 

groups attempt to realize their interests through various ways. One strategy is financing 

members of Congress who sit on powerful committees that draft health legislation in 

order to control the behaviors of Congress. For example, insurance PACs (political action 

committees) contributed $60 million to members of Congress from 1981 to the first half 

of 1991 (Navaro 1995). They also seek to influence legislation through lobbying. 

Moreover, their interests effect the processes of proposal formation. The medical 

industrial complex works to block any effort to enact government-sponsored, health care 

insurance and long-term care insurance.  

In addition, the political economy perspective gives more attention to how 

providers’ ability to offer health and long-term care may influence individuals’ access 

(Swan & Estes 1993; Harrington & Pellow 2001).  For example, the Commonwealth Fund 
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Quarterly (2001) reported decreasing access to health care services among Medicare 

Choice subscribers because of managed care’s withdrawal and physicians’ high turnover 

rates (averages 30% or more of physicians’ turnover in some states).  From 1999 to 2001, 

a total of 151 of 346 plans terminated their Medicare Choice contracts and another 165 

plans reduced their service areas. This withdrawal is attributed to the low payment rates 

by Medicare, providers’ unwillingness to accept plans’ payment levels, the increasing use 

and costs of medical services, and local market dynamics.  Market dynamics motivated 

providers to leave Medicare in favor of more profitable, employer-based enrollment. 

Physicians’ high turnover is caused by insufficient reimbursement rates to cover the cost 

of care, frequent claim denials and payment delays, both of which have resulted in 

contentious relationships between plans and their provider networks (The Commonwealth 

Fund Quarterly 2001).  Thus, external political and economic processes influence access 

and utilization in health care services.  

The political economy perspective offers ways to understand how access is 

influenced by external political and economic factors as well as class-related factors.  The 

perspective is useful to see how structural factors shape social systems, including long-

term care policies, which in turn influence providers’ ability to provide services and 

individuals’ ability to access services.  At the same time, the perspective takes into 

account the ways in which individuals’ class conditions are shaped through macro-

structural forces, which also influence individuals’ ability to access services.  

 

2.3. Habitus 

 Habitus is a concept that was developed by Pierre Bourdieu. It provides a means to 

consider the role of internalized class-based practices and perceptions in relationship to 
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access and use of long-term, home and community based care among elderly Latinos. 

Bourdieu conceptualizes class within “social space”, which “is a practical space of 

everyday life” (Yr,405).  For each individual, their own social space or a practical space 

of everyday life is their objective space. Individuals’ objective space depends on their 

position, which reflects their class condition.  Thus, habitus is developed based on ones’ 

class conditions, and it is another way to consider class.   

Within this objective position/space, individuals produce practices as well as 

perceptions, and judgments of other agents’ practices.  This is called habitus. In 

Bourdieu’s words, habitus is “both the generative principle of objectively classifiable 

judgments and the system of classification (principal divisions) of these practices.  It is in 

the relationship between the two capacities which define the habitus, that the capacity to 

produce classifiable practices and works, and the capacity to differentiate and appreciate 

these practices and products (taste), that the represented social world, i.e., the space of 

life-styles, is constituted” (Yr,405).  

In short, habitus produces and reproduces class structures by producing class-

related practices and works among individual actors.  In addition, habitus provides a 

mechanism to differentiate and appreciate class-related practices and tastes among 

individual actors. By taking the concept of habitus into his class structure analysis, 

Bourdieu made it possible to understand class-based practices and their reproduction.   

 Furthermore, Bourdieu considered habitus as an internalized form of class-based 

economy and social condition.  An individual’s class condition is internalized, which 

generates meaningful practices and meaning-giving perceptions.  Individuals carry these 

practices and perceptions out in their everyday lives. Bourdieu states:  
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 “The habitus is not only a structuring structure, which organizes practices and the 
perception of practices, but also a structured structure, the principle of division into 
logical classes which organizes the perception of the social world is itself the product of 
internalization of the division into social classes.  Each class condition is defined, 
simultaneously, by its intrinsic properties and by the relational properties which it derives 
from its position in the system of class conditions, which is also a system of differences, 
differential positions, i.e., by everything which distinguishes it from what it is not and 
especially from everything it is opposed to; social identity is defined and asserted through 
differences.  This means that inevitably inscribed within the dispositions of the habitus is 
the whole structure of the system of conditions, as it presents itself in the experience of a 
life-condition occupying a particular position within that structure.  The most fundamental 
oppositions in the structure (high/low, rich/poor etc.) tend to establish themselves as the 
fundamental structuring principles of practices and the perception of practices” (408). 
 
In short, Bourdieu considers class as not only constituted by outside factors, such as 

economic conditions, prestige, and status, but also as internalized perceptions, practices, 

and manners of inter-relating with others as well as society.   Although this concept 

focuses on cultural consumption, such as taste for food and arts, it also indicates how 

perceptions and practices based on class conditions are embedded into individuals’ daily 

lives.   This concept is a key factor in understanding disparities.  

Habitus is not usually used to examine issues related to access and use of health 

and long-term care services.  However, this concept is useful in understanding how 

individuals’ behavior and perceptions have been shaped throughout one’s life, which in 

turn influences access to and use of long-term care and social services.  While the political 

economy perspective focuses on individuals’ conditions as an outcome of structural 

dynamics in economic, political, and socio-cultural fields, the concept of habitus focuses 

on how individuals’ internalized class condition influence their practices and perceptions.  

  

 



 22

Chapter 3: Substantive issues: Literature reviews 

3.1. Informal Care and the Culture of Familism 

In general, Latino elders are assumed to be well cared for by family members and 

they are recognized as having a preference for family care over formal support because of 

a culture of familism (Andersen et al., 1986; Greene & Monahan 1984; O’Donnell 1989; 

Sotomayor & Randolph 1988; Purdy & Arguello 1992; Starrett, Mindel, & Wright 1983; 

Cox & Gelfand 1987).  Familism is a defining characteristic of Latino family structure 

(Sotomayor & Applewhite 1988; Aranda & Knight 1997) and it is important to introduce 

this concept to understand practices in informal caregiving, utilization of formal long-term 

care service, and the utilization behaviors of this study’s participants.  In terms of 

informal caregiving, familism is one of the fundamental concepts that sustains informal 

care giving among Latinos and helps to explain the greater practice of informal care 

giving among Latino families when compared with non-Latino white Americans. 

Familism helps us to understand why older Latinos use or do not use formal long-term 

care services and the role of family members in the delivery of these services.  Familism 

allows us to understand why some people use services while others do not. 

Familism is a cultural belief that values strong identification, attachment, and 

feelings of loyalty, reciprocity, and solidarity amongst members of the same extended 

family (Sabogal et al., 1987).  Structurally, familism promotes multigenerational 

households and extended family kin networks that provide support to family members 

(Maldonado 1979; John, Resendi, & Vargas 1997). According to the census of 2002, 

26.5% of Latino households were made up of five or more people, compared with 10.8% 

of non-Latino White. Reciprocally, family households with only two people represented 
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25.9% of Latino family households compared with 48.7% of non-Latino White family 

households (Ramirez & Cruz 2003:4).  

 Familism provides Latinos with a strong sense of filial obligation (Johnson et al., 

1997). Several studies suggest that Latino elderly receive support from family members, 

particularly from adult children (John, Resendi, & Vargas 1997; Sotomayor & Randolph 

1988; Aranda & Knight 1997). Indeed, elderly Latinos often consider family, particularly 

adult children, a major source of assistance and expect adult children to remain 

geographically close to them in order to provide assistance (Cox & Monk 1990).  

Sotomayor and Randolph (1988) found that the majority of their study participants 

received a good deal of support with transportation, shopping, and housekeeping from 

their adult children.  

Moreover, Latino caregivers are motivated to take primary responsibility in caring 

for their elderly parents (John, Resendi, & Vargas 1997). Studies have found that Latino 

caregivers express distrust of formal care services and want to care for their elderly family 

members within the family context regardless of the personal cost or consequences 

(Madsen 1969: 224; John, Resendi, & Vargas 1997).  

Informal care giving among family members is not limited to instrumental support. 

Becker and colleagues (2003) and Beyene and colleagues (2002) found that Latino elderly 

tend to place more value on emotional rather than instrumental support. John, Resendi, 

and Vargas (1997) documented frequent contacts and interactions among Mexican 

American families. This kind of emotional support is fostered by either an adult child 

living with the elderly person or by the elderly parents living near to adult children.  In the 

case of children not living with the elderly parents, children make efforts to contact their 

parents regularly through visits and telephone conversations.  Family members often 
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make efforts to communicate with older parents who live away from them through 

telephone calls (Dietz 1995). 

At the same time, many studies have pointed out changes occurring in the Latino 

family and raise questions about the notion that elderly Latinos are well cared for by their 

family members (Miranda 1991; Wallace & Facio 1987; Dietz 1995; Hall 1987; Hanson, 

Sauer & Seelbach 1983; Markides, Martin & Gomez 1983; Maldonado 1985; Hogan, 

Eggebeen & Clogg 1993). For example, Markides, Martin, and Gomes (1983) studied 

intergenerational solidarity in San Antonio, Texas and found that elderly people believed 

that children should provide instrumental and financial support for their elderly parents 

when they needed them to. However, less than 50% of the elders interviewed actually 

receive these supports from their adult children, even though some of their children 

offered assistance (John, Resendi, & Vargas 1997). Dietz (1995) found that 57% of 

Mexican elders who needed assistance did not receive any help from the family. In 

addition, Hall (1987) found that 80% of elderly Mexican Americans included in his study 

had no family caregiver at all.  

These researchers have identified several reasons for this change among Latino 

families. One reasons is that adult children have less ability to provide care due to their 

own financial constraints, multiple responsibilities in their paid work and to their own 

family, geographic distance due to their work, and increased participation in the labor 

force amongst Latino couples (Cox & Monk 1990; Maldonado 1985; Johnson et al., 1997; 

Beyene, Becker, & Mayen 2002; Hogan, Eggebeen & Clogg 1993).  Additionally, the 

acculturation of younger Latinos is believed to change or erode familism amongst Latino 

families who have lived in the US for longer periods of time, as these families have not 

shown as much perceived obligation to assist their family members (Sabogal et al., 1987) 
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and are less likely to live in multigenerational households (Lee & Angel 2002; Wilmoth 

2001; Glick & Van Hook 2002; Burr & Mutchler 2003; Zsembik 1993).  Furthermore, 

despite their preference for family care, elderly Latinos are aware of their children’s busy 

lives and they do not want to be a burden to their children (Beyene, Becker, & Mayen 

2002; Johnson et al., 1997; Talmantes, Lawler, & Espino 1995).  

Familism and mutual assistance among family members are still defining 

characteristics of Latino culture. However, according to Facio (1996), familial networks 

among the aged no longer constitute the ‘romanticized’ extended family so often 

described in Latino aging literature because of the socioeconomic factors affecting adult 

children. Usually, females, particularly daughters or female relatives, leave the workforce 

to take care of their older family members. However, “for Chicano families such 

decisions are further complicated by assessing one’s financial status in light of one’s 

family obligation or the ideological force of familism” (Facio 1996:87).  With more and 

more people residing in nursing homes, older Latinos often feel very insecure about their 

own immediate futures when they think about their decline in functional ability as a 

consequence of illnesses.  They fear being placed in a nursing home, yet they do not want 

to be a burden to their children. Thus, the issues surrounding long-term care are 

increasingly important for the Latino population as more and more Latino elderly live into 

old age  (Facio, 1996).  
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3.2. Formal Long-Term Care 

Home and Community-Based Long-Term Care Services in the US 

Home and community-based services (HCBS) refers to long-term medical or 

supportive services, provided in and individual’s homes and community. Services 

including assistance with activities of daily living such as eating, bathing and dressing are 

provided to elderly or people with disabilities (National Conference of State Legislatures, 

2002).  HCBS also includes adult day care programs, respite care for family caregivers, 

residential services and assisted living facilities, home health for nursing care, personal 

assistance services, care planning and case management, and other services necessary to 

avoid institutionalization (National Conference of State Legislatures, 2002).    

The development of home- and community-based long-term care services has 

been supported by many factors.  Some policy makers see HCBS as less costly than 

institutional care; therefore, it is considered a way to contain spending. In addition, HCBS 

is considered preferable to the elderly and family members than institutional care.  

Moreover, some HCBS may be the only option for older people who lack available or 

appropriate informal care networks and who are not impaired enough to require 

institutional care (Goins & Hobbs, 2001).   

The growth of HCBS was also supported by various legal acts, such as the 

Americans with Disabilities Act in 1990 and Olmsted case in 1999.  The Americans with 

Disabilities Act outlawed the practices of private and public entities that unreasonably 

restrained the participation of individuals with disabilities in society (Americans With 

Disabilities Act. 1990).  The Supreme Court ruled in the Olmstead case in 1999 that 

individuals living in institutions who are able to live in the community have the right to 

live in the least restrictive setting (i.e., home and community).  Thus, states may not 
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discriminate against persons with disabilities by refusing to provide community services 

when these are available and appropriate (Harrington et al., 2000:673; Harrington et al., 

2001:63).   These various factors have contributed to the growth of HCBS since the 1990s.  

Major ways to provide HCBS are through Medicaid-sponsored programs and 

state-funded programs.  State-founded HCBS can offer services that are not provided by 

Medicaid HCBS as well as for people who are not eligible for Medicaid (Kassner, 2005). 

Most commonly provided services include homemaker, meal delivery, adult day care, 

respite care, and personal care assistance (Kassner 2005).  State-funded HCBS programs 

are financed through general and other revenues (e.g., state lotteries or tobacco settlement 

monies) (National Conference of State Legislatures, 2002; Kitchener, Willmott, and 

Harrington, 2004).  Currently 48 states provide a total of 157 state-only funded programs 

(Kitchener, Willmott, & Harrington, 2004).  However, states tend to use these programs to 

supplement Medicaid-funded programs because it is less of a financial burden for states 

(Weiner et al., 2002; Kitchener, Willmott, and Harrington, 2004:2). 

Medicaid is the primary payer for long-term care.  In 2002, Medicaid paid 47% of 

nursing home and home care services.  Medicaid long-term care costs in 2002 were $84.7 

billion (34%) of total Medicaid expenditures (Health Policy Institute, 2004).  About half 

of Medicaid long-term care spending is for the elderly (Health Policy Institute, 2004).  

States share responsibility with the federal government for Medicaid, paying on average 

43% of total Medicaid costs.  As states have flexibility to set eligibility and service 

criteria, spending varies across states.   

As Medicaid provides coverage of long-term care costs for poor people, 

individuals must meet strict income and asset rules. In most states, aged or disabled adults 

who are eligible for Supplemental Security Income (SSI) are also eligible for Medicaid. In 
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2005, the federal SSI limits for individuals were $579 per month in countable income and no 

more than $2,000 in countable assets.  Individuals whose income is not adequate to cover 

their health and long-term care costs, but exceeds the SSI standard, can usually qualify for 

these long-term care services. However, these individuals must contribute nearly all their 

income to pay for their care. In addition, participants must meet the state’s functional 

eligibility criteria to receive Medicaid-covered long-term care services.  States’ criteria vary, 

but generally include health status as well as physical and cognitive functioning (Kassner, 

2005:1). 

Medicaid HCBS are offered in three ways: Medicaid home health, Medicaid 

Personal Care Services (PCS) optional benefit, and the 1915 (c) waivers.  Medicaid home 

health services include personal care for assistance with daily activities for Medicaid 

participants (National Conference of State Legislatures, 2002).  Medicaid Personal Care 

Services (PCS) allows states to fund non-medical assistance with ADLs such as bathing 

and eating as well as instrumental activities of daily living (IADLs) such as shopping and 

preparing meals (LeBlanc, Tonner, and Harrington, 2000).  States have had the option of 

offering PCS as a Medicaid state plan benefit since 1975 and receive federal matching 

funds for services provided.  States are given considerable discretion in determining the 

amount, duration, and scope of covered services (Kitchener et al., 2005).  Although 

programs cannot solely involve housekeeping or chores, programs typically involve non-

medical assistance with ADLs and IADLs for participants with disabilities and chronic 

conditions (Kitchener, Ng, and Harrington, 2005).    

States can obtain waivers from the federal government, which allow then to design 

HCBS programs for specific target populations for service not traditionally covered by 

Medicaid (National Conference of State Legislatures, 2002).   The Medicaid waiver 
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HCBS program was established by Section 2176 of the Omnibus Budget Reconciliation 

Act (OBRA) of 1981 and was incorporated into the Social Security Act at Section 1915 

(c).  Through this authority states receive Medicaid matching funds to provide HCBS that 

are not otherwise covered under Medicaid program, as an alternative to institutional care, 

to individuals who otherwise would receive care in a nursing facility (Duckett and Guy, 

2000; Miller 1992:163).    

Under the 1915 (c) waiver, seven specific services can be provided: case 

management service, homemaker service, home health aid service, personal care, adult 

day health care, habilitation service, respite care, and adult day care (Health Care 

Financing Administration 1996; Duckett & Guy, 2000:123).  Additionally, other services 

(e.g., transportation, in-home support service, delivered meals, minor home modifications, 

and adult day care) may be provided at the request of the States if approved by HCFA.  

Such services must be cost effective and necessary for waiver participants to avoid 

institutionalization (Health Care Financing Administration, 1996; Duckett and Guy, 

2000:124).  

Medicaid HCBS programs expanded during the 1990s in terms of the volume of 

programs and participation as well as inflation-adjusted spending.  The 1915 (c) waiver 

contributed much to this growth.  Only six states participated in the 1915(c) waiver 

program in 1981.  By 1997, every state had the 1915(c) waiver program reflected in a 

total of 221 approved waiver programs (Miller, Ramsland, & Harrington 1999:139).  On 

the other hand, Medicaid home health and PCS experienced little growth from 1992 to 

2001. The number of Medicaid home health programs remained 31 throughout this period.   

Although the data for the number and growth rate in PCS by 1998 are not available, PCS 

increased from 28 in 1999 to 29 programs in 2001 (Kitchener et al., 2005:209).  The 
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number of waiver participants increased from 235,580 in 1992 to an estimated 842,906 in 

2001, which is a 258 percent increase.  Estimated numbers of participants in home health 

and PCS from 1992 to 1998 are not available.  Home health grew 1.3 percent from 2000 

to 2001.  The participation in state-plan PCS declined by 0.4 percent from 2000 to 2001 

(Kitchener et al., 2005:209).   Total Medicaid HCBS spending increased from $5,772 

million in 1992 to $21,992 million in 2001, which is a 281 percent increase.  During this 

period, waiver spending increased by 553 percent, home health grew 127 percent, and the 

growth of PCS was 281 percent (Kitchener et al., 2005).  

In 2002, 2.3 million individuals were served through these programs.  Of these 

recipients, over 729,500 individuals (31%) received care through the home health benefit, 

683,000 individuals (29%) were served through PSC, and 920,833 individuals (40%) 

received services though the waiver (Kitchener, Ng, and Harrington, 2005).  The total 

Medicaid spending on HCBS was $25 billion, consisting of $16.9 billion (66%) in waiver 

spending, $30 billion (12%) in home health, and $5.6 billion (22%) in PCS spending 

(Kitchener, Ng, and Harrington, 2005:5).   

Although Medicaid HCBS has grown during the 1990s, shortages of HCBS waver 

slots have been reported since the 1990s, 42 states had waiting lists in 1999 (Miller et al., 

2000; Harrington et al., 2000; Kassner and Williams, 1997).  Therefore, not all Medicaid 

eligible people who need assistance in their daily life are receiving HCBS.   

The availability of HCBS varies from state to state based on various factors, such 

as the proportion of people aged 85 and over and the economic condition of states.  This is 

because states with better economic conditions or a larger portion of people aged 85 and 

over tend to offer more HCBS (Harrington, et al., 2000; Miller 1992).  However, many 
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states try to limit the availability of HCBS while they attempt to meet the growing 

demands for HCBS.   

The most frequently used cost control strategies in Medicaid HCBS are: 1.) setting 

limits to benefits per participant; 2.) limiting the availability of service slots; 3.) setting 

more stringent financial eligibility than institutional care, and; 4.) using waiver waiting 

lists (Kitchener, Ng, and Harrington, 2004).  For example, 33 percent of states were using 

more stringent financial eligibility standards than those used for institutional care in 2002.  

Those states used various eligibility standards, such as 100% or 150% of SSI as the 

financial eligibility criterion (Kitchener, Ng, and Harrington, 2004).   Consequently, a 

national total of 74,526 people were on the elderly/disabled waiver waiting lists in 2002 

(Kitchener, Ng, and Harrington, 2004:65). These cost control strategies result in limited 

access to HCBS for Medicaid eligible people.  Those who cannot use HCBS usually 

depend on informal caregivers, particularly family, or live within limitations.  

Since the slowing of the U.S. national economy in late 2001 and consequent 

budget shortfalls, as well as escalating Medicaid expenditures, availability of HCBS was 

further limited as many states began to look for ways to control or reduce Medicaid 

spending (Coleman, Fox-Grage, & Folkemer 2003).  According to The National 

Association of State Budget Officers, more than 30 states experienced the excess in 

preliminary estimates of Medicaid expenditures for 2002 than the states’ original 

appropriations by $2.8 billion (Ku, Ross, and Nathanson, 2002:3).   

In summary, policy trends have encouraged the expansion of HCBS under states 

since the 1980s, while cost control strategies have limited access to HCBS for all 

Medicaid eligible people who need assistance.  With this policy trend in mind, in the next 

section, I will review studies of the use of long-term care services among Latinos.  
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Use of formal services among older Latinos   

Given the projected growth and increasing demand for formal long-term care 

services among Latinos, a number of researchers have studied service use among older 

Latinos and their underutilization is well documented (Wallace, Levy-Storms, and 

Ferguson, 1995; Ailinger and Causey, 1993; Talamantes, Lawler, and Espino, 1995; Parra 

and Espino, 1992; Starrett et al., 1989 & 1990; Burnette and Mui, 1999).   

Although the results vary based on types of services assessed and the 

characteristics of the samples, research suggests that barriers for elderly Latinos access to 

health and long-term care services include: 1.) lack of financial resources (Starrett et al., 

1989; Parra & Espino 1992; Ailinger & Causey 1993; Tran, Dhooper, & Mclnnis-Dittrich 

1997); 2.) lack of knowledge and awareness about services (Starrett et al., 1989; Parra & 

Espino 1992; Ailinger & Causey 1993), and; 3.) language barriers and a lack of 

bicultural/bilingual service providers (cultural sensitivity) (Gavaria & Stern 1980; 

Sotomayor & Randolph 1988; Tran et al., 1997). 

Lacking financial resources to utilize services poses difficulties for many people. 

Economic means refers to income, assets, and the availability and adequacy of 

government sponsored insurance (i.e., health care insurance and long-term care insurance) 

(Swan & Estes 1993; Harrington & Pellow 2001). According to the US census of 2002 

(Ramirez & Cruz 2003), Latinos age 16 and older are in a poorer financial status than 

non-Latino Whites. Latinos have a higher unemployment rate than non-Latino Whites, 

representing 8.1% and 5.1% respectively. Moreover, Latinos were more likely than non-

Latino Whites to work in the service sector (22.1% and 11.6%, respectively) and as 

operators and laborers (10.8% and 10.9% respectively). Consequently, Latinos are more 

likely to be in a poorer financial status than non-Latino Whites, as 26.3% of Latinos earn 
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$35,000 or more annually compared with 53.8% of non-Latino Whites. Furthermore, 

21.4% of Latinos were living in poverty compared with 7.8% of non-Latino Whites 

(Ramirez & Cruz 2003).   

Because of their poorer economic status during their working year, many older 

Latinos tend to also be in a poor financial status (Du Bois, Yavano, & Stanford 2001). 

The portion of Latino elderly receiving SSI is lower than the general population because 

of their employment in agricultural and other unskilled sectors, which carry limited or no 

pension plans. For those who receive social security, it tends to be the sole income or a 

major source of income. However, their lower paying job histories result in a lower 

benefit level of social security than non-Latino populations (Garcia 1988).   

Wallace, Levy-Storms, and Ferguson (1995) showed how limited financial 

resources influences service use among older Latinos by comparing the use of paid in-

home assistance among disabled Latino and non-Latino white elders. Their findings 

suggest that there is a similar prevalence of paid care use for elderly Latinos and non-

Latino Whites, which suggests that Latinos do not have a cultural aversion to paid 

functional assistance. However, they found different patterns of paid care use. In terms of 

non-Latino Whites, variables that increase the probability to use services are higher need 

and higher income. On the other hand, among Latino elderly, higher need decreases the 

service use. While Latinos pay for low-intensity paid assistance involving IADL, they 

shift to solely informal care when their functional ability decreases, because of their 

limited financial resources (Wallace, Lavy-Storms, and Ferguson 1995).  

  On the other hand, Freedman et al., (2004) found that those with the least financial 

resources at their disposal were more likely to have home health visits. This is because 

Medicare managed care plans may minimize access difficulties for those of the poorest 



 34

socioeconomic status. However, it is unclear why wealthier individuals are less likely to 

use home-visit service. Thus, the authors assume that these people may tend to pursue 

better options, such as assisted living (Freedman et al., 2004).    

  Knowledge and awareness of services are considered important factors that 

determine the use of services among minority elderly populations (Wan & Odell 1981). 

This view contends that minority elderly will utilize more services effectively if they are 

knowledgeable about available social resources. Therefore, it is important for social 

service agencies and providers to make efforts to provide information to the elderly 

(Yeatts et al 1992).   

  Knowledge about services is often assessed in relation to social networks and 

living arrangements. Knowledge and awareness of services are directly affected by social 

support, English literacy, and living arrangements (Starrett, et al., 1990). For example, 

Latino elderly who live with a spouse or adult children are more likely to use formal 

services because family members provide information about services and organize the 

service use for the elderly person (Wallace, Levy-Storms, and Ferguson 1995). 

 Another example is a study done by Starrett, Mindel, & Wright (1983) that 

showed that knowledge about services was the strongest direct predictor of service use 

when related to perceived needs and availability of informal supports, including living 

arrangements. In this study, the availability of natural support systems were measured by 

living arrangements, participation in senior centers, and the frequency of contact with 

friends, neighbors, family, relatives,. Among those who perceive their needs to be met in 

their daily living arrangements, elderly who have access to information about services 

are more likely to use services. For example, the person who lives alone, visits frequently 

with kin, friends and neighbors, and participates in senior centers or churches is more 
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likely to use formal support services. This finding is interpreted to suggest that those with 

natural support networks provide information and organize service use for the elderly. 

On the other hand, those elderly who live with their spouses, visit infrequently with 

friends and neighbors, and do not participate in senior citizen activities are less likely to 

be knowledgeable about services, and thereby use fewer formal services. This finding 

indicates that the Latino elderly with a less extensive support system does not have 

information about services, which results in underutilization.  

 At the same time, some elderly who live with a spouse or family member perceive 

a need for services and have knowledge about services. However, they do not have 

contact with providers because they prefer informal family caregiving (Starrett, Mindel, 

& Wright 1983; Purdy & Arguello 1997).  Both Latino elderly and family members 

prefer family care to formal support (Andersen, Giachello, & Aday 1986; Greene & 

Monahan 1984; O’Donnell 1989; Sotomayor & Randolph 1988; Purdy & Arguello 1992; 

Starrett, Mindel, & Wright 1983; Cox & Gelfand 1987). Here it is argued that Latino 

children are in a better position to access and provide information about services when 

compared to other immigrant groups 2 because they are the most assimilated and have a 

higher income level (Cox and Gelfand 1987). Therefore, Purdy and Arguello (1997) 

suggest that “the family provides the elderly with the information but they chose not to 

make use of the information presented to them” (35) because they prefer to use informal 

support.  

  Education is often examined as a measurement of both knowledge and financial 

status (Andersen, Giachello, & Aday 1986; Greene & Monahan, 1984; O’Donnell, 1989). 

For example, Ailinger and Causey (1993) conducted a longitudinal study of Latino elders’ 
                                                 
2 Cox and Gelfand (1987) compared among Hispanics, Vietnamese, and Portuguese. 
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use of home health services. They found that those who have a lower education level are 

less likely to use home help services than those with higher education, which implies that 

higher educational levels provide opportunities that affect knowledge of health services 

and access to them (Ailinger and Causey 1993).  In addition, education implies the types 

of job they held, which affects their retirement income.  

Although knowledge is an important aspect that shapes or influences the use of 

services among the Latino elderly, Cho (1998) argues that knowledge about services will 

not increase the service use unless cultural sensitivity is achieved for the minority elderly. 

Cultural sensitivity can be viewed as an institutional barrier, including racial 

discrimination, the lack of Spanish speaking staff, and insensitivity to cultural customs 

by providers (Parra & Espino 1992; Johnson et al., 1997). In terms of health care use, 

Latinos with limited English ability have significantly limited access physician visits and 

medical insurance when compared to Latinos who speak English (Derose & Baker 2000). 

Similar findings were shown by Fiscella et al., (2002) in their study, which found that 

Spanish-speaking Latinos were significantly less likely than non-Latino whites and 

English-speaking Latinos to have physician visits, mental health visits, and influenza 

vaccinations.  

However, the lack of English proficiency alone cannot be a barrier to access social 

and health care services among Latino populations.  Schur, Albers, and Berk (1995) 

found that a lack of English proficiency did not appear to independently influence health 

care use among a national sample of Latinos.  The lack of English proficiency may 

become a barrier along with other cultural and institutional factors, such as lack of an 

interpreter and real/perceived discrimination against Spanish-speaking patients (Derose 

& Baker 2000:85).   
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The findings of research vary and sometimes conflict with one another because of 

differences in the types of services and in the Latino populations researchers focused on.  

Regardless of the characteristics of services, as previous researchers identified, the lack 

of knowledge, financial constraints, and cultural insensitivity may be major barriers to 

access of social and health care services among Latinos. In other words, they will use 

services effectively if: 1.) they are aware of available services for them; 2.) they have 

some social network to assist them to use services; 3.) bicultural services are provided, 

and; 4.) they have some financial resources through out-of-pocket or public assistances.   
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Chapter 4: Methodology 

4.1. Data 

This study uses the Latino population sub-sample data set that was collected for an 

ethnographic study (Minority Aging Study) about the roles of culture in management and 

experiences of illness among low-income, ethnic minority elderly populations. The ethnic 

populations under study included African Americans, Latinos, Cambodians, and Filipinos 

(R01number: NGA5R37AG11144) (Becker et al., 1998 & 2003; Becker, 1997 & 2002; 

Becker, Yewoubdar, & Ken, 2000; Yewoubdar, Becker, & Mayen, 2002). The original 

study sought to explore: 1.) their experience of illness, the interpretations they place on 

illness, cultural models for understanding illness, and use of biomedical and indigenous 

health care; 2.) cultural meanings minority elders and their families attach to old age; 3.) 

the role of the family in illness management and recovery in decreasing functional ability, 

and; 4.) perceptions and experiences in using or considering use of community resources, 

both formal and informal, that are considered or utilized in specific situations, and 

decreased functional ability. This dissertation will focus on the fourth point, which is the 

perceptions and experiences in using and considering use of community resources among 

elderly Latinos.   

Data were collected during 1996 to 2000 through semi-structured, in-depth 

interviews about interpretations of illness, cultural meanings of old age, the role of the 

family, and community resources. Additionally, quantitative measurements were used in 

order to assess the samples’ functional ability and gain demographic information, which 

included a survey of socioeconomic status and living arrangement of study participants.  

Functional ability was assessed by using ADL, AADL, Barthel, IADL, and self-reported 
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health status. The sample of the original study consisted of 85 older Latinos aged 51 and 

older who have one or more chronic illness.   

 Participants were recruited through physicians, acute care hospitals, home care 

services, and community health clinics in two counties. In addition, some subjects were 

referred by other participants.  Criteria for entry into the study was the presence of one or 

more chronic illnesses. Exclusion criteria were known or observable presence of 

confusion or dementia.  The study protocol and consent form were approved by the 

Institutional Review Board, Committee on Human Research, University of California-San 

Francisco.  The research protocol calls for participants to be interviewed 4 times in every 

6 month. The qualitative analysis of this dissertation uses every interview that was 

conducted.  The quantitative analysis reports baseline data only.   

  

4.2. Services 

In this dissertation, I will explore whether older Latinos use state-funded long-

term care service and other social services.  In terms of state-funded programs, I will look 

at use of following eight services: 1.) home health; 2.) outpatient rehabilitation therapy; 

3.) adult day health care; 4.) personal care; 5.) home delivered meals; 6.) transportation 

services; 7.) senior information referral, and; 8.) senior center.  Other social services 

include financial assistances, such as SSI and GA, and government housing services. 

Home health emphasizes post-acute rehabilitative services, not long-term and 

custodial home care (Harrington and O’Meara, 2004).  It provides skilled nursing or 

related services in a recipient’s own home by a state licensed provider.  Under Medicaid, 

services provided can be preventative, treatment, rehabilitative and maintenance, which 

include nursing services, occupational, physical and speech therapy, home health aid, 
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medical and social service, personal care, and dietary counseling.  Service is ordered by a 

physician and paid by Medicaid, the Part B Medicare benefit, private insurance, and 

personal/family resources  (Hernandez and Zawadski, 2003:21).   

Adult Day Health Care is a licensed Medicaid certified health program, which is 

funded as a Medicaid state plan optional benefit.  The program provides a variety of 

health, therapeutic, and social services to those at risk of being placed in a nursing home.  

Provided services include medical services, nursing services, physical therapy, 

occupational therapy, speech therapy, psychiatric/psychological services, social services, 

recreational activities, transportation to/from center, if needed, noontime meal and 

nutritional counseling (Hernandez & Zawadski, 2003:20). 

Personal care provides personal assistance services for low-income people with 

physical disabilities.  Services include assistance with ADL and IADL.  In California, 

personal care service is mainly provided through the In-Home Supportive Services (IHSS), 

which covers the cost of in-home personal and chore services to frail elderly, disabled, or 

blind persons who are low-income and have limited financial resources (Hernandez & 

Zawadski, 2003:21).  Services consist of four domains, including Personal Care Services 

(e.g., ambulation, bathing and grooming, dressing and bowel and bladder), Paramedical 

Service (e.g., administration of medications), Domestic and Related Services (e.g., meal 

preparation, shopping, heavy cleaning, accompanying medical appointment, routine 

laundry, and other errands), and Protective Supervision Service.  The program is financed 

through a combination of federal funds through Medicaid and state and county funds 

(Waterstone et al., 2004).   

Eligibility requirements in IHSS include being 65 and over or disabled, being a 

recipient of Supplemental Security Income/State Supplementary Payment (SSI/SSP), or 
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meeting all the eligibility criteria for SSI/SSP except for income limits (Waterstone et al., 

2004:5; California Department of Social Services, 2001).  County social workers conduct 

assessments to determine eligibility as well as types and amount of services provided, 

according to state and federal policies (Waterstone et al., 2004:6). A doctor must 

authorize Paramedical Service (Waterstone et al., 2004).  

The IHSS program consists of two components: the Personal Care Services 

Program (PCSP) and the Residual IHSS program.  IHSS was supported entirely by state 

and county funds from 1973 (when the program was funded) to 1992.  In 1992, California 

Legislature passed AB 1773 in order to receive Medicaid funds.  PCSP is the portion of 

the IHSS program that are funded by Medicaid.  Services that do not qualify for Medicaid 

are retained within IHSS as the “Residual” Program and are paid for using state and 

county funds (Waterstone et al., 2004:7).  Residual programs can cover the cost of IHSS 

services provided by a spouse or services for consumers who require only domestic and 

related services, including preparation of meals, meal clean-up, routine laundry, shopping 

for food, other errands and shopping, heavy cleaning, accompaniment to medical 

appointments, accompaniment to alternative resources of care, removal of grass, weeds, 

and rubbish, removal of ice and snow, and domestic services (Waterstone et al., 2004).   

Home delivered meals are provided by Local Area Agencies on Aging, a local 

program that prepares and delivers meals to homebound seniors.  Transportation services 

are also provided by Local Area Agencies on Aging. With transportation services, local 

agencies secure escort and travel vouchers or provide a vehicle to assist in transporting 

older persons to essential services.  Local Area Agencies on Aging also provide senior 

information referrals as well as assistance and follow-up to link older persons and their 
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families to specific community services (California Association of Area Agencies on 

Aging 2005).   

Although there is no standard definition of a senior center, comprehensive senior 

centers typically provide nutrition, recreation, social and educational services.  Many 

senior centers are funded by local non-profit organizations and governments, while others 

are supported with funds raised by national charitable, volunteer, and for religious 

organizations such as the YMCS (Administration on Aging 2004).  Senior centers are 

different from other county-provided services for two reasons.  First, senior center often 

do not have any eligibility requirement.  Thus, anybody can participate in them.  Second, 

participation in senior centers requires higher functional ability while other service uses 

are expected to occur with the decline in health.  I will examine how the use of these 

services are influenced by macro structural and individuals’ life experiences.     

 Other Services in this study consist of various types of financial and housing 

assistance that are provided by formal organizations, such as governmental and religious 

organizations.  Government-sponsored financial assistance includes SSI and GA.  SSI is a 

federal cash benefit program administered by the Social Security Administration under 

Title XVI of the Social Security Act.  Disabled individuals or those 65 and over can 

receive SSI if they have limited income and resources. Another financial assistance is GA, 

which provides a varying set of assistance programs for low-income people who are not 

eligible for federal assistance.  GA is funded and administered entirely by the state, 

county, and/or local agencies where the particular program is operated (Uccello and 

Gallagher, 1997).  
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4.3. Analysis procedure 

This dissertation employs the mixed method approach, using both qualitative and 

quantitative analyses.  Although these two methods are rooted in distinct logics, the two 

methods can compliment each others strengths and limitations.  Quoting Charles Ragin 

(1994:92), Neuman (1997:14) introduced one in  which qualitative and quantitative 

methods differ:  

The key features common to all qualitative methods can be seen 
when they are contrasted with quantitative methods.  Most 
quantitative data techniques are data condensers.  They condense 
data in order to see the big picture….. Qualitative methods, by 
contrast, are best understood as data enhancers.  When data are 
enhanced, it is possible to see key aspects of case more clearly. 
 

Quantitative method seeks to find causal relationships that can be generalized to some 

group of people with statistical analysis (Neuman, 1997).  On the other hand, qualitative 

research seeks to understand individuals’ points of view as well as constraints and 

experiences in everyday life from a case-based position (Denzin and Lincoln, 2000).  

 In order to utilize the advantages that qualitative and quantitative methods offer, 

my analysis procedure takes the following steps.     

Method Objective 
Quantitative analysis Analyze 85 participants in order to see if their service use is 

influenced by same factors that previous studies have suggested.
                ↓ 
Quantitative analysis Analyze 34 key participants to see if there are differences in 

their characteristics. Selection criteria for these 34 participants 
are described in Chapter 7. 

                ↓ 
Qualitative analysis Explores 34 key participants to see how their service use is 

influenced by their life experiences, which are partly the result 
of macro-structural factors.  

 

First, I attempt to see whether use of and access to HCBS and other social services 

can be explained by the expanded behavioral model for vulnerable populations.  More 
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specifically, I examine if elderly Latino’s access to services is influenced by factors that 

previous studies have suggested.  These factors include individuals’ physical functional 

ability, the availability of financial resource, knowledge and awareness about services, the 

availability of social support, and English language proficiency.  The detail variables used 

in this analysis and statistical procedures will be introduced in Chapter 6.   

At the second stage, I will focus on 34 participants who are considered key 

participants.  The selection procedure of these 34 participants will be introduced in 

chapter 7. In this stage, I compare their characteristics to see if there are differences or 

similarities in terms of their financial resources, the degree of acculturation, the 

availability of social networks, and physical functional ability.  This is another step to see 

if there are differences in their service use from what previous studies have suggested.  

At the third stage, I use narrative analysis, a particular mode of research, to see if 

factors other than those in previous studies influence service use among this study’s 

participants.  In this step, qualitative analysis helps to capture other key factors that are 

unidentified or ignored by quantitative analysis and previous studies.  

 

Qualitative/narrative analyses 

As an overview, narratives are the stories that people tell about themselves to 

reflect their experiences (Becker 1999). It is a fundamental human way of giving meaning 

to experience (Garro & Mattingly 2000:1). Stories are ways of thinking about the past and 

making sense of ongoing situations, which guides further actions (Garro & Mattingly 

2000:14). As people talk about their experiences, past events are reconstructed in a 

manner congruent with current understandings and the present is explained or interpreted 

with reference to a reconstructed past. These two processes are used to generate 
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expectations about the future (Garro & Mattingly 2000:11). Furthermore, narratives are 

stories that represent how the narrator wants people to see them (Becker 1999). Therefore, 

narratives can provide us with important insights into peoples’ experiences and their 

perceptions on them (Becker 1999). In short, narrative is a way to see and understand 

study participants’ lives through “the lens of story” (Randall 2001:34). 

Narrative analyses make it possible to see  the multidimensional aspects of 

people’s lived experiences . According to Kenyon and William (2001:7), stories consist of 

four interrelated dimensions that are structural, sociocultural, interpersonal, and personal 

dimensions. Structural dimensions refer to structural constraints (i.e., social policies, 

power relations, and economic realities) that constrain stories, silence voices, and set 

limits to one’s sense of possibility.  

Sociocultural dimensions refer to social meanings that are associated with issues 

(i.e., aging,  life course and care) within a given cultural context. This dimension of 

stories includes sociocultural meanings of being female/male and of a certain ethnicity. 

Both structural and socio-cultural dimensions indicate that people perceive and interpret 

cultural and social conditions in which they are situated through stories(Garro & 

Mattingly 2000).  

Interpersonal dimensions refer to “how our life stories are shaped by and entwined 

with the life stories of other individuals, whether in our families and our friendships or in 

our intimate relationships” (Kenyon & William 2001:7). The personal dimension 

“involves the creation and discovery of meaning and coherence within each of us 

uniquely, that is, the way in which the pieces of our lives do or do not make sense to us” 

(Kenyon & William 2001:7). People’s stories are an appreciation of the intertwining of 
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the structural, sociocultural, interpersonal, and personal components (Garro & Mattingly 

2000:24).   

Stories about experiences and events seen from the perspective of particular actors 

reflect larger social contexts. Therefore, stories can tell us something about social worlds 

(Garro & Mattingly 2000:24).   Pollock (2000) provides us with an example about how 

narrative reflects political economic and socio-cultural conditions of the time in his social 

history of medicine through an analysis of physicians’ autobiographies in the 20th century. 

In this study, Pollock used female physicians’ autobiographies that describe the 

difficulties in establishing professional competence because of pervasive gender 

stereotyping. Through female physicians’ autobiographies, Pollock (2000) sees the social 

conditions that produced their struggles. These conditions included  male physicians’ 

resistance to including female physicians and the overproduction of physicians with 

consequent concerns about misdistribution of physicians. Moreover, these barriers reflect 

a social issue of a time.  Pollock notes that the ways in which female doctors “construct a 

kind of social history of feminism mirrors the struggles of women in other professions” 

(Pollock 2000:124). In addition, his example shows the dynamics of the medical industrial 

complex and the culture of U.S. biomedical model in that time period. Psychiatrists’ 

biographies show how their treatment plans were structured and limited by bureaucratic 

factors that included insurance systems, the availability of beds, and organizational 

characteristics. Moreover, the biomedical model considers the body external from  
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emotions and other aspects of individuals’ lives, which constitute ‘illness’3.  

Narrative analysis contributes to understand individuals’ views and constraints 

under particular social, political, and economic conditions.  The participants talked about 

their experiences and interpretations of: 1.) illness; 2.) role of social support in managing 

illness; 3.) declining physical abilities and,; 4.) using or considering the use of community 

resources.  These stories contain their individuals’ views that reflect social, political, 

economic, and cultural positions within which they locate.  Understanding their views will 

help to understand how the factors of each domain influence their experiences.   

 

                                                 
3 For detailed discussion, please see Donald Pollock (2000). “Physician Autobiography: 
Narrative and the Social History of Medicine.” in Narrative and the Cultural Construction of 
Illness and Healing. Edited by Cheryl Mattingly and Linda C. Garro. University of California 
Press. 
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Chapter 5: Description of Study Participants 

 This chapter introduces the study participants. The sample consists of 64 women 

and 21 men.  The mean age is 73 years old and the age range is from 51 to 97 years old. 

The demographic characteristics are shown in Table 1 on page 80. Overall, they are low-

income, have multiple chronic illnesses that cause them difficulties in daily living, are 

unable to speak English, reside in a Spanish-speaking community, and have little support 

from adult children.  Despite their physical functional disabilities, they live in the 

community independently.  

5.1. Functional disabilities 

 First, I will describe how study participants live with their functional limitations 

that are the result of old age and multiple chronic illnesses.  All participants in this study 

have one or more chronic illness. Major chronic illnesses include arthritis (58.8%), 

diabetes (32.9%), and hypertension (38.8%).  About thirty-seven percent of them have 

more than one of these illnesses.  For instance, thirty-one percent of the participants have 

all three illnesses and 14% of the participants have both arthritis and diabetes.  

Their illness affect their ability to perform daily activities and their self-evaluation.  

For instance, arthritis is not a life threatening illness, but the severe pain caused by this 

illness impacts the ability to engage in many daily activities. In addition to the pain from 

arthritis, some participants have to contend with vision problems. Although vision 

problems and pain are not life-threatening, these conditions restrict what participants can 

do. These activities include going out alone, climbing up and down stairs, walking, and 

doing household chores.  Their inability to do these things sometimes affects their self-
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image.  Some participants tried to accept their condition live within their limitations, 

while others felt sad about not to being able to do what they used to do.  

 For example, a 65 year old woman who has arthritis and depression described her 

pain and the consequent disruption to her daily living as follows: 

I: Do you think that these illnesses have affected your daily life? 
P: Yes. Right now, for example, it hurts me a lot if I touch cold water, do the dishes, being 
standing up, my legs hurts, the waist. The pain is strongest in right side on my back. The 
pain is in the leg, the heel and it goes up to my back.  
I: So, can you do the things you did before. 
P: No I can’t. 
 

 Another woman describes feeling old and sad for being unable to do what she used 

to do. She is a 78 year old woman who lives with her husband.  She came to the U.S. for 

30 years ago and had never worked outside the home. 

 Participant (P): “I was a woman that loves to embroider, I liked to do fine things and I 
was always trying to do ... if I saw furniture that was old I cleaned it.  I shined it.  It looks 
so new that the persons ask me, “ when did you buy it?”.  I was like that but not anymore. 
Interviewer (I):  You don't have any desire?  
P:  No, no I don’t want to.  I can't because I can even bend my knees, I can't do it.   
I:  Have you started a new activity?  
P:  A new activity?   Me?  How?  No.  
I:  Don't you have any new activity. 
P:  No, I can't.  I would like to do something so I can be entertained.  I could have busy 
my mind.  But I can't.   
 

She feels that she is confined at home, and her activities are limited due to her physical 

hardship.  She wants be helped, but she cannot find it.  She states: 

 
P:  That's what I want. I need help but I don't have anybody.  I applied one time and I 
don't know if it was because I went to the Centro Latino and they didn't help me.  But I  
really need help.   
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Because of her severe pain, it is hard for her to do household chores.  However, she has to 

do them because nobody else can do them for her.  Thus, she manages her chores as 

follows:   

“I don't have anybody.  But one day I do one thing and tomorrow I do another thing.  If I 
get tired I sit down, then I start again.” 
 

Because she and her husband are low-income and have little help from their family, 

despite their financial and physical difficulties, they depend on the U.S. government.  

P:  He (her husband) doesn't have any money to help my family.  I have to do everything.  
He cannot count on his brother either.  This is confidential; I don't want you to put this 
information in that thing (tape recorder).  I am everything (she sounds angry).  I don't 
know what is going to happen in 10, 20 or 100 years later.  I don't know what will happen.  
He depends on me and I am depending on God and on this government.  That is the only 
help.  My husband can't do anything.  We are living this situation.  This is something 
personal.  I don't talk about this to anyone.  It's a very hard situation.  

 

All participants are experiencing some level of restriction in their activities 

because of their chronic illnesses. Yet, they continue to live in a community 

independently with assistance from others, which includes family members, friends, 

community organizations, and formal long-term care services. Some participants have 

informal support from family, which helps participants to remain in the community. Other 

participants do not have much informal help from family members. These participants are 

either giving up what they used to do or pushing themselves to continue their everyday 

lives. For instance, an 83 year old woman ignores her memory and vision problems and 

continues to live alone without having enough assistance from her family and publicly 

funded programs. She describes her cooking strategy as follows: 

Interviewer (I): Can you cook? 
Participant (P): Yes I can. Even when sometimes the food got burned because I forget that 
I am cooking (laughter). Oh, no. At least I still can smell. My grand-daughter brought me 
apples and she told me that she wanted baked apples. Well I told her, just get them ready 
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and put them in the oven. Well, she did it but then she left. Then, I add them cinnamon and 
I put them in the oven. And then I went to the bathroom and I forgot all about them 
(laugh). After a while I remembered that I was baking apples….. they were black all 
burned out. One time I was baking bread and burned it too. It was in the oven when I 
heard the smoke detector but it was too late! At first, I didn’t know why it was making that 
noise. The kitchen was full of smoke and I said what’s going on? Oh, no it was the bread. 
I try to clean it up but no it was all burn” .  

 
Here, the burning smell is a sign that food was cooking. Although she prefers to maintain 

her independent living, sometimes it poses a risk for herself as well as neighbors because 

of the potential of a fire. In addition, to keep her house clean, she does nothing. 

I:  That'll be a little hard.  Do you need a household helper? 
P:  No, I don't need it.  I don't cook too much to keep the stove clean.  It is hard for me to 
clean it.  The stove is new and I don't want it to be dirty.  I try to keep it clean.  The best 
way is not cooking.   
I:  You should ask for house helper. 
P:  Yes, I know.  
 

A 78 year old woman who lives with non-relatives goes about daily life with a 

combination of self-effort, formal long-term care service, and family support.  She is 

suffering from pain in her hands, legs, and back, which make her tired. Her pain and 

tiredness causes her difficulties in many activities, but she continues to live independently 

with assistance from her sons who live away and a homemaker who comes four hours a 

week. When the interviewer asked about her physical condition and living condition, she 

replied as follows:  

I am feeling worse. Because I remember that six month ago when we talked, well I know I 
had this pain but it wasn’t like this. Did my hand was this shrink and tight before? It 
wasn’t too bad, huh? My doctor says that I need to keep my hand moving and use this 
bandage all day. No. I have to cook my food. The house help [homemaker service] I have 
doesn’t work more than four hours every week. She can come two days, [but]she want 
four hours in one day. I understand that because she has to pay the bus, plus the time 
coming back and fourth.  
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The interviewer asked her whether her pain affects her daily activities and her ability to 

do the things she used to do. She answered, “I believe so because I feel tired. But I push 

myself to come to this center because I will be tired anyway.”  She pushes herself to come 

to a senior center because she does not want to eat alone at home. She can eat with other 

people and can socialize in the center. Family support also allows this woman to continue 

to be active. Her sons encourage her to go to the center. She is motivated to push herself 

to go the center because she knows that her son will pick her up at the center to go home. 

In other words, she is motivated to go out as her son provides her with transportation. At 

the same time, her son’s affection and care for her encourages her to be active.  

Some participants live with help from family members. For example, an 88 year 

old woman who has suffered from arthritis and severe headache stated: 

P: Yes, it has affected me because I was very active in everything and now I can’t do 
anything. However, it has affected everything. I have to depend on other. I am not used to 
let other people help because I did everything as I wanted but now I have to accept what 
they [her extended family members] do even if I don’t like it. 
 
I: Do you need help to take a shower?  
P: No I don’t. They [her family] fixed my bathroom. So far I don’t need help to take a 
shower. …….. Just to cook and clean the house. 
I: Also when you need to go out. 
P: Yes, I can’t go out alone. I have a daughter who helps me. I go to mass every Sunday 
she pick me up and bring me back. That is the only place where I go and from time to time 
I visit them and they come to pick me up and everything. Those are the only places where 
I go and the church.  
 

Regardless of the degree of disability, all participants are dealing with restrictions in their 

activities due to their health problems. They stopped doing what they used to do. 

Regardless of the availability of formal or informal support, all participants continue to 

live in their community independently.  Moreover, their health conditions and functional 
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abilities have declined over time. In addition, those who did not have many problems at 

the first interview often had to give up activities after six months or a year later.  

5.2. Immigration process, work, and Latino community 

In this section, I will describe how study participants live outside of the U.S. 

mainstream society because of multiple factors of their immigration status, lack of 

English proficiency, work history in the US, and financial constraints.  These factors 

relate to each other. English ability and immigration status often result in low-paying jobs, 

which in turn results in financial constraints.  In addition to financial constraints, these 

factors have made positions them outside of mainstream society. 

 

Work histories 

The immigration status of many study participants and corresponding lack of 

English language proficiency that is necessary to gain better paying jobs often resulted in 

employment in low-paying jobs.  This contributes to the failure to be fully integrated into 

the U.S. mainstream society. Although some participants came as legal immigrants, most 

of participants came illegally and received residency later.  Therefore, their illegal 

immigrant status resulted in the avoidance of formal agencies and authorities, and 

employment in low-paying jobs, which together resulted in the failure to be integrated to 

the U.S. mainstream society.  For instance, a 72 year old woman described her work 

history in the U.S. as follows.   

At foremost, making ice cream.  At the fish baler machine cleaning fish.  I also worked as 
a house keeper.  The last job was as a janitor.  I worked for an American Building and for 
other companies that I don't remember the name at this time.” 
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Another a 74 year old Salvadorian man described his immigration process and 

preceding life in the U.S. as follows.  He crossed US-Mexico border using a “coyote” 14 

years ago.  He received legal status four years ago through his daughter.  His immigration 

status, lack of English language skills, educational level, and occupational skill-level 

make it difficult for him to get a better paying job.  He was a farmer and had no education 

in El Salvador. He worked in low-paying manual jobs, such as a grocery store, which did 

not provide him with benefits (i.e., Social Security).  He describes his migration 

experience as follows: 

Well… the guerrillas were everywhere and they took our places.  We didn’t have houses 
to live in or land to work.  The planes were throwing bombs everywhere so we start 
looking for somewhere to move.  Then I was shot and beat, so I decided to come over here.  
I came in 1985.  ……… I came to Mexico.  I got a Mexican visa.  I was working in Mexico 
for a while.  Then, this person with whom I was working recommended me with a 
“coyote” to bring me here.  
JC: I was the first one to come and then my kids came.  They were forced to leave the  
country too.  They came as refugees.  I haven't done anything because I was scared of  
the authorities.  I came first but the problem is when you don't know how to read  
or write.   
 

An 84 year old woman came from Panama and worked as a domestic laborer for 

Spanish-speaking employers.  Because both she and her son came to the U.S. as illegal 

immigrants and could not study English to gain stable employment, it was hard for them 

to start up life in the U.S. She describes this experience as follows: 

P:  Well I had to work because my son wasn't a legal and nobody gave him job.  One of 
my nieces gave him a fake Social Security and he started working.  I knew that wasn't 
right but we needed to eat and pay the rent.  After that I went to live with my sister but she 
kicked me out after a few weeks.  She told me to leave her house.  The reason was that I 
didn't help her enough at her house.  Every day when I came back from work I was really 
tired so I laid down on the couch and I got sleep.  It was late night and my boy and I 
wanted to rest because we were working hard [they were sleeping in the living room].  
She didn't like that, she always said "Oh, look you're sleeping.."  “Oh, Nelly”, I told her, 
“remember I came from work and I am very tired and I am old beside is late.  It's 12 
midnight and I need to sleep”.  She sat down watching TV until midnight.  We have to 
wait until she finished watching TV.  So finally she told me to leave her house.   
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P:  I was cleaning houses but it was too hard for me.  The first job I got was with a 
Nicaraguan lady ironing tons of clothes.  It's true that she paid me good money but it was 
too hard for me because after I finish ironing for hours and hours I had to go out under 
the rain or the wind.  I got sick and couldn't work any more.  When I felt better I started 
cleaning houses and I couldn't make it either.  When I came back from work I told him 
[her grand-son] to go help me to clean the windows and doors.  He went just two times 
and then he stopped because it was too hard for him.  Then he told me to stop working 
and stay home while he was working. 
 

Illegal immigration status often results in employment in low-paying jobs, which 

did not provide study participants with benefits, such as Social Security and health care 

insurance.  These jobs often include being a janitor, a baby-sitter, house cleaner in private 

households, a manual labor, or working in Latino-owned small businesses.  Moreover, 

these jobs further served them to keep them in the Latino community.   

Study participants’ lack of English language ability also resulted in employment in 

low-paying jobs.  Only six participants speak English and two of these six are not 

confident with their English proficiency. However, they do have the ability to 

communicate with doctors in English.  

The rest of the participants do not speak English. The length of time in the U.S. 

varies among those who do not speak English. Some participants immigrated to the U.S. 

in their 50s, while other participants immigrated to the U.S. before their 30s. Several 

participants explained the reasons they did not learn English. Since they had to work to 

support their family, they did not have time to go to school to learn English. Additionally, 

many participants worked within a Spanish-speaking community, thus, they did not need 

to learn English.  For instance, a 72 year-old woman from Panama did not have the 

chance to study English due to her health problems, the need to work, or her work 

environment. 
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 I:  Did you come to the U.S. in order to work? 
P:  My idea was to study and work but I couldn't study.  Because when I went ... I was 
going to the school... 
I:  In Panama ? 
P:  No, here.  So I got sick.  After about four months of being here they had to take me to 
the hospital in Santa Monica.  The doctor told me if you work you can't go to the school.  
If you go to the school you can't work.  You cannot do both things.  I had to work at that 
time.  Now that I can go to the school I go.  I feel ... I don't know if is due to the nervous 
but I get sick with high temperature, fever and I can't.  If I go one day I cannot go more. 
I:  You didn't need English to work? 
P:  No, because where I was working the lady was Jewish-Cuban and she was very good 
with me. 
 

Although participants struggled to assimilate into mainstream society through their 

work, it was often difficult to find a job because of their lack of English proficiency, old 

age, immigration status, and lack of skills.  For instances, a 70 year old woman came from 

Nicaragua 9 years ago to have a better life in the U.S. She was a nurse’s aide in Nicaragua.  

She wanted to work in the same profession in the U.S.  However, she could not do that 

because of her health problems and lack of licensure. Because she could not learn English, 

she could not get a license. In addition, she was too old to be hired as a nurses aide.  Thus, 

she has been living in the Latino community with her roommate. Her daily routine is 

limited to visiting a senior center. A 72 year-old man came to the U.S. in order to work in 

electric installation and to be with his sons.  However, he could not find a job because of 

his age.  

 
In this country they don't want to hire me in electric installations. Because I told my 
younger son, I am 72 and I want to work. I don't feel tired. But the companies in this 
country don't like to hire old persons. 
 
Study participants’ initial conditions affected their lives in old age.  Their low-income 

status caused them more severe financial conditions after their retirement.  Living in a 

Latino community made it harder for them to learn how the U.S. society works.  
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However, it is important to note that staying in the Latino community does not 

always have negative effect.  Many participants chose to remain in the Latino community.  

This is because the Latino community offers them various advantages.  For instance, a 

Latino community provides them with a culturally consistent living environment in a new 

country.  Moreover, living in a Latino community becomes a buffer from discrimination 

due to language, racial, and cultural differences (Cota-Robles, 1980; Maldonado, 1988).  

Additionally, many community organizations tend to provide culturally sensitive 

programs, such as Spanish-speaking events (Burr, & Mutchler, 2003).  Furthermore, a 

Latino community allows them to keep living in their cultural environment (Maldonado 

1988:139).  Moreover, for the current elderly generation, the Latino community can be an 

extension of home, in which they have developed lifelong networks of family and 

friendship (Maldonado 1988:139).  In this type of environment, older Latinos with less 

English language ability can maintain independent living.   
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Financial problems 

 Because of their immigration status and lack of English ability, study participants 

are low-income, which also translates into financial difficulties in old age.  Indeed, 

Latinos in general are more likely to be in poorer financial status than non-Latino whites 

because of higher unemployment and higher rates of employment in the service sector 

(e.g. as operators and laborers) (Ramirez & Cruz 2003). Their poorer financial status at 

working age transfers through into their old age because of less assets, pension, and Social 

Security benefits. Moreover, the portion of Latino elderly receiving Social Security is 

lower than the general population because of their employment in agricultural and other 

unskilled sectors, which carry limited or no pension plans (Garcia 1998). Therefore, old 

age among Latinos involves dependency on social programs for the aged poor, 

particularly Supplemental Security Income (SSI) and Medicaid (Facio 1996).  

With the exception of a few participants who own a house, most participants in 

this study are of low-income status (73.4%) and are relying on means-tested financial 

assistance programs, such as SSI and GA.  One person did not have any source of income 

at the time of the interview. Qualitative interviews reveal that their average income is 

around $600 per month. Their poverty is traced in their descriptions of work histories that 

provided them with limited income and pension plans. The majority of participants 

worked in unskilled (45.9%), and semiskilled (23.5%) sectors. Additionally, 14.1% of the 

participants had not work in the paid labor market in the US.  

Participants’ spending generally consists of rent, medication, food, and utilities.  

In other words, they spend money only on a minimum of necessities. Despite their 

frugality, participants often have difficulty paying for these minimum necessities, which 

threatens their daily living. Conditions differ between those who have support from 
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extended family and those who do not have support. The situation is harder for those who 

have no support from their extended family members.  

Rent is one of the primary hardships participants are facing. The majority of their 

income goes to rent. They generally pay around $400 for their rent from an average 

income of $600 to $700. During the time of the interviews, the San Francisco Bay Area 

was experiencing rapid rent increases due to the booming economy. The changing 

economic environment put them under pressure to leave their long-time residences 

because their income could not catch up with their rent increases. However, it is 

extremely difficult for participants to find a new place to live because of their limited 

income. Thus, they are faced with the choice of inventing strategies to keep paying for 

their current residence or living on the streets, which is not an acceptable choice. The 

ideal solution is living in government sponsored housing, but this is not always easy to get.  

One participant states: 

We are expecting a change in the rent. We were told that they will raise the rent. We pay 
$400 for a studio and we get $600 (from SSI). How much left we will have? Do you 
know what I was told by an employee in our building office? “Be getting ready 
with your cart” like those people on the streets. Very cruel comment.  

 
In order to avoid being homeless, many participants developed creative strategies 

to survive. One woman, who is sharing a two-bedroom apartment with a non-kin person, 

decided to have a third person move in, in order to deal with a $100 rent increase. She and 

her roommate decided to make a two-bedroom apartment into three bedrooms by using a 

separator to divide one room into two rooms. Another strategy participants use is to 

contain spending on food. Saving money on food, however, can result in not having an 
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adequate diet to maintain their health conditions.  A statement made by a female 

participant demonstrates this point.  

 
My diet is expensive too. Since I didn’t have money I was having rice and beans but the 
doctor asked me “N what are you eating?” I said, “the same you told to eat” but he said 
“No, no N, you are not. You know you have to have at least three ounces of meat, fruit 
and vegetable.”  How do you think I will afford that diet? 

 
Another way this participant  saves money is by isolating herself from her extended 

family members who live away from her. Since money goes to food, rent, utilities, and 

medication, she cannot spend money to phone her family. Although her extended family 

members live in Mexico and the West Coast, she cannot call them because she cannot 

afford to pay for  long-distance calls.  

 
I don’t call them because it is too expensive. Don’t call me and I am not going to call you 
because this month I will pay $34 for two calls I made to NY and another one to Mexico. I 
said this month I am not going to call to anybody. 
 
 
Money and Health Care 
 

In these hard financial situations, Medicare and Medicaid are important financial 

resources for study participants to access costly medical service. Additionally, access to 

medical services is important to maintain their independent living, which will be 

discussed in a later chapter. Medication takes a large portion of their expenses because 

Medicare did not offer prescription drug benefits when interviews were being conducted. 

Yet, participants are often aware that they cannot miss their medication despite the cost.  

 
Look how many we have bought. We have $10 here and more here. They are very 
expensive. I am crazy, Chica, imagine this. I should have a better life now that I don’t 
have so many debts, I should have some money in my saving and I can’t because all my 
money is going into medicines and more medicines. 
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However, the stories are different for the ten uninsured participants. These people do not 

have any health care coverage because either they are  under 65 years old or they have not 

lived in the U.S. long enough to qualify for Medicaid. These people often wait to see 

physicians until they are brought to emergency care. They also skip medications due to 

the inaffordability. For example, one woman who has diabetes and hypertension did not 

take her medications for hypertension for two weeks because she could not buy them, 

resulting in further crisis in her illnesses later on. People often tried to control their 

illnesses with alternative medications.  

In order to live and have medical care services, study participants want to work. 

By working, they will have money to purchase medical care services, medications, and 

food.  However, their illnesses prevent them from work. In fact, many study participants 

perceive that their limited English language ability is a less serious barrier for them in 

finding a job when compared to their health problems because they are looking for an 

unskilled job within the Spanish-speaking community. For instance, a 65 year-old man 

immigrated to the U.S. four years ago and is receiving some support from welfare to pay 

his rent, which is not enough for him to live on. He describes his desire to work to support 

himself and his difficulty in finding a job because of his physical problem as follows: 

Yes, it is about three hundred dollars. It is a kind of pension like and emergency help.  It 
is little and is not enough to rent a room. One room costs $250 or $300. And right now, 
they [the government] say that they are going to take that support away, you cannot 
imagine how I am feeling. I would like to work but due to the pain that I have in my back I 
cannot work. I can wash, clean. I have the desire of working but I know that if I go to 
work I will get worse and I will have to take three times the quantity of medicine I am 
taking now to feel a little bit better of my bones.  
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Financial Assistance 
 
 Despite their hardship, participants tend to appreciate the U.S. government for 

giving them financial help, which includes SSI, Medicare, and Medicaid. Some 

participants also receive General Assistance.  These formal assistance programs are not 

available in their countries of origin.  One woman expresses her appreciation to what she 

receives from the U.S. government as follows: 

I am not complaining about this country.  Thanks to God we worked here,  and now, they 
are helping us because in our countries we don’t have this kind of help.  If you want to eat 
you have to work or live on the streets. That is why I thank God every day. 
  
“Help” or “assistance” from formal institutions, particularly the government, means 

financial assistance. Financial assistance makes it possible for them to get medical care 

and to make ends meet.  An 85 year old woman who migrated to the U.S. at the age of 55 

elaborated how Medicare and Medicaid are her life-line because she and her husband 

cannot access medical services without them.  In their countries, they would be at risk of 

homelessness because they receive little help from their adult children.   

I feel happy. Look, first of all, if I were in my country, I would have to work because over 
there I don’t have anything to live out of. Here, I have my little money and I have a doctor, 
which is so important, at this age. I don’t work and I have my doctor and my little money 
that they give me. Thanks. I don’t tire of saying thanks to god for bringing me to this 
country. I am here, happy. 

 

Lastly, financial help from the state provides not only a means to live but also a 

sense of independence. Facio (1996) describes that older Latino women get a sense of 

independence for the first time by receiving financial assistance from the state because 

they have some of their own money that is not from her husband.  

Well because I don’t depend on my daughters or anyone so I am an independent woman. 
Just for my check (laugh)………I depend only on it (Social Security). When I want to go 
outside, I don’t ask to anyone. My husband was the only one and now he is dead.  
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It is not clear whether their appreciation of the U.S. should be viewed as proof 

that the U.S. is providing good care for older immigrant populations. Instead, I think that 

this appreciation comes from their lack of knowledge about what is available to them and 

their low expectations of government.  This is because their expectations are set through 

the years of socialization in their old countries, which do not offer any help for the elderly 

population.  In addition, not all participants are grateful to the U.S. government. For 

instance, the youngest participant in the study who is in her mid 50s and has an elder 

mother living with her voices discontent. Her evaluation of the U.S.  government and 

society is based on her observations of her mother and other elders in the center as a 

coordinator at the center.  

 
I have noticed that among the seniors in this center. “Where will I go? How can I become 
a citizen?” There are solutions but they are so worried that they don’t see the solution. 
The other problem with them is that they are being exploited. If they are renting a room 
they can’t take a shower everyday, they can’t cook or use the fridge. They are victims in 
this country. Then the landlord evicted these people because they can’t pay the rent. They 
don’t have money because the program for legal resident is changing. They are forced to 
become U.S. citizen or lose everything. It is a chain of problems that the senior is 
carrying. Maybe behind that senior there is a family but they don’t want to carry with that 
responsibility. That is hard. But don’t you think that the seniors have already invested 
their efforts, and time raising their families? At this time they should be getting the 
benefits from that.  
 
 The financial condition of those who have support from adult children is better 

than those who do not. However, they and their children are still struggling to make ends 

meet. However, mutual support among family members makes their situation better. 

Mutual support is an important aspect of familism that is a traditional cultural value 

among Latinos.  Familism promotes a moral obligation to support family members.  

Mutual support benefits both older Latinos and their adult children.  
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In some cases, older Latino parents and their children share households to help 

each other financially. By living together, adult children and elderly parents support each 

other emotionally, instrumentally, and financially. A 76 year-old man shares a house with 

his spouse and two adult children’s’ families. It helps both sides financially and 

instrumentally. He picks up his two grandchildren every day, which helps his adult 

children financially because they can focus on working.  

We [family] are very united. We are renting one house together. We pay $1025 for a four-
bedroom house. We share the bills. I don’t pay for the phone because I don’t use the 
phone. My daughter pays $410, I pay the same; the only one who pays $205, she is single 
and she has two kids. Her salary is about $2,000. She makes more money but she  
is single. But she helps her mother at home.  
 

Some participants receive support from adult children who do not live with them. 

This form of help is done through gifts or paying for medication. A 74 year-old woman 

who has lived in the U.S. for 53 years and is living with a child receives financial support 

from her adult children who do not live with her. The children get together to contribute 

money in order to buy her furniture and medications.  

  

5.3. Family relationships 

 The Latino culture of familism provides a strong sense of filial obligation 

(Johnson et al., 1997). Latinos often expect their children to provide both financial and 

emotional support, especially during a time of illness. Latino elderly feel disrespected 

when this expectation is not fulfilled by family members (Facio 1996:79). The concept of 

respect (`respeto’) for people by the virtue of age, experience, or service is important in 

Latino culture (Beyene, Becker, & Mayen 2002). Beyene, Becker, and Mayen (2002) 

describe the status of older Latinos as, “[elders] generally occupy a highly respected and 
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secure role within Latino family support systems. Latino elderly continue to be highly 

valued for their role and function as well as their ability to contribute their knowledge and 

experience to their society. In contemporary Latino culture, it is still common practice to 

seek out the elderly for advice in matters such as child-rearing and family relations 

(Beyene, Becker, & Mayen 2002). Thus, older Latinos expect not only emotional and 

instrumental assistance from their children, but also a culturally proper place within the 

family as a way to show them respect.  Furthermore, Latinos give more value to the 

feeling  being emotionally connected to their family than to being financial supported. 

Perceived closeness with adult children is viewed as important for older Latinos (Becker 

et al., 2003).  

The familial situation in this study is mixed. In some participants’ families, 

familism is a defining characteristic, upon which intergenerational mutual assistance is 

active. The participants from this type of family receive emotional, instrumental, and 

financial support from family members, particularly from adult children.  On the other 

hand, some participants have little help from family members. These participants feel that 

they are left behind by children who are Americanized. Other participants receive some 

level of supports, including financial, instrumental, and emotional ones. Nonetheless, they 

are not fully satisfied with the level of support they receive, and they feel disrespected.  

 In the families in which intergenerational support is actively exchanged, older 

Latinos receive a good deal of emotional and instrumental support from their extended 

family members, particularly adult children and grandchildren. The support is provided 

both in cases where elderly are living with children and where they are not. When older 

Latinos live with extended family members, he/she receives financial, instrumental, and 

emotional support within the household. A 79 year old man’s statement characterizes this 
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type of relationship.  He said, “I feel relax. I don’t worry for anything; my family gives me 

everything. Shoes, clothes, food, and shelter.”   

Some participants live alone or with a non-kin person, but are still satisfied with 

the support they receive from family members. In this case, family members often live 

near by and they visit and call  frequently to see if their mother/father/ 

grandmother/grandfather is doing okay.  Family members visit them, take them out to 

entertain them, or communicate with them regularly. Moreover, older Latinos feel 

confident because they are sure that their family members will be there when they need 

help. Family members provide transportation when they go out, such as to doctor visits or 

doing errands. When they have difficulties doing house chores due to their illnesses, 

family members come to clean the house, cook for them, and do other household chores. 

They are satisfied with the affection and respect they receive from their family members 

on the basis of their culture.  

Other older Latinos in this study receive some kinds of instrumental support from 

family members, particularly adult children, but not enough or as much as they expect. 

Their children support them in certain ways, such as taking them to the hospital or doing 

errands. Their adult children come once in a while to help them, and provide assistance by, 

for instance, writing checks for them. However, they are not satisfied with the treatment 

they receive from their family members.  

In addition, there are some participants who are completely isolated from their 

extended families. In some cases, participants’ extended family members live away from 

them.  Other participants are ignored despite living close to their family members. They 

attribute their isolation and the lack of support from children to their children’s economic 

hardship and the U.S. culture. They are aware of their children’s economic hardship and 
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the obligation to raise their own family. A 72 year-old woman describes a financial 

hardship both she and her son are facing, and the consequently limited communication 

between them, as follows:  

I told him, don’t call me every day on the phone, not even one day yes and one day no, 
call me every three days. Because the job that he has pays him so little that he does not 
have money to pay rent, he pays $500 for the little apartment, only one room. And he 
can’t be paying so much money to call me, only to ask me how I’m doing. If I feel sick, I 
told him, because I have cut the phone, the long distance.  
 

Additionally, the U.S. culture gives more value to material success and money 

than family unity and the elderly. One participant compared the U.S. to her country of 

origin as follows: 

Family and neighbors treat you with dignity (in her home country) but in this country (the 
U.S.) people say, “Feed her anything because she doesn’t even know who she is.” On the 
other hand, in your country (her home country) family feed you with chicken soup, 
oatmeal but in this country life is money. 
 
In the eyes of older Latinos who feel isolation from their family members, the elderly are 

disrespected in the U.S., and the U.S. is a sad place to be old. Moreover, people are too 

busy to take care of their older family members because of their work and their own 

family obligations.  Participants understand that everybody is struggling to fulfill their 

multiple obligations. Everybody has to work in order to pay rent and utilities, to raise their 

family, and to educate their kids. Consequently, children cannot think about their older 

family members. Furthermore, younger people think that older parents are fine because 

they receive help from the government through Social Security and health care insurances 

(Medicare and Medicaid).  

These participants, who do not have enough instrumental and emotional assistance 

from adult children, often developed alternative support networks with friends. However, 

in general, older Latinos cannot fully provide for each other because of their own physical 
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conditions. Although they cannot provide enough instrumental support for each other, 

friends provide emotional support by visiting and calling during a friend’s illness (Facio 

1996:82). Even though they have developed alternative support among elderly friends, 

those who do not have enough family assistance often fear becoming severely disabled 

and being unable to do household chores because they do not want to go to a “rest home” 

or nursing home.  

In this section, I introduced how participants of the study live in order to provide a 

picture of who they are and what their living conditions are like.  In general, they are 

struggling to live in the community.  Some people are struggling with their family, while 

others are struggling by themselves without family help.  For those who do not have 

enough family support, the situation is harder than for those who have family support.  

With these pictures of their lives in mind, I will now describe the issues around accessing 

social resources. 
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Chapter 6: the use of HCBS from the expanded  

behavioral model for vulnerable population  

This chapter examines access to Home and Community-Based services (HCBS) 

within the framework of the expanded behavioral model for vulnerable population, using 

quantitative methods.   This section analyses 85 participants. 

 

6.1. Variables 

Dependent variables 

Five services are measured in this chapter including: 1.) personal care; 2.) home 

delivered meals; 3.) assistance with transportation; 4.) senior information referrals, and; 

5.) senior centers.  The interviewer asked each participant whether they use these five 

community services. Although respite care was included, no participants used this service.  

Therefore, respite care was excluded from the analysis. Similarly, hospital-related 

services (e.g. home health, outpatient rehabilitation therapy, and adult-day health) were 

excluded from this analysis because only 6 participants used these services.  

The five services are computed to three types of services based on their service 

and eligibility characteristics including: 1.) personal care; 2.) county-provided services, 

and; 3.) senior center.  Personal care provides personal assistance and this category is not 

combined with other services.  County-provided services consist of home delivered 

meals, assistance with transportation, and senior information referrals.  Senior center is 

also not combined with other categories.  

I categorize services in this way because different factors influence utilization 

behavior based on “the discretionally characteristics” (Mitchell and Krout, 1998:159) of 

services.  “Discretionally characteristics” (Mitchell and Krout, 1998:159) refers to 
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eligibility and the characteristics of services.  Service use may be facilitated or hindered 

by these factors. For instance, use of home health or rehabilitative services may be 

motivated by different factors from personal care services or delivered meal.  Home 

health or rehabilitative services need to be authorized by a doctor; therefore, 

participants’ physical functional ability may have significantly influenced their 

eligibility.  Furthermore, the recipient and his/her family members see few alternatives in 

medical services.  On the other hand, personal care assistance needs to be authorized by 

a social worker, which also requires functional disability.  However, a family can 

provide alternative support if it is available (Mitchell and Krout, 1998).  Moreover, 

participation in a senior center often does not require any eligibility and anybody can 

visit a center if they want to.  Therefore, use of personal care services and participation 

in a senior center may be motivated by different factors.    

Personal care services: The first service is personal care service, which is not 

combined with other services. Personal care services provide personal assistance for low-

income people with a physical disability, and service includes assistance with the ADLs 

and the IADLs.  A personal care service often provides assistance with ambulation, 

bathing and grooming, administration of medications, meal preparation, shopping, heavy 

cleaning, accompaniment to medical appointments, routine laundry, and other errands.  

Personal care service requires an individual to meet strict eligibility criteria for Social 

Security Income/State Supplementary Payment (SSI/SSP) and Medicaid physical 

functional disability.   

County-provided services: The second category is county-provided services, 

which consist of home delivered meal, assistance with transportation, and senior 

information referrals. These services are provided by Local Area Agencies on Aging and 
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have less strict eligibility criteria than personal care services.  Therefore, it is easier for 

the elderly to access to these services.   

Senior centers: The third category is senior centers, which usually has no 

eligibility requirements to participate.  Therefore, accessing a senior center is the easiest 

activity for elderly persons.  Moreover, it usually requires a relatively good health status 

to participate in the various activities and to get to a senior center.  If an individual cannot 

get to a senior center by himself/herself, he/she needs to be assisted with transportation.    

The three categories consist of the following values.  Personal care is a 

dichotomous variable, 0 (no use) and 1 (use).  County-provided services is also a 

dichotomous variable, 0 (no use) and 1 (use).  Senor center is a dichotomous variable, 0 

(no use) and 1 (use).   

 

Independent variables 

 The independent variables used in this section are limited due to the lack of 

measurements.  The independent variables are organized based on the expanded 

behavioral model, including the predisposing domain, enabling domain, and need domain.    

Predisposing domain: The predisposing domain is measured by demographics and 

structural factors.  It also includes variables from the vulnerable domain.  Demographic 

variables include age and gender.  Variables that measure structural factors include 

previous occupation and education.  Previous occupation refers to the participant’s 

occupation before retirement, which are ranked from 1 to 9 using the Hollingshead Social 

Index.  The scale consists of farm/menial labor (=1), unskilled labor/homemaker (=2), 

machine operator/semiskilled labor (=3), skilled manual (=4), sales/clerical worker (=5), 

technical worker/semiprofessional (=6), business manager/minor professional (=7), 



 72

administrator (=8), and higher executive/major professional (=9).  For the analysis, these 

nine scales are combined into three scales (0 to 3) because each scale consists of a small 

sample size.  The three scales consist of farm/menial/unskilled labor or home maker (=0), 

machine operator/semiskilled or skilled laborer (=1), and 

sales/clerical/technical/semiprofessional/business manager/ minor professional/ 

administrative worker (=2).  The education scale consists of 0 (= no education and grade 

school education), 1 (= high school education), and 2 (= college education).  

Vulnerability factors in the predisposing domain are immigration status and level 

of acculturation.   Immigration status consists of permanent resident (=0) and citizen (=1).  

Although the initial survey included an unknown status, this category is excluded from the 

analysis because only 5 participants belong to this category.  Unknown status is a self-

reported status by the participant, and they chose this category because they did not want 

to answer or were not sure about their status. It can also include illegal immigrants, 

although, I cannot validate whether or not these participants are illegal or legal 

immigrants.  Level of acculturation is measured by the years lived in the US. Although 

English language ability is a measurement of acculturation, I do not include this variable 

because only two participants are bilingual.  Psychological resources and health beliefs 

cannot be included in the statistical analysis because of a lack of measurements.   

Enabling domain: The enabling domain in this study examines the influence of the 

participants’ abilities to access Home and Community-Based services (HCBS).  

Participants’ abilities to access HCBS are measured by insurance status and availability 

of social network.  In addition, recipient of public benefit is included to measure the 

influence of this vulnerability factor in the enabling domain.  
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Insurance status is important to access personal care services because Medicare 

and Medicaid pay the cost of these services.  For instance, In-Home Supportive Service 

(IHSS) is covered by Medicaid with the exception of a Residual program.  Medicaid 

eligibility is the first step to get this service.  Furthermore, being eligible for Medicaid 

indicates that the person is a recipient of public benefits, which is an indicator of 

respondents’ access to some social resources that leads them to further services.  

Insurance status is a dichotomous variable, consisting uninsured (=0) and insured (=1), 

which includes Medicaid, Medicare, and private insurance. Those who have private 

insurance are combined with those who have Medicare or Medicaid because only 4 

participants have private insurance.    

The availability of a social network is considered as a measure of knowledge 

about service.  This is based on the literature that discusses how social networks bring 

people information about services.  At the same time, a social network itself is an 

important resource because it helps people organize services.  Social networks are 

measured by living arrangements, marital status, the frequency of informal socialization, 

and church attendance.  Living arrangement consists of not living with family members 

(=0) and living with family members (=1).  Marital status includes married (=1) and 

unmarried (=0), which includes widow and divorced.  The frequency of informal 

socialization and church attendance are measured by the frequency an individual 

participates in these activities during a month. The frequency of informal socialization 

ranges from 0 to 30.  Thirty means that the participant engages in informal socialization 

almost everyday during a month.  The church attendance ranges from 0 to 20. Twenty 

indicates that a participant participates in church activities 20 times a month.   
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Recipient of public benefit is a vulnerability factor of the enabling domain, and it 

refers to whether individuals receive Supplemental Security Income (SSI) or GA.  

Receiving these welfare benefits indicates that they have an opportunity to access some 

social resources (e.g., social worker), which brings them Medicaid and financial 

assistance.  Recipients of public benefits consist of non-receiver (=0) and recipients of SSI 

or GA (=1).   

Some variables of the enabling domain cannot be measured by statistical 

procedures because of a lack of adequate measurements.  These variables are perceived 

barriers, availability of transportation, competing needs, self-help skills, and ability to 

negotiate within the system.  These variables will be examined using narrative analysis in 

the next chapter.   

Need domain: The need domain is measured by the ADLs (Katz, et al, 1963), the 

IADLs (Lawton & Brody 1969), the Self-Reported Health (Idler, Hudson, Leventhal, 

1999), the Barthel Index Score (Mahoney & Barthel 1965), and the Interviewer’s Overall 

Assessment.  The respondents reported on their functional health status, using the ADLs, 

the IADLs, the Self-Reported Health, and the Barthel Index Score.  The ADLs (Katz et al, 

1963) contain 6 items, which are eating, getting out of bed or a chair, walking around the 

house, toileting, dressing, and bathing. Each activity is scored yes (1) or no (0) and is 

computed to a scale ranging from lowest function (0) to highest function (6).  The IADLs 

(Lawton & Brody 1969) contains 9 items that measure the ability to perform activities. 

The scale includes preparing meals, doing laundry, doing light household chores, going 

grocery shopping, managing money, taking medicine, making telephone calls, driving, 

and taking public transportation.  Each item is scored as yes (1) or no (0). The computed 

score ranges lowest (0) to highest (9).  The higher score represents better functioning. 
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Self-Reported Health (Idler, Hudson, Leventhal, 1999) is a single item with possible 

responses ranging from poor health (=1) to excellent health (=4).  The Barthel Index 

(Mahoney & Barthel 1965) measures the ability to move around the house and do daily 

routines independently.  The activities include eating, bathing, toileting, dressing, 

relieving bowel and bladder, getting out of bed or a chair, ambulation, and climbing stairs.  

The score consists of increments of 5 points, for a total possible score of 100.  A higher 

score represents better functioning.  The Interviewer’s Overall Assessment is rated by the 

interviewer’s personal observation and is a single item created for this study, with scores 

ranging from low (= 0) to high (= 3). A higher score represents better functioning.   

 

6.2. Statistical procedures 

First, descriptive statistics are conducted in order to show the characteristics of 

this study’s participants.  Then, each dependent variable is tested using correlation 

analysis separately in order to see if there is an association between each independent and 

dependent variable.  

 

 

6.3. Results 

Descriptive statistics  

This section analyses 85 participants to find the overall utilization behavior of 

these study participants. The descriptive statistics are shown in Table 1.  

Service use: Fifteen people (18%) use personal care services.  Seventeen (19%) 

people use county-provided services.  Fifty-seven people (67%) participate in a senior 

center.    
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Predisposing domain: Participants’ ages ranges from 51 to 97 and the mean age is 

72.78.  Sixty four of the participants (75%) are female.  In terms of social structure, the 

majority (50%) have an educational level of grade school or less.  Twenty-nine percent 

have a high school education, and twelve percent have a college education.  In terms of 

previous occupation, sixty percent of the participants worked as farm worker, unskilled 

laborer, or homemaker.  Twenty-four percent of the participants were skilled laborers and 

16% were clerical workers, sales workers, and/or administrative or technical workers.  

The length of time in the U.S. ranges from 0 to 76 years.  Forty-six people (55%) are 

permanent residents and 33 participants (39%) are citizens.  Five participants (6%) are of 

unknown status. 

Enabling domain: The majority of participants (42%) have both Medicare and 

Medicaid. Fourteen percent have Medicaid only and eleven percent have Medicare only. 

Five percent have private insurance and twelve percent are uninsured. The majority of 

participants (73%) receive SSI or General Assistance.  The frequency of informal 

socialization ranges from 0 to 30 and the mean score is 7.42 times per month.  The 

frequency of church attendance ranges 0 to 20 and the mean score is 3.39.  The majority 

of participants (78%) are unmarried, including individuals who are widowed, divorced, or 

separated.  Fifty-seven percent of study participants live with family members and the rest 

either live alone (31%) or live with non-kin persons (13%).  

Need domain: Participants have a wide range of functional health scores.  The 

IADL scores ranges from 0 to 9 and the mean score is 7.78.  The ADL scores range from 

5 to 6 and the mean score is 5.94.  Interviewer’s overall assessment consists of 22.4% at 

low functioning, 63.5% at moderately functioning, and 14.1% at highly functioning. The 

Barthel Index ranges from 15 to 100, and the mean score is 95.38. The participant’s self-
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reported health status varies.  Almost 13 percent (12.9) reported their health status as poor 

and 23.5% reported as fair.  The majority consider their health as good (36.5%) or 

excellent (27.1%).    
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Table 1. Descriptive statistics (n = 85) 
 

Characteristics n %   
     

Dependent variables     
     

  Personal care service  15 18   
     

  County-provided services  17 20   
     

  Senior center  57 67   
   

Predisposing domain   
     

Demography   
Age   
 Age range           51 – 97 
 Mean age           72.78 
   

Gender     
 Women  64 75   
 Men  21 25   
     

Social structure     
Education     
 Grade school or less  50 59   
 High school  25 29   
 College education  10 12   
     

Current & Previous Occupation     
 Administrative/professional/semiprofessional/ 

technical /clerical/sales 
14 17   

 Machine operator/semiskilled or skilled labor 20 24   
 Farm/menial/unskilled labor/homemaker  51 60   
     

Vulnerable domain (level of acculturation)   
Years live in the US   
 Mean 28.26   
 Range 0 – 76    
   

Status     
 Permanent resident  46 55   
 Citizen  33 39   
 Unknown  5 6   
     

English language ability     
 Spanish only 83 98   
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Table 1. Descriptive statistics (n = 85) 
 

Characteristics N %   
     

Enabling domain     
     

Financial ability     
     

Health Insurance     
 Medicare & Medicaid  50 59   
 Medicaid  12 14   
 Uninsured   10 12   
 Medicare  9 11   
 Private/HMO 4 5   
     

Recipient SSI/GA (receiving SSI/GA) 58 73   
     

Social network     
Frequency of informal socialization    
 Mean 7.42   
 Range 0 – 30   
Church attendance    
 Mean 3.39   
 Range 0 – 20    
     

 Married  19 22   
     

 Live with family members  48 57   
 Live alone  26 31   
 Live with non-kin persons  11 13   
   

Need domain    
   

IADL    
 Mean 7.89   
 Range 0 – 9    
     

ADL    
 Mean 5.94   
 Range 5 – 6    
     

Barthel Index Score    
 Mean 95.38   
 Range 15 – 100    
     

Self-reported health     
 Poor 11 12.9   
 Fair 20 23.5   
 Good 31 36.5   
 Excellent 23 27.1   
     

Interviewer’s assessed health     
 Low functioning 19 22.4   
 Moderately functional  54 63.5   
 Highly functional  12 14.1   
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Table 2: Correlation analysis 
 

 Personal 
care services

County-
provided 
services 

Senior center 

    
Age .316* .158 .168 

Gender -.265* -.014 .053 

Education -.042 -.042 -.042 

Current & previous occupation  -.019 -.128 -.171 

Years live in the US .085 .122 -.298** 

Insurance status (insured or uninsured) .169 .091 .133 

Immigration status (Citizen or 
permanent resident) 

.113 -.108 .266* 

Recipient of public benefit .129 -.001 .391 

Frequency of informal socializing .285* .151 .091 

Frequency of family exclusion -.120 -.037 -.031 

Church attendance -.131 -.169 .079 

Marital status -.248* -.127 -.165 

Live with family members -.341** -.036 -.161 

The IADLs -.229* -.348** .347** 

The ADLs .116 -.125 .038 

The Barthel Index Score -.008 -.030 .269* 

Self-reported health .011 .143 -.032 

Interviewer’s assessed health .115 .167 .029 

 
* = < .05  **= < .01 
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Association between service use and the behavioral model 

The result of the correlation analysis is shown in table 2.  

 Personal care service: The correlation analysis indicates that gender, marital status, 

living arrangement, frequency of informal socializing, age, and the IADLs have a 

statistically significant relationship with use of personal care service.  Female participants 

are more likely to use personal care and a higher age predicts more personal care service 

use.  This finding may reflect the larger portion of females in this study.  Lower IADL 

scores are associated with more personal care service use.  In addition, there is a negative 

association between marital status and living arrangements, indicating that those who live 

alone are more likely to depend on personal care service.  In addition, there is a positive 

association between service use and the frequency of informal socializing, which indicates 

that those who have more contacts with their friends and neighbors have better access to 

personal care service.   

 County-provided services: County-provided services include home delivered 

meals, assistance with transportation, and senior information referrals. The correlation 

analysis indicates that only IADLs have a statistically significant relationship with the use 

of country-provided services. This result indicates that those who are experiencing a 

declining health status seek some kind of assistance, to compensate for their declining 

ability to cook with delivered meals, seek more resources to get by, or go to medical 

appointments with transportation services.  

 Senior Center: The correlation analysis indicates a significant relationship between 

participation in a senior center and the length of time living in the U.S., immigration 

status, recipient of welfare benefit, the IADLs, and the Barthel Index Score.  Unlike other 

services, there is a positive association between center participation and functional health 
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status.  Therefore, people who have better physical functional ability are more likely to 

participate in senior centers.   

 

6.4. Discussion 

  The results show that use of these three types of services varies based on the 

characteristics of the services.   

Personal care service: Fifteen participants use personal care service.  The results 

show that these people tend to have difficulties in performing the IADLs, are living alone 

or with non-kin person, and frequently socialize informally.  In other words, it may be that 

important factors are actual disability in the IADLs, perceived need due to lack of family 

support, and having contacts with friends or neighbors as information resources.  

Perceived need and availability of informal support network influences service use and 

these two factors may be related.  This result is consistent with the study done by Starrett, 

Mindel, and Wright (1983).  Their study suggests that a person who lives alone, visits 

frequently with kin, friends and neighbors, and participates in senior centers or churches 

is more likely to use formal support services (Starrett, Mindel, & Wright 1983).  This is 

because they may perceive needs with assistance in household chores, such as cooking, 

laundry, grocery shopping, and other errands when their functional ability declines.  They 

seek assistance through formal support systems because family care is not available .  The 

positive association with frequent informal socialization indicates that their friends or 

neighbors may bring them information about services. The frequency of church 

attendance, which does not have a significant relationship, may be attributed to declining 

health status.  Once their health began to decline, they may feel too tired to participate in 
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church activities. Therefore, this does not accurately measure the degree of their social 

support networks.  

At the same time, this result implies that those who live with family are cared for 

by family members, which is consistent with previous studies that contend both Latino 

elderly and family members prefer family care to formal support (Andersen, Giachello, & 

Aday 1986; Greene & Monahan 1984; O’Donnell 1989; Sotomayor & Randolph 1988; 

Purdy & Arguello 1992; Starrett, Mindel, & Wright 1983; Cox & Gelfand 1987).  

Furthermore, this result raises a concern about those who have less informal support from 

family or friends and have little information about services.  This is because these people 

may be left alone without any means to cope with declining functional ability when they 

begin to have difficulties performing the ADLs and the IADLs.        

County-provided services, includes home delivered meals, assistance with 

transportation, and senior information referral. Only the IADLs had a significant 

relationship with these services.  This result may indicate that those who begin to 

experience a decline in their physical functional ability try to compensate for their 

disabilities in using social resources.  Although no other variables show a significant 

relationship with the services, it is important to examine how other variables influence 

service use with the qualitative analysis.   

In terms of senior centers, the results imply that participation in a senior center 

requires better health and those who lived in the U.S. for less time tend to use centers in 

order to seek more social resources, such as Medicaid and SSI.  A positive association 

between the IADLs and the Barthel Index suggests the importance of better functional 

ability to participate in a senior center .  Many participants in the study walk to senior 

centers.  Therefore,  declining health prevents them from going to the senior center.  A 
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negative association between participation and years living in the U.S. suggests that those 

who have lived in the U.S. for less time may be more likely to participate in senior centers 

in order to seek out social resources and friendship.  This is because they tend to have 

fewer resources and are less acculturated to the U.S. society.  Moreover, senior centers 

may be easier for them to come to because this service does not have any eligibility 

requirements or complex knowledge for participation. Centers in this study provide 

services for a Spanish-speaking population.  There is a significant relationship between 

immigration status and participation in a senior center, which indicates that those who are 

citizens are more likely to participate in a senior center than those who are permanent 

residents.  It may be contradictory that those who have lived in the U.S. for a shorter 

period of time are more likely to participate in senior centers than those who have lived in 

the U.S. for a longer period. However, the length of time in the U.S. does not always 

indicate the likelihood of being a citizen in this study sample. It is not clear why those 

who are citizens are more likely to come to senior centers. One possible reason may be 

that these people may obtain citizenship with the assistance of senior center personnel, 

who may assist them with paper work for the citizenship application. Moreover, senior 

centers often provide classes for the citizenship test.   

 In general, health status seems to be a significant factor in the use of all three 

categories of services, which includes personal care services, county-provided services, 

and senior centers.  This is because the variables that measure physical functional ability 

have a significant relationship with service use in all areas.  However, it is not clear 

whether other variables are less important because of the small sample size.  In addition, it 

is not clear whether the frequency of informal socializing indicates more knowledge or 

awareness of available services.  These two points will be examined with the qualitative 
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analysis in the next section.   In the next chapter, I will analyze the differences between 

service users and non-users qualitatively in order to see: 1.) if non-users are really 

healthier than service users; 2.) how those who do not have informal help from family and 

friends live without any assistance, and; 3.) if there are other factors that prevent or 

facilitate service use.   
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Chapter 7: Familism, life experience, and ability to access to social resources 

7.1. Introduction 

In the next two chapters, I compare service users and non-users in order to see: 1.) 

if non-users are really healthier than service users; 2.) how those who do not have 

informal help from family and friends live without any less assistances, and; 3.) if there 

are other factors that prevent or facilitate service use.  Thus, I limit my analysis to 34 key 

participants in order to compare the differences between service users and non-users. 

Within the 34 participants, twenty participants use some kind of service.  I selected the 

rest of the 14 participants based on their life stories from the in-depth interviews. In-depth 

interviews with these 14 participants indicated that they cannot access services despite 

their perceived need for assistance in order to maintain independent living in their 

community.  These thirty-four participants are further divided into three groups, which 

consist of: 1.) participants with formal and family support; 2.) participants with formal 

support only, and; 3.) participants with low support.   

A selection criterion of the first two groups (the participants with formal and 

family support) is using some formal services, which include personal care, meal delivery, 

housing assistance, transportation service, and financial assistances. The Participation in 

senior center is not included for this selection process. Then, these service users are 

further divided into two groups based on the availability of family support.  The selection 

criterion of the third group (participants with low support) is based on the desire to get 

assistance from formal organizations. These people mainly express their needs of personal 

care service and housing assistance, and I select these people as the third group.  

 I extend the dependent variables of Home and Community-Based service (HCBS) 

to various social resources, such as housing and financial assistances that are provided by 
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various organizations (i.e., church and the government).  These services are necessary for 

the elderly to manage their daily problems caused by health problems. Some participants 

deal with not only health-related problems, but also housing and financial problems.  For 

these people, HCBS is not the primary issue, as housing and financial problems are more 

immediate impediments to maintaining independent living in their own community.  

Moreover, those who access HCBS often actively sought other services, while those who 

cannot access HCBS often struggle to receive other services, such as financial and 

housing services.  Comparing service users and non-users may help us gain a more 

detailed understanding of the factors that facilitate or prevent service use. 

In this section, I will discuss how older Latinos’ access to social resources is 

influenced by their life experiences, which have contributed to their ability to deal with 

the U.S. welfare system.  More specifically, I will argue that access to social resources is 

influenced by factors proposed by previous studies, including availability of financial 

resources, knowledge and awareness of services, language barriers and lack of 

bicultural/bilingual service providers, and the lack of access to services (e.g., 

transportation).  But, significantly, their access is also influenced by their ability to deal 

with formal organizations of the U.S. mainstream society.  The ability is largely 

determined by their relationship with family, their expectations of family members, and 

their habitus, which I introduced in the theory section.  Both expectations of family 

members and habitus are shaped throughout life, both before and after immigration to the 

U.S..  Furthermore, their habitus, which shapes their life experiences, is largely influenced 

by political, economic, and socio-cultural forces.  The purpose of this chapter is to explore 

other factors that may contribute to some Latinos’ inability to access social resources. 
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7.2. Selecting focused participants 

Thirty-four participants were selected through intensive analysis of the in-depth 

interviews. The rest of the 51 participants are excluded from this qualitative analysis 

because their perceived need for assistances in their daily living is low.  Although these 

51 participants have some functional disabilities and face financial and housing problems, 

they evaluate their conditions as “no-need for assistance” and they perform their daily 

chores.  Also, some participants are well cared for by adult children.  I evaluate the 34 

participants who need assistance in order to avoid institutionalization. These thirty-four 

participants are further divided into three groups, which consists of: 1.) participants with 

formal and family support; 2.) participants with formal support only, and; 3.) participants 

with low support.   

I categorize these 34 participants based on their life stories told in in-depth 

interviews.  The in-depth interviews with the participants tell us about their perceived 

difficulties managing their daily routine, the perceived severity of pain, and their 

descriptions of managing household chores, such as cooking and going groceries.  These 

stories indicate that they have difficulty maintaining a stable life by themselves.  Although 

most participants are trying to maintain their independent living in their own community, 

I see risks associated with having a more severe health problem, such as a fall, due to their 

declining functional ability and lack of assistance.  Additionally, some participants are 

facing immediate problems as they continue to live in the community.  It is important to 

stress that this categorization cannot be validated objectively because this is a subjective 

categorization for exploratory purposes.   

The first group, participants with formal and family support, consists of 11 

participants (32%).  These participants live with a combination of family and formal 
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assistance.  Ten participants use multiple services.  The most used service is a personal 

care service through Medicaid HCBS and 9 participants use this service.  Four 

participants use hospital-related services, such as outpatient rehab and home health.  Four 

participants use a meal delivery service in addition to personal care services.  Three 

participants use transportation services, in addition to personal care service.    

The second group, participants with formal support only, consists of 9 participants 

(27%).  They have less family support, but use formal long-term care services in order to 

compensate for their functional disabilities.  For instance, six participants use personal 

care services and three participants use community-based services.  Three participants use 

multiple services, such as a combination of personal care and transportation services.  

Two participants who received no services at the first interview were included in this 

group because they have access to formal services.  These two participants were offered a 

personal care service by their social worker several times and they also received various 

community services not included in quantitative measurements.  These services include 

government sponsored senior housing and cash assistance.   

Fourteen participants (41%) – the participants with low support – are included in 

the third group.  These are participants with less formal and family support.  These 

participants have less support despite their functional disability and hardship in managing 

several daily activities. Only two participants receive formal services.  One participant 

receives referral services, and another receives both referral and home health services.  

However, they are included in this group because they do not receive other necessary 

assistances, such as personal care and/or cash assistance.     
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7.3. The differences and similarities: statistical analysis 

 Before discussing the findings from the narrative analysis, I first introduce 

differences and similarities using quantitative methods.  This step is necessary for me to 

show whether there are statistically significant differences between service users and non-

users, in terms of financial status, health status, the availability of informal social 

networks, all of which are shown as significant factors in the previous chapter.  As the 

sample size is very small, the statistical results of this section may not be valid.  However, 

it may give us a certain idea about how service users differ from non-users from the 

standpoint of the behavioral model.   

Statistical procedures 

 One-way ANOVA (analysis of variance) are conducted in order to see differences 

among three groups, in terms of age, the ADLs, the IADLs, the Barthel Index Score, 

frequency of informal socializing, and frequency of church attendance.  One-way 

ANOVA is employed because these variables are scales.  

Chi-square analyses are conducted in order to see group differences in gender, 

educational level, previous occupational status, immigration status, the length of time 

living in the U.S., marital status, and living arrangement.  Educational level is computed 

into dichotomous variables of grade school/less (0) and high school/college education (1) 

because each value contains a small number. Similarly, years living in the U.S. is 

computed into a dichotomous variable of less than 20 years (0) or more than 20 years (1). 

Additionally, medical insurance status is recorded into three values, which include 

Medicare/Medicaid (2), uninsured (0), and private insurance (1).   
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Results 

 One-way ANOVA: Table 3 shows the means of the ADLs, the IADLs, the Barthel 

Index Score, frequency of informal socialization, and frequency of church attendance. 

One-way ANOVA analyses are conducted in order to see differences among the three 

groups in terms of age, the ADLs, the IADLs, Barthel Index Score, frequency of informal 

socializing, and frequencies of church attendance. Only the IADLs (p = .00) have a 

statistically significant difference at .05 level of error. The participants with family and 

formal supports tend to have lower IADL when compared to the participants from the 

other two groups. The mean IADL of the participants with formal and family supports is 

5.09. On the other hand, the mean IADL of other two groups are 8.56 for the participants 

with formal support alone and 8.36 for the participants with low support. There are no 

statistically significant variations in the other variables. 

 Chi-square analyses: Table 4 shows the frequencies and percentages of age, 

gender, educational level, previous occupation, immigration status, years living in the 

U.S., health insurance status, recipient of SSI/GA, marital status, living arrangement, the 

interviewer’s assessed health status, and the self-reported health.  Chi-square analyses 

suggest that only insurance status has a statistically significant association with group 

variation (p = .034). Those who have formal services all have either Medicare or 

Medicaid, while 57% of participants with low support have either Medicare or Medicaid.  

Thus, the availability of Medicare or Medicaid can be considered as a significant predictor 

of formal service use.   
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Table 3. Mean of ANOVA analyses (n = 34) 
 

Characteristics The 
participants 

with formal & 
family support 

(n = 11) 

The 
participants 
with formal 
support only 

(n = 9) 

The 
participants 

with low 
support 
(n = 14) 

     
 IADL 5.09 8.56 8.36 
    

 ADL 6.00 6.00 5.93 
    

 Barthel Index 85.64 100 95.36 
    

 Informal socializing 9.60 11.44 7.08 
   

 Church attendance 1.55 2.78 3.69 
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Table 4. Descriptive statistics of Chi-Square analysis (n = 34) 

 
Characteristics The 

participants 
with formal & 
family support 

(n = 11) 

The 
participants 
with formal 
support only 

(n = 9) 

The 
participants 

with low 
support 
(n = 14) 

   
Age   
 Age range 69 – 94  72 – 81  65 – 95  
 Mean age 79.00 76.22 76.14 
   

Gender    
 Women (=1) 9 (82) 8 (89) 11 (79) 
 Men (=2) 2 (18) 1 (11) 3 (21) 
    

Education 8 (73) 6 (67) 7 (50) 
 Grade school or less  3 (27) 3 (13) 7 (50) 
 High school/college education 0 2 (2) 0 
    

Previous occupation    
 Skilled labor  4 (40) 2 (22) 9 (64) 
 Farm/unskilled labor/homemaker  6 (60) 7 (78) 5 (36) 
    

Immigration status    
 Permanent resident  6 (60) 2 (22) 8 (57) 
 Citizen  4 (40) 7 (78) 5 (38) 
 Unknown 0 (0) 0 1 (7) 
    

Years live in the US    
 0 – 20 1 (9) 3 (33) 4 (28) 
 21 +   10 (90) 6 (67) 10 (71) 
    

Health insurance status    
 Medicare & Medicaid  11 (90) 9 (100) 8 (57) 
 Uninsured  0 0 3 (21) 
 Private/HMO  0 0 3 (21) 
    

Recipient of SSI/GA (received) 7 (78) 9 (100) 8 (62) 
    

Marital status    
 Married  1 (9) 1 (11) 5 (64) 
    

Living arrangement    
 Live with family members  4 (36) 1 (11) 5 (36) 
 Live alone  5 (46) 7 (78) 7 (50) 
 Live with non-kin persons 2 (18) 1 (11) 2 (14) 
    

Interviewer’s assessed health    
 Low functioning 1 (9) 1 (11) 4 (29) 
 Moderate functional 9 (82) 7 (78) 9 (64) 
 Highly functional 1 (9) 1 (11) 1 (7) 
    

Self-reported health    
 Poor 2 (18) 0 2 (14) 
 Fair 4 (36) 2 (22) 1 (7) 
 Good 4 (36) 3 (33) 5 (36) 
 Excellent 1 (9) 4 (44) 6 (43) 
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It is important to note that the results of this section cannot be validated because of 

the extremely small sample size.  Thus, it is a shortcoming of the sample when I say that 

there are less characteristic differences among participants from three groups in terms of 

the ADLs, the Barthel Index Score, the years living in the US, recipient of SSI or General 

Assistance, marital status, frequency of informal socializing and church attendance, 

educational level, and previous occupational status.  However, I use these statistics to give 

the reader an idea about how little discrepancies there are among these people.  

 

7.4. Familism and expectations toward adult children 

In this section, my focus is on how service users with family support access 

services because extended family plays a critical role in the organization of formal long-

term care services and other formal assistances among older Latinos.  The role of the 

family may be discussed in relation with familism, which is an important element for 

understanding the lives of older Latinos.  As I have discussed in the chapter 3, the 

substantive issue of familism is a defining characteristics of Latino family structure 

(Sotomayor & Applewhite 1988; Aranda & Knight 1997). Familism is a cultural belief 

that values strong identification, attachment, and feelings of loyalty, reciprocity, and 

solidarity amongst members of the same extended family (Sabogal et al., 1987).  This 

cultural belief is a basis for older Latinos to expect family members, particularly adult 

children, to provide emotional and instrumental support to them in their old age.   

Given that the family is the essential unit for the study participants, their 

relationship with extended family members largely influences their ways of managing old 

age and illness as well as consequent declining physical functional ability. Thereby, 

family arrangements are instrumental to the arrangement of formal and informal long-
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term care.  Qualitative data suggests that the older Latino sample with family support 

tends to depend on their family for illness management and modification of life style as 

consequences of declining health.  For instance, extended family members try to 

compensate their older parent’s inability to cook or clean by doing these tasks for him/her.  

Extended family members try to accompany older parents to doctor appointments .  In 

addition, they try to arrange for various services, such as state funded HCBS, for when 

their parents get older and they cannot provide full instrumental support.  The older 

Latinos with family support perceive these acts as love and rewards for being old.  On the 

other hand, those who have less family support need to make these efforts by themselves 

in order to resolve their daily problems that result from declining physical functional 

ability.  Their ability to deal with problems seems to relate with the concept of familism, 

which I will explain later in this section.  

 

Family as a critical tool to deal with the system: people with family support 

Nine participants have both family and formal support through which they 

maintain their living conditions. Except for one participant, eight participants who have 

both family and formal support use personal care services.  While adult children and older 

participants exercise the traditional culture of familism, they accommodate this culture to 

the U.S. lifestyle.  More specifically, adult children try to practice their cultural value in 

many ways, such as visiting, giving  rides, cleaning, cooking, and going grocery shopping.  

They also try to give companionship to their elderly parent. Adult children help their 

elderly parents as much as they can by providing instrumentals well as emotional support.  

However, adult children are limited because of their financial condition, family 

obligations, and work responsibilities.  In addition, many adult children of the participants 



 96

began to form a nuclear family.  Of the nine participants, three people live with adult 

children and one participant lives with a spouse.  The rest of the five participants live 

alone or with a non-kin person.  Thus, extended family members also utilize HCBS in 

order to compensate for what they cannot do.     

Overall, the participants of this group have little knowledge about social services, 

including state-funded HCBS.  The interviewer asked them about how they started to 

receive services, from where their services are provided, and how their services are paid.  

However, they could not answer these questions clearly.  By analyzing the qualitative 

interviews, it may be that they have little knowledge about the services they receive 

because their adult children arranged for services for them.  Because we did not collect 

data from adult children, we do not know if adult children actually organized services for 

them in order to reduce the burden of informal care.  However, the interviews indicate 

that these participants receive a good amount of family support, while they also receive 

HCBS in order to support their daily routine.    

For example, I will turn to a 73 year-old woman who came to the U.S. 46 years 

ago from Nicaragua. She is illiterate in both English and Spanish. She is even afraid to 

take a taxi by herself because of her lack of English language skills.  She does not have 

Social Security because she was a homemaker. Thus, she relies on Supplemental Security 

Income (SSI) for her income.  Because of her arthritis, she has difficulty doing activities, 

such as getting to the senior center.  Although she lives alone, her sons live in the Bay 

Area and come to see her every morning in order to check if she is doing ok. Furthermore, 

her sons give her a ride to the center because her severe arthritis makes her walking 

difficult. Her two sons and  daughter take turns  helping their mother  do daily activities.  
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 “My kids were helping me. The first to come pass the vacuum, the other one do the dishes. 
It is nice that I feel okay about that”.   
 

However, this person’s adult children cannot do everything for her because they 

live outside of San Francisco, have their own families, and are busy at work.  Thus, they 

arranged for personal care service for her.  She receives personal care service three times 

a week, for help with grocery shopping, cleaning, laundry, and cooking. She does not 

have a clear understanding of how the service was organized. She describes the process as 

follows: 

 
“The doctor, specialist in bones (recommended her to have homemaker services) …. 
Because I couldn’t get up I was like the dove I told you……”. “It was the specialist in 
bones….. because I told …..my kids asked the specialist in bones and he did not 
know……no, I mean the cardiologist….after they ask to someone else and finally God 
help me with this doctor” .   
 
It should be interpreted that her children looked for the “specialist in bones” because of 

their mother’s severe arthritis and her difficulty doing many activities. It was not easy for 

them to find a specialist, but they did manage to find a specialist who recommended they 

have household help in order to reduce their mother’s burden. Thus, her children talked 

with a social worker to organize the personal care service. This woman said in the 

interview that only her children know these details. She only knows that her doctor 

recommended she have help. Her sons actively sought the “specialist in bones,”  

suggesting that this participant depended on her children for her illness management as 

well as for her doctor visits.   

 Another case similarly shows how services are arranged by family members. A 75 

year-old woman who used to be an active volunteer at the Red Cross is now completely 

dependent on her granddaughter who comes almost every day to do her grandmother’s 

household chores. In this case, the granddaughter gets paid for doing so. Despite this 
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participant’s past volunteer activities in the Red Cross, she still did not know what 

personal care service or formal services that she uses to provide help with doing 

household chores.   

I: Have you started to use community service? 
P: How? I don’t understand. 
I: For example, have you started to use cleaning house services or… 
P: My granddaughter is cleaning my place. She is paid for doing that. 
I: Okay, who pays her? The social service? 
P: I don’t know but she gets her check. 
 
This sentence shows that she does not know about “community service” or “long-term 

care service,” despite her knowledge about the welfare system that she gained through 

volunteering at Red Cross.  She is getting personal care services through her 

granddaughter, who gets paid for this work.  I assume that her services are provided by 

the Residual Program of In-Home Supportive Services (IHSS), which her granddaughter 

arranged for. This case illustrates how family caregivers use the formal service system.  

The participant continues: 

 
Well there is food (delivery meal). I don’t know the name (of food service) because it is 
my granddaughter who asks for that.   
 
In short, she depends on her family members to receive formal services, but does not 

know where the services come from, how the services are paid for, and how the services 

were ascertained. Even though the interviewer asked these questions, their responses are 

unclear.    

A typical case can be characterized by an 86 year-old woman who came to the U.S. 

22 years ago from Mexico.  She worked as a house cleaner for private households and she 

does not have Social Security.  Thus, General Assistance is her only income.  She lives 

with a non-kin person to save a rent.  Her sons told her that they cannot help her 
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financially because they are also experiencing financial hardship.  However, her sons help 

her emotionally and instrumentally by visiting everyday, giving her a ride to a senior 

center, doing grocery shopping, and eating with their mother.  This participant counts on 

her sons for most of her activities.  For instance, she describes how she makes 

appointment with her doctor as follows:  

I say to any of my sons, “Son, I need to go there, he says, I take you.  Just try to have the 
appointment after 1pm when I am out of my work”.  He talks to the doctors and tell them, 
“My mother can’t come alone.” I am so lucky.  I count on my kids for everything. 
 
They take me anywhere I need to go.  To the doctor, “I will take you.” Like today I was 
going to have an eye exam and I have to test with my doctor at the 18th street.  My son 
went to talk to him, “Make the appointment for my mother at 3:00 because I get off from 
work at 1:00 and while I pick her up is… 
 
 This person is happy because her sons are always “watching over” her.  Cases such as 

this demonstrate full dependence on adult children for arranging doctor visits, HCBS, and 

other bureaucratic procedures.  These situations make elderly Latinos happy, and they do 

not feel a” dependency” status because this is part of their cultural expectations.   

 

Familism and dependency on adult children 

Lack of knowledge and dependency on adult children should be understood as 

outcomes of familism.  The traditional Latino culture of familism provides Latinos with a 

strong sense of filial obligation (Johnson et al., 1997).  Latinos often consider family, 

particularly adult children, a major source of assistance and expect adult children to 

remain geographically close to them in order to provide assistance (Cox & Monk 1990).   

Adult children have social and moral obligations to provide emotional and instrumental 

support for elderly parents in the Latino culture.   Moreover, providing support is 

translated into respect for elderly parents by adult children (Beyene, Becker, & Mayen 
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2002).  According to Beyene, Becker, and Mayen (2002), Latino culture considers old age 

a “period of reward for life lived” (2002:160).  Support from adult children is considered 

as a reward for the hard work done over the years of child-rearing.   

The participants of this study are continuing this tradition of familism.  They grew 

up in a cultural environment in which grandparents lived with them.  They observed that 

their parents took care of grandparents, and they also participated in the caring of older 

family members.  After they grew up, they also provided their elderly parents or in-laws 

with assistance.  When they reach old age, it is their turn to have their share for their own 

child-rearing, hard work, and assistance to their own parents or in-laws.  One participant 

describe the status of grandmother as follows: 

We are raised to respect our mother, the mother is the boss.  

They were socialized to respect their mother and take good care of her when she reaches 

old age, based on the tradition of familism.  

At the same time, elderly Latinos also modify their views about the culture of 

familism in the U.S.  Some do not expect their adult children to be with them all the time 

because they understand their children’s busy lives and the need to separate old parents 

from their own family.  A 92 year-old woman who came to the U.S. 13 year ago describes 

herself and the relationship with her family as follows: 

I am an independent person but when they (her daughters and grand-daughters) come 
they took me out.  They let me alone, they come to give the satisfaction of love.  So, I am 
happy.  It is not all the time, only when they can.  I can’t object to them because I can’t.  
They work.   
 
An 86 year-old Mexican woman that I previously introduced also describes how her sons 

manage their busy working lives in the U.S. and the Latino tradition of caring for a parent 

as follows: 
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 My son works around here (her senior center), he picks me up at noon.  He tells 
me, “If you need tortillas or something small, walks to the corner, but what you need and 
I will pick up there.” I am okay because he leaves his work at 1:00pm.  ……. Every day.  
He starts working at three in the morning, he left San Pablo.  I don’t know at what time 
but he starts working at three in the morning and finish at one.  I am happy because I see 
him every day.  
 

Similarly, a 74 year-old woman who came from Nicaragua 53 years ago took care of her 

elderly mother.  She described her mother as “the boss” and paid the high respect to her 

elderly mother.  At the same time, she is aware of a change in the status of mothers in the 

US.  She compares the status of mothers in the U.S. to her country as follows: 

Interviewer: Your mother was living with you but you don’t want to live with your kids.  
Participant: No, is because we have other customs. I bet that you have a different custom 
too.  What the mother says was a command for us.  We never talked back to our mother.  
In these days kids even beat their parents.  In my days, the mother was very important for 
us. 
 
 Elderly Latinos in this study perceive instrumental and emotional support from 

their adult children as an expected reward in old age and their expectations are consistent 

with cultural traditions.  At the same time, they modified these expectations to a manner 

that fit the reality of living in the U.S. society.  Parents depend on children in old age, 

following their cultural tradition. They experience fewer feelings of being a burden of 

their children.  Additionally, their children retain a good degree of appreciation for the 

cultural tradition of familism.   

 

Having supports does not mean they have it all. 

It is important to note that having formal and informal help does not mean these 

participants are better off.  The families of these people are running around to manage 

their multiple responsibilities, such as work and their own family.  Older Latinos 

sometimes need to get by without necessities because they cannot always receive formal 
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or informal support.  For instance, a 73 year-old woman from Nicaragua, whom I 

introduced at the beginning of this section was having severe pain in her arms from 

arthritis.  However, she missed her doctor appointment because “I can’t go alone” and her 

children could not arrange a time to accompany her to a doctor appointment due to their 

jobs.  In addition, the amount of service is not always adequate.  Similarly an 86 year-old 

Mexican woman describes how she has been given a limited slot of time for her personal 

care services and how her son helped to compensate for her limited slot of service.   

 
The house help I have doesn’t work more than four hours every week.  She can come two 
days, she wants four hours in one day.  I understand that because she has to pay the bus, 
plus the time coming back and forth.  My son helps me with the groceries, like tortillas or 
something like that.  What I need the most from her is the house cleaning, and the laundry.  
That is what I need the most.  She cleans one week and the next week she does the laundry.  
I like her.  The only problem is the time is too short.  
 

These nine participants and their family members successfully gained HCBS, 

while other participants did not.  However, they found that these services are not enough 

to maintain their independent living in terms of quantity and quality.  Therefore, it is 

important to stress the inadequacy of Home and Community-Based Services (HCBS) as 

many previous studies have similarly pointed out (Miller et al., 2000; Kassner and 

Williams, 1997; Harrington et al., 2000).     

 

7.5. Access to social resources without family support 

While adult children are key for the participants with formal and family support to 

access social resources and manage daily problems that result from declining functional 

ability, participants from the other two groups (the participants with formal support only 

and the participants with low support) have to solve these problems and access to social 

resources by themselves.   
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Each participant has a different reason for not having enough family support.  

Some participants simply do no have any children. Some have children who live 

geographically away from them.  Other participants are left behind by “Americanized 

children”.  Here, although their children live near by, they do not have much contact. 

Even though they may have some contact with their adult children or extended family, 

participants are not satisfied with the care they receive from extended family members. 

They attribute this lack of contact and care from their extended family to the loss of 

Latino culture because of “Americanization”.  Some participants receive partial emotional 

support, but adult children cannot provide enough instrumental support because of their 

busy lives and own problems, such as financial problems.  

Among participants who have limited family support, there is a similarity in their 

conditions and ideology. Participants from both groups (the participants with formal 

support only and the participants with low support) share similar life conditions because 

they all live in a low-income Latino community, are unable to speak English, and have 

limited knowledge about the social and welfare systems of the U.S.  Moreover, the years 

of living in the U.S. are not an issue for some participants, although this factor is an 

important reason for some participants’ failure to get social resources. For instance, two 

participants became legal residents less than 5 years ago and they do not qualify for 

Medicaid.  They share similar beliefs about family in the U.S. and in their home countries.  

In general, they idealize family in Latin countries as “united” and consider families in the 

U.S. as fragmented.    

It may be that the differences stem from expectations of adult children and their 

life experiences in their home countries.  These experiences and expectations may 

influence their behaviors and perceptions toward dealing with bureaucratic agencies and 
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authorities to solve life problems and obtain necessary assistance.  Their life problems 

often include financial difficulties with paying rent, utilities, food, and medication.  

Additionally, they experience difficulties in managing household chores as a result of 

declining physical functional abilities.  In order to solve these problems, they have to 

negotiate with formal organizations that can deliver various social services, such as 

financial assistance and HCBS.  Some people can deal with formal organizations better 

than others. Some people cannot deal with them at all.   

 

Getting help and not getting help 

 Before I describe how life experiences and expectations of adult children influence 

participants’ abilities to access to social resources, I will show the consequence of the 

ability and inability to deal with the system.  There are clear differences in dealing with 

the system in order to compensate for declining functional ability between the participants 

with formal support only and the participants with low support.  Some participants seek 

available resources actively and advocate for themselves to formal agencies despite their 

unclear understanding of the welfare system. On the other hand, participants with low 

support tend to be inactive when it comes to seeking resources and advocating for 

themselves, and they have less knowledge about how to do so.  However, these 

participants with low support know that there are community services, such as personal 

care, by observing their neighbors.   

For instance, a 75 year-old woman who has lived in the U.S. for 35 years is an 

extreme case of someone who does not know how to access services as well as how to 

deal with the system.  Her IADL score was 6 and ADL 5.  Her following statement 

demonstrates that she does not know about the systems in U.S. society.   
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Interviewer (I): Do you have a household help at home? 
Participant (P): Nothing. If I want some help I have to pay five dollars and hour. Other 
people are being helped but not me.  
I: Why is this happening? 
P: I don’t know. 
I: Don’t you qualify to receive government help? 
P: No. I don’t get anything. Many people have a girl working for them four hours but they 
don’t send me anybody.  
I: Why don’t you apply? 
P: I don’t know where. 
I: Do you have social worker? 
P: No. 
I: I remember that the last time we were talking one lady told me that she was your social 
worker. 
P: But she never comes back. ….. 
 
This is a case in which the participant is completely unaware of services she may benefit 

from.  Although this is an extreme case, similar confusion is expressed by other 

participants.  For instance, a 78 year-old woman with Medicare and Medicaid states:  

 
I:  Do you have somebody who comes to help you?  
P:  That's what I want. I need help but I don't have anybody.  I applied one time and I 
don't know if it was because I went to the Centro Latino and they didn't help me.  But I 
really need help.  
 

Other people do not know how to apply for personal care services: 

I:  So you were telling me that you don't have anyone to help you at home, have you talked 
to your social worker about this situation? 
P:  The manager of the apartments told me that he was going to talk to my social worker.  
The problem is that I don't even know who my social worker is.  Because I spent three 
years home alone.  Without going out at all.  As soon as I tried to stand up I felt dizzy and 
my leg were so weak to support me.  
 
A man describes his confusion about the health care system: 
 
I: Do you have Medi-Cal? 
P: I have. . . see I have the copies.  The originals are at home. 
I: Do you have Medi-Cal?  How old are you? 
P: 75. 
I: So do you have Medicare? 
P: Look here you have my papers. 
YB: Yes but this is your residency.    Do you have Medi-Cal? 
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P: I want it but I don't know. 
I: Medicare, do you have Medicare? 
P: I bought this social but they said that isn't good. 
I: Yes, you have all your papers but I want to know if you have Medi-Cal or Medicare. 
P: Medicaid, yes I have Medicaid.  But is good for nothing. 
I: If you have Medicare you don't have to pay nothing. 
P: Write my name down and call to the hospital to see the reason why Medicaid  
doesn't pay for my illness. 
I: Where is your Medicare card? 
P: Huh? 
I: Don't you have your Medicare card.  
P: No, no. 
I: You need to have your Medicare card.  You are 75 years old and how is that you  
don't have your Medicare? 
P: Look this. 
I: No, this is your social security card and this is your residency.  That is your ID  
California.  What is this?  Don't you have a Medi-Cal? 
P: No.  Yes, those are all my papers, all. 
I: But where is your Medi-Cal?  Where is your Medi-Cal card? 
P: Huh.  Oh, that's the one I need. 
I: What is that for? 
P: Which one? 
I: Okay this is for. . .   
P: That is all I have. 
I: You mean you don't have Medi-Cal?  You need to have your Medicare.  So . . .for how 
long have you had arthritis? 
 
These people are often confused about health and welfare services in the U.S., and they do 

not know how to seek out information. 

On the other hand, the participants who use HCBS or other resources (e.g., 

government housing and financial assistance programs) tend to manage their daily 

problems, such as difficulties in handling daily activities (e.g., cooking and cleaning) and 

financial problems.  These people tend to have strong belief in dealing with their 

problems by themselves, without depending on family members.  In other words, they 

often seek social resources that may help them to remain in the community and avoid 

institutionalization.  These themes were expressed by several participants and can be seen 

in the following statement:  
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P: Look at me I can’t even wash my dishes but I try and I do it. But I want to tell you is 
that there are person that are waiting to be helped in everything. They feel sorry and they 
also want you to be worry for them. And I don’t think that it’s ok. …… I told them that we 
don’t have to wait for anybody to give it to you. You have to look for it. No matter how 
you are. For example, my person. It is not that I can’t cook but when I finish cooking this 
arm hurts me a lot. And also my foot. Another thing is that economically I can’t because 
the economic help that I receive is very small. I have to stretch it. I use the meal-on-wheel 
to spend less money. I told them to bring me food from Monday to Friday. Saturday and 
Sunday I make my lunch. ………….” . 
 
This woman decided to receive meal delivery and personal care services in order to 

compensate for her difficulties in cooking, due to her arthritis, and to save her money.  

She describes how she obtained these services through her social worker.   

 
I could never find him (her social worker).  I told him I need to talk with you because I am 
looking for you and I never find you.  I called him at 8 and I left him two messages in the 
morning.  But he didn’t call me.  I called him back at about 9:30 am and told him “Look 
Salvador, if you don’t call me back, I will have to call to your supervisor because I need 
to talk with you”  
 
She took a direct action to contact her social worker and even threatened him if he didn’t 

contact her immediately.  After her action, her social worker called her to discuss her 

needs.  She negotiated services with him as follows.  

 
[She said to her social worker] I’m calling you because I want that meal delivery service 
because I can’t cook.  I called to the thirteenth [the provider] but they told me that you 
are the one that has to talk with social worker at the thirteenth.  Please help me because I 
can no longer cook.  Don’t think that I am not an active person. 
 

Similarly, an 81 year-old woman who came from Nicaragua 24 years ago to the 

U.S. describes her experiences.  She is a single mother who worked in Nicaragua as an 

accountant and raised her children to professionals in the U.S.   

I am always looking for an opportunity. I don’t waste time. I have to be updated. I saw a 
program in a church where they pay the rent for you. I fill out my application, I sent it 
and I got $100 to pay my rent. My daughter didn’t go with me. I went by myself. I waited 
for one year, and one day I asked my daughter to go with me. I wanted to know what was 
happening with my application. ……. So, I went by myself. I had the address and I went to 
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Montgomery 72. I was walking when I saw that number and I went in. I talk to the lady 
and I told her that I was ‘long time more than one year’ and she said “just a moment”. 
….Tomorrow you receive one latter, she said. She meant that I will receive a letter the 
next day telling me the date I will receive the help. 
 

These two quotes show how people actively look for resources and work to obtain 

these resources in order to resolve their problems in daily living.  They act to get 

resources, even if they do not know for sure how they are to obtain resources.  They do 

not fear calling or visiting an agency to ask questions.   

    As I mentioned at the beginning of this section, it may be that the difference 

stems from their expectations of adult children and life experiences in their home 

countries. I will introduce how these two groups differ in relation to these two points 

despite their similarities in the perception about family in the U.S. and their home 

countries.  

 

Familism and unfulfilled expectation of family 

Despite their lack of family support, participants tend to hold on to a culture of 

familism.  Moreover, it may be that they tend to idealize family in their home countries 

because their expectations of adult children are fulfilled in the U.S.  They often describe 

family in their home countries as united and family members provide elderly parents with 

emotional and instrumental support as well as respect and affection.  On the other hand, 

they describe family in the U.S. as fragmented and inconsiderate of elderly parents. These 

perceptions are shared by participants from both groups.  For instance, a 78 year-old 

woman who came to the U.S. 30 years ago shares her perceptions about family in Cuba 

and the U.S. as follows: 

P:  Families in Cuba are very united.  The bad person in Cuba is Fidel Castro, everybody 
else is divine.  
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P:  The mother?  Oh, no she is the guardian of the house and the man is the gentleman, 
the main person in the house.  Of course that the woman is important but the man is the 
head.  The father is the main authority in the house and the woman is working at home, 
taking care of the family, cooking and doing everything and when the kids grow up they 
help in the family. 
P:  Oh, she (mother) is big, the bigger.  She is bigger.  The older she is the more respect 
she gets.  Everybody loves her.  She is very important in the family.  They take care of her 
because she will leave the family soon. They take her out to sightseeing, and everywhere.   
I:  How do you see getting old in this country? 
P:  Chica, I will.. 
I:  The custom. 
P:  I will tell you that the grand mother in Cuba dies in her home.  The great grand ma 
dies in her home and the great great grand ma also dies in her home.  In this country no, 
she is taken to the rest home.  I don't want to go there.  You know as soon you are sick and 
old they take you to the rest home.  That is something sad because I have been visiting 
friends in those places and is very sad.  I have felt very sad.  I know they take care of them 
but are not the same as they were in their home.  Is completely different.  
 

Participants perceive the elderly in their home countries are happy because they 

are surrounded, respected, and loved by family members who take good care of them.  

Adult children provide food, home, medicine, and respect for their elderly parents.  On the 

other hand, elderly in the U.S. are sad because adult children forget about their elderly 

parents.  Similarly, another participant described family in the U.S. and her home country 

as follows:  

P: Look, they treat you very well.  When I went to visit my sister, you know, she has only 
one daughter and she has her mom living with her.  She buys the medicines for her 
because my sister never worked.  She doesn't have any insurance or a pension and her 
daughter buys her medicines.  My niece works and my sister, her mom, doesn't do 
anything.   Even when my niece has her husband and her kids she attends her mother. 
I:  So they gave her own place... 
P:  They don't put you away in a rest home like in here. 
  

A 77 year-old woman who came to the U.S. 33 years ago from Cuba also laments 

how kids in the U.S. forget about their elderly parents and an old mother is left alone.  

This woman’s daughter lives in Canada with her husband and her son, who used to live 
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near by, moved to a different state for his work.  Thus, she feels lonely and abandoned 

because her son does not invite her to move with him and his family.   

 
I:  Can you tell me what does the old age means for you? 
P: For means something that I have so many things to talk about.  For me is a face where 
it doesn't matter if you are man or woman, you're alone, left behind, look down especially 
by the sons.  When you don't have kids is okay they are better.  When you are mother and 
old and you don't have the love from your loves one without attention. The old age for me 
is sad. 
 
 
 In short, families in Latin countries are “united” and older members are loved and 

respected.  They have their own status as a mother or a father in a family and family 

members care for aged parents well.  On the other hand, families in the U.S. are not united 

and do not give respect and love to elderly parents. In the U.S., elderly parents are placed 

in “rest homes” (which refers to a nursing home) and are forgotten by adult children.  This 

belief is shared by those who have accessed social resources.   

 
I:  How is in Nicaragua? 
P:  Oh no over there is different.  I took care of my old ones and they don't go anywhere 
else.  They are with you all the time.  All the family is together.   Here is a different story, 
nobody wants to be seeing  with an old folk.  When the kids get married they don't  know 
anything about their parents or their in-laws.  They want to live alone. In my country is 
different.  Not everybody but most of the people take care of their old ones.  I am telling 
you what I saw in my family.  In my country there is no welfare or nothing.  When the  
person is so poor the neighbors take care of them.  They collect money and give them a 
decent memorial.   
 

The participants of two groups share similar perceptions with those who have both 

formal and informal supports regarding family in their home countries and in the U.S.  

Both groups live in the Latino traditional culture of familism, observing how their parents 

and neighbors treat elders.   
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Accepting unfulfilled expectation 

Many participants thought that they would have the same treatment from their 

family, particularly from adult children, when they reached old age.  However, this 

expectation was not fulfilled for many participants.   In order to make sense of their 

current situation, many people attribute their unmet expectations of adult children to the 

U.S. culture and in turn idealize the culture and family of their home countries.    

 The participants who gained some social services tended to have few expectations 

of extended family members to help them. It is hard to state how they have developed the 

sense of independence that is not relational to family.  However, I speculate upon several 

reasons. For instance, a seventy-five year-old woman from Mexico has lived most of her 

life with her husband who recently passed away.  Her extended family is living in Mexico.  

She feels that she left her family in Mexico because she wanted to stay in the US.  

Therefore, she does not expect any family caregiving.  She feels it is her decision to come 

to the U.S., not following her children. Therefore, it may be that she has developed a 

sense of independence and does not count on extended family members as much.  

Similarly, a 79 year-old woman who came to the U.S. 40 years ago from El Salvador 

describes how she is independent from family members:  

I was independent even when I was working.  I always live alone and I was invited to a 
party I was there.  If somebody ask to go dancing I was there.  I have always be 
independent but now I feel more independent because I am living my last year the way I 
like.  On my own way.                                          
 

Furthermore, some participants have modified their expectations of adult children 

since they came to the U.S. in order to accommodate their life conditions, such as the 

acculturation of their adult children and corresponding decline in the expectation that 

family care is a reward for efforts in child rearing.  A seventy-two year-old woman 
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describes how she depended on her son when she came to the U.S. 13 years ago by 

following her son.  She compares this dependent self to her independent self. 

Now I am [independent].  When I just came here no, I was not independent.  I had to ask 
everybody to do or go anywhere with me.  Don't you know that this time I didn't ask 
anybody to pick me up at the airport? 
  

Another participant also adjusted her expectations of adult children to fit within  

U.S. society. An eighty-one year-old woman who I introduced above came to the U.S. to 

live with her daughter when she was in her early 60s.  However, she had to leave her 

daughter’s house because of a difficult relationship with her son in-law.  Although she 

feels sad about her situation, she adjusted her expectations to suit her current situation.  

She has lived her life as a single mother. So, it may be posited that being a single mother 

helped her develop a sense of independence apart from family.  At the same time, her 

experiences in her home country also helped her develop skills to deal with the system, 

which I will discuss later in this section. 

While participants with formal support tended to accept their condition and try to 

be independent, they did sometimes deal with loneliness because they did not have family 

to depend on and experienced anxiety about their immediate future.  Many participants 

without family support worry about what they will do when they are no longer able to 

perform many daily tasks.  They are anxious about being placed in a nursing home, which 

they often call a “rest home”.  They have a strong fear of being placed in a “rest home,” as 

they believe it is a lonely place where elderly die in isolation and miserably.  For these 

participants, being independent and self-sufficient are important in order to remain in the 

community and to avoid institutionalization.  These people sought the formal support 

provided by the government in order to accommodate their declining physical functional 

ability.  These people tend to have less negative feelings about government funded 
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programs, particularly home and community-based long-term care.  They considered it 

“help” and a resource that allowed them to remain in the community and avoid the 

humiliation of a “rest home”.   

I:  I don't know how my future will be, because like I tell you, I don't have any family, I 
could not tell you what future I will have. 
 
I:  Yes, I'm scared of getting there (nursing home).  At the same time I think "I am a lonely 
person, my daughters are living away from here".  One is living in Pleace Hills, the other 
one is in Nicaragua.  They have their own families to take care of.  I know I am old but I 
can still cook, move around, I go downstairs to do my laundry.  I am still having an active 
life.  I am praying to the Lord to give strength.  But when I am no longer able to my things, 
what is going to happen to me?  To be humiliated there (nursing home)?  I don't want that 
for me.  Now I remember why I am so scared of dying.  I'm scare of ending my days there 
(nursing home).  On the other hand, I don't want to be one more problem for my 
daughters, I wouldn't like to do that.  Because your children get bore of taking care of you.  
What can I do?  Maybe one of these days I will go to those places (nursing home) and 
maybe I have better luck than those people and they will take care of me.  I don't want to 
be a problem for my family.  In the hospitals is different because they take turns.  That 
was the topic I wanted to talk about. 
 

Many participants fear being institutionalized.  However, they do not want to be a 

burden on their children.  Therefore, some participants without family support perceive 

government sponsored HCBS, Social Security, other financial assistance programs, and 

other community programs that assist community-dwelling elderly as resources which can 

help them avoid institutionalization.  Indeed, for some participants, the formal assistance 

programs for the elderly are the only resource they can depend on. 

 
P:  Yes.  I don't depend on nobody.  I have never depended on nobody.  The only one I 
depend on in this country is the government because I have pension.  

 

In short, they are anxious about their future because they do not have family to depend on.  

Thus, they seek a solution with social resources.  They accept their situation and act on 

behalf of themselves. 
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Not accepting unfulfilled expectation and the inability to deal with the system  

 On the other hand, participants with low support tend to have more expectations of 

their extended family members, particularly to adult children.  Therefore, it is hard for 

them to accept their situation and some participants have severe depression.  Their 

expectations may be developed throughout their relationships with family members and 

life experiences.  In this sense, they tend to be deeply engaged with the traditional culture 

of familism.  They believe that they did their share, such as childrearing and caregiving 

for aged relatives.  As Beyene, Becker, and Mayen (2002) pointed out, older Latinos 

except to collect their rewards for struggling. However, this cultural expectation is not 

fulfilled in the U.S. society, which has different cultural values and social systems.  

 Because these participants expected to depend on their adult children, they did not 

develop the skills needed to deal with bureaucratic systems, which is necessary to receive 

home and community-based services and other social resources. This can be demonstrated 

by comparing this group with the participants who have both family and formal support. 

The participants with family support fully depend on the arrangements provided by home 

and community-based services and other services. However, they have little knowledge 

about how they access these services and how these services are paid for. Therefore, these 

people do not need many skills to deal with the bureaucratic systems, nor knowledge 

about how the services have been as certified. I assume that participants with low support 

expect a similar condition with the participants with family support. While their 

expectations and degree of knowledge in dealing with systems may be similar to the 

people with family support, the difference is that they do not have family who can arrange 

these services for them.  
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 For instance, an 82 years old woman came to the U.S. 16 years ago from 

Nicaragua in order to live with her son, who planed to take care of her. Her Barthel Index 

Score is 80, which is lower than mean score of 95. She has Medicare, SSI, and General 

Assistance from the state. Although her sister and son live in San Francisco, she has been 

forgotten by them. Thus, she is suffering from loneliness and depression. She used to live 

with her son’s family, but had to leave because of her son’s financial hardships in taking 

care of her and discomforts with her daughter-in-law.  

 
Before, I was living with my son but I left him. I took my clothes and my personal things 
because I knew that he couldn’t pay higher rent. He didn’t have a good job. We as 
mothers, we know our kids and we rather suffer alone and let them live their own life. I 
couldn’t live with him because of his wife. She was older than him……… He needed to 
live with his wife. So, I left him and left all my belongings there. The only things I took 
were my clothes and my bed. That is another thing that make me feel sad because he is my 
son and I love him. Now, he doesn’t look for me. He didn’t even call me.  
 

I was suffering of my nervous since I was living in Nicaragua.  I worked hard.  I worked 
day and night in Nicaragua to support my daughter who got sick.  Her father left me 
alone.  He told me he was going to look for a job and he never come back so I had to 
support all the expenses in my house with my family.  I was sick since I left Nicaragua but 
the illness hadn't developed yet until I was here.   
 
 She worked hard to support her daughter without having her husband’s support. 

After her daughter passed away, she worked hard to raise her grandson who forgot her 

after they immigrated to the US.  She thought that she would receive assistance, respect, 

and affection as rewards for her hard work when she got old, and she counted on her 

grandson in her old age.  It was hard for her to accept that these cultural expectations were 

not fulfilled in the US.   

In addition to feeling sad, the participants have to deal with the  U.S. health care 

system and Social Security in order to manage their old age. For instance, the same person 

I described in the above paragraph now has to deal with everything by herself in the U.S. 
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society, of which she has less knowledge.  Her old age and inability to speak English 

prevented her from working in the U.S. and to be integrated into the mainstream society.  

As a result, she could not learn how to negotiate U.S. social systems.  The situation is 

hard for her and causes depression, which has become a serious problem for her health 

condition.  

  
P:  My niece.  She helps me when I need to go to the hospital.  She also takes me to the 
bank because I don't like to go alone to get my money.  She takes me in her car.  She is 
special with me.  They have their own houses but nobody ask me to live with them. 
 
 P:  I would like someone to be giving me the things I need to eat.  I would like a person 
like that.  But since, no, there is no one. 
 
Her unfilled desire and cultural expectations cause her severe depression.  In addition , her 

health condition got worse across the three interviews.  While she could boil vegetables at 

the first interview, she lost this ability over the time frame of the study.  She seems to 

have trouble going out and preparing meals. She eats oatmeal in the morning, crackers 

with soda for lunch, and food from Safeway at dinner.  

 
It comes here not frozen, one of my nieces goes and buys it. That is my lunch. That is it. 
Then, it comes with chicken, potatoes, it comes with, who knows what it is, it comes there, 
I see it like potato puree” 
  
Her niece or niece’s husband brings food every week, which keeps in the freezer. She 

stated as follows: 

 Sometimes she comes over. Sometimes she comes over and gives me the things because 
maybe her husband can’t come over. (mumbling). I can’t talk, I get stuck. I can’t stand it 
anymore, sister, I am too bored. Very sad. 
 
 Those participants with low support retain the culture of familism and often 

lament how their children have changed in the US.  

 
I:  Do you see your grand daughter? 
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P:  No, can you believe this?  We can't talk because she is North American and I am 
Hispanic.  I don't speak English and she doesn't speak Spanish.  I don't want to talk about 
those things because I am suffering.  I can't say that I am not feeling sad.  I am suffering.   
Can you believe that in this time of my life I can say that I don't have family?  Because 
there is nothing that my kids in Cuba can do? 
 
 These participants did not prepare themselves to be independent enough to deal 

with bureaucratic systems in old age because they thought that their children would take 

good care of them.  They thought their children would take them to the hospital and run 

errands and provide them with a warm meal.  Therefore, they thought that they would not 

need to deal with the social security office in order to have housing assistance, meal 

delivery, transportation services, personal care services, and other assistances.  In  reality, 

they have to arrange for these social services if they want to avoid institutionalization.  

Many simply are not adequately prepared to do so. 

 In summary, one explanation of the difference between those who accessed social 

resources and those who cannot is the acceptance of their current situation and the 

development of skills needed to deal with bureaucratic  systems of the mainstream society 

before old age.  With the exception of a few participants, the participants in both groups 

(the participants with formal support only and the participants with low support) had 

expectations of adult children to support them.  However, the participants with formal 

support adjusted to their situation and started to deal with formal organizations in order to 

solve the problems of their daily lives.  On the other hand, the participants with low 

support group cannot adjust and cannot access various social resources.   

However, the difference does not only stem from the acceptance of the situation.  

In order to access resources by themselves, they have to know how to manage 

bureaucratic systems.  If they have a foundation or basis in dealing with formal agencies, 

they may be able to develop this kind of skill in the U.S.  On the other hand, those who 
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cannot access social resources may not know how to deal with these systems because of 

their lack of experience.   

 

The ability to deal with bureaucracy and life experiences before the immigration 

In addition to differences in expectations of family members, their different life 

experiences in their home countries provide for different abilities in dealing with 

problems.  Although they are treated as a homogenous group of “low-income Latino 

elderly” in  U.S. society, they belonged to different classes in their home countries.  Each 

participant had a different occupation, family status, and educational level in their home 

countries.  Class differences translated into varying perceptions and behaviors.   

There are substantial differences in the ways participants seek and advocate for 

social resources among the participants with formal support only and participants with 

low support. Some participants with formal assistance developed these skills when they 

realized that they can not depend on their children. Others cannot develop this skill.  I 

argue that it is a shortcoming to attribute this difference to personal characteristics, such 

as assertiveness, passiveness, aggressiveness, or depression.  Rather, these differences are 

systemic 

 All participants in this study are low-income and had little contact with the U.S. 

mainstream society.  Most participants worked in unskilled, low-paying jobs in the US, 

which often did not provide them with benefits and Social Security.  Because their jobs 

often did not provide health insurance and they earned a little money, they did not go to 

hospitals often.  Therefore, they had limited contact with medical organizations.  

Furthermore, they had little contact with formal organizations while they were working 

because of their limited English language ability.  For instance, many participants had 
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worked in jobs that did not require English proficiency.  Moreover, most participants 

avoided authority because they came to the U.S. as an illegal immigrant and only received 

legal residency later.  These conditions provided them with little chance to engage with 

formal organizations in the mainstream society, such as hospitals, Social Security Agency, 

and other formal agencies.   

However, the qualitative data indicates that the participants with formal support 

often had some opportunities to deal with formal agencies and people in authority through 

their work, friends, or family members in their home countries.  These people tend to have 

a higher education level, worked in a professional or clerical capacity, or have a family 

status in their home countries.  It may be that these experiences were internalized giving 

them an idea of how to deal with bureaucratic agencies.  This may have reduced their 

feelings of fear in dealing with formal agencies in the U.S.  Thus, they could go out of the 

Latino community to deal with bureaucratic, American agencies and seek resources in 

order to resolve their life problems.  

Some participants worked as teachers, professionals, or semiprofessionals(e.g. 

accountant) before immigration. Other participants owned a small business.  Some 

participants did not work in their home countries, but had family status.  For instance, one 

participant came from a family, in which her father and brothers were physicians.  

Another participant worked as a teacher and had relatives who were part of the political 

elite in El Salvador. One participant indicated that her son is a wealthy pastor with 

prestige in El Salvador.  These backgrounds helped the participants to foster skills for 

dealing with formal agencies and authorities if they have to.   
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For example, another 81 year-old woman from Nicaragua, who has a grade school 

educational level and supported her children as a single mother working an accounting job 

in a formal organization states: 

 
I worked in a store. Didn’t I tell you that I visited each department collecting the 
payments. I had an active life.  I worked more than eight hours.  ……….. I was working 
for one store but I didn’t have fixed salary.  The more I worked the more I earned so I 
didn’t care working from 8 am to 8pm.  Every morning, I reported to the store and give 
them the information. I worked for that store, and I made the store grow. “The kind of job 
I had let me be in touch with people. 
 

Similarly, a 78 year-old woman who came to the U.S. 15 years ago from El 

Salvador had a small business with her husband.  They were selling lottery tickets to 

retailers and owned property to rent to tenants. She had both occupational skills and 

prestige before she came to the US.  She described how she worked as follows:  

 
I worked hard when I was living in my country. With the king of job I had; I had to dress 
well because I went to sell ticket to the employees in the offices. I wear always nice.  I did 
was hard because my work was intellectual and after getting home I had to keep register 
of my profit and expenses for every day, I had to cook, take care of the family, and also 
control my sellers and know how much they owed me and when were they will me back 
the money. In this country is easier for me because I just get my check and if I want to 
sleep all day or walk all day. 

 
Although these people worked in low paying jobs in the U.S.  (e.g. janitors or 

baby-sitter) and remained in the Latino community once they came to the U.S., they had 

an active life dealing with people from various types of formal agencies.  These traits are 

different from the participants with less formal and family help.   

It may be that the manners of bureaucratic agencies or professionals in the U.S. are 

not completely foreign for those who have experience dealing with organizations and 

authorities in their home countries.  Thus, they tend to manage to negotiate with these 

agencies effectively.  Moreover, this familiarity helped participants to reduce the feelings 
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of fear or uncomfortably with formal organizations.  Although the amount of services they 

garner may not be adequate, they make actions to get. Them they receive some sort of 

help.   

On the other hand, the participants with low support tend to have few experiences 

with formal agencies both in the U.S. and their home countries.  They often worked as 

unskilled laborers or farmers in s small villages before immigrating to the U.S.  They also 

have no or few year education.  After they immigrated to the U.S., they avoided formal 

agencies and authorities because of their immigration status and inability to speak English.  

These people had few opportunities to deal with formal agencies or people with authority 

both in the U.S. and in their home countries.  For these participants, physicians and 

Medicare/Medicaid may be their first contact with formal agencies.   

Thus, those who have limited access to social services may feel helpless because 

they do not know the language and are not assimilated in the U.S. society. One participant 

who has lived in the U.S. for 38 years expressed her feeling of sadness as follows: 

 
I went to the General Hospital and there it was a doctor...the doctor who was checking 
me has always a translator with him.  One time I start crying a lot and she... the lady 
asked me the reason to cry.  I told her I feel pain, sadness and very ashamed to see how 
many years I have been in this country and I couldn't learn English.  I have to tell my 
things to another person to communicate myself. 
 
Because she could not learn the language, she tries to minimize her communication in 

English, which means avoiding contact with mainstream society.  In a description 

elaborated below, she describes how she gets by without communicating with the 

mainstream society: 

I;  When you go to the store what do you do? 
P:  I speak Spanish. 
I;  What do you do when you want to buy clothes? 
P;  Here at home.  Vira sells me clothes. 
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It may be that these participants cannot negotiate effectively with formal agencies because 

they feel uncomfortable dealing with them.  They tend to show a strong fear of venturing 

into the U.S. mainstream society to get necessary social resources.  They tend to show 

feelings of helplessness in complicated bureaucratic systems. As a consequence, they 

cannot take action to seek social resources outside of the Latino community and cannot 

effectively negotiate with bureaucratic agencies.    
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Chapter 8: Discussion and Conclusion 

8.1. Discussion 

 

In this dissertation, I have examined access to Home and Community-Based 

services (HCBS) and other social resources, including Supplemental Security Income 

(SSI), General Assistance (GA), and government-sponsored housing assistance among 

low-income older Latinos.  The purpose of this study is to suggest other factors that may 

influence elderly Latinos’ access to these services.  More specifically, I have  shown how  

life experiences, which are partly the result of class-related conditions, influence an 

individual’s ability to access  social services.  For this purpose, I have examined  service 

use among a sample of elderly Latinos using both quantitative and qualitative methods.  

More precisely, I have examined their access from the expanded behavioral model for 

vulnerable populations using  quantitative methods.  I have also explored how other 

factors influence service use with qualitative method.   

The findings from the qualitative analysis may be well understood from the 

theoretical perspectives of political economy and habitus. While quantitative analysis 

suggests that the significant predictors of service use are physical functional ability and 

availability of informal assistances, narrative analysis suggests that  access is also 

influenced by the ability to deal with  bureaucratic systems in U.S. society, especially 

Social Security.   

In this concluding section, I will first summarize the findings of the quantitative 

analysis in relation to the behavioral model.  Then, I will discuss how elderly Latinos’ 

knowledge about or ability to deal with bureaucratic  systems are an important factor that  
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influences access to home and community-based long-term care services and other social 

resources, drawing on the perspectives of political economy and habitus. 

    

The expanded behavioral model 

 The expanded behavioral model that incorporates vulnerability factors suggests 

that the need domain, which refers to an individual’s subjective and objective health status, 

is the most important determinant of service use. Consistent with the expanded behavioral 

model for vulnerable populations, the results from the statistical analysis in this project 

indicate that physical functional status alone is a significant predictor of access to county-

provided services (home delivered meal, assistance with transportation, and senior 

information referral).  In other words, only the IADLs have a significant association with 

the use of county-provided services.  This result indicates that those who experience a 

decline in physical functional ability tend to use county-provided services.   

In terms of personal care service, the correlation analysis indicates that the 

predisposing domain of demographics, the enabling domain of informal networks, and the 

need domain all have statistically significant relationships at .05 level.  No vulnerability 

factors from any domain has a significant relationship with the use of personal care 

services. In terms of the predisposing domain, women and older participants use personal 

care services more than men or younger participants.  Indicators of informal networks 

from the enabling domain are predictors of participant’s knowledge of or awareness about 

available services. Among the factors from the enabling domain, marital status, living 

arrangement, and frequency of informal socializing have a statistically significant 

relationship with service use at .05 level.  These results indicate that those who have 

frequent contacts with friends or neighbors, those who are unmarried, or those who do not 
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live with family members are more likely to use personal care services. Living 

arrangement and marital status may be significant because those who cannot receive 

informal care from family by way of cohabitation use services. The IADLs are the only 

statistically significant factor in the need domain at .05 level. Thus, the results indicate 

that those who use more services are people who are older, women, having difficulty  

performing the IADLs, living without family support, and having more contact with 

others.   

In terms of the use of a senior center, the need domain (the IADLs and the Barthel 

Index Score) and vulnerability factors of the enabling domain (years live in the US and 

the immigration status) have a statistically significant relationship with access to services  

at .05 level. Those who participate in senior centers are more likely to have a higher 

functional ability, lived in the U.S. for a shorter period of time, and are citizens.  It may be 

a contradiction that those who have higher participation rates have lived in the U.S. for a 

shorter period of time and have U.S. citizenship.  However, the in-depth interviews 

suggest that length of time as a resident in the U.S. does not indicate having citizenship 

status.   

In summary, the statistical analysis showed that the participant’s physical 

functional ability is one important factor to predict one’s service use in general. 

Participants tended to seek formal long-term care services only once they perceived their 

health status to be declining and consequently experienced difficulties in managing daily 

chores.  In terms of personal care service, perceived need and social network are  

important factors that  determine  access to service.  Those who do not have family 

support and perceive need for assistance in daily living use services.  However, it is not 

necessarily the case that  frequent contact with friends and neighbors indicates greater 



 126

service use because these individuals have more information regarding the availability 

and accessibility of services than those who have less of a social network.   Rather, I 

argue that those who have more  frequent contact with friends and neighbors are more  

exposed to and active within mainstream U.S. society. This result raises  concern about 

those who have less informal support from family or friends and have little information 

about services.  These people may be left alone, without any means to cope with declining 

functional ability and corresponding difficulties in performing the ADLs and the IADLs. 

 

Political economy and habitus: internalized practices and class conditions 
 

In this section, I will discuss the findings from the narrative analysis, in which I 

focused on 34 key participants. I categorized these 34 participants into three groups: 1) 

participants with formal and family support; 2)  participants with formal support only; and 

3) participants with low support.  The findings from the narrative analysis will be 

discussed from the perspectives of political economy and habitus.  I compare these 

findings with those that resulted from quantitative analysis using the expanded behavioral 

model for vulnerable populations.   

While the analysis using the expanded behavioral model suggested that perceived 

need and social network are important predictors of service use among study participants, 

the narrative analysis indicates that these factors are not always significant determinants 

of service use.  More informal socializing does not always suggest more knowledge of or 

awareness about services.  In addition, the qualitative analysis indicates that knowledge or 

awareness about services does not always increase service use.  Rather, service use 

increases among those who have gained experiential knowledge about how to deal with 
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bureaucratic systems.  The narrative analysis shows that participants who do not use 

service are also well aware of  available services, particularly personal care service, by 

observing their friends and neighbors.  However, these participants do not know how or 

are afraid to access these services themselves.   

Moreover, the narrative analysis indicates that those who do not use services are 

struggling with financial hardships and are unable to speak English, like the participants 

from the other two groups (the participants with formal and family support and the 

participants with formal support only).  Thus, I argue that it is important to consider their 

lack of service use and inability to deal with bureaucratic systems from the perspectives of 

political economy and habitus. Narrative analysis gives us a picture of how those less 

informal support from family or friends deal with their declining physical functional 

ability.  

The comparison of these three groups indicates that the participants with formal 

and family support tend to depend on their adult children in the management of their 

illness(es) and declining functional ability.  Individuals in this group tend to have an 

unclear understanding of how services were arranged and who their service provider is.  

The dependency these participants exhibited upon their children stems from the traditional 

culture of familism, which provides a moral obligation to assist older parents among 

family members.  The study participants have practiced this tradition across their life 

course and most assisted their own elderly parents or elderly in-laws.  Participants thereby 

expected the same treatment from their own adult children when they researched old age, 

as a reward for their hard work and child rearing.  Their adult children also maintained 

this cultural tradition, although their ability is limited because of the realities of life in the 

U.S.  Adult children are busy with their work and child rearing.  Thus, both the 
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participants of this group and their adult children modified their expectations regarding 

actual support given the realities of American life.  However, the participants are 

generally happy with the level of emotional and instrumental support they receive from 

their adult children.  

On the other hand, the other two groups (participants with formal support only and 

participants with low support) have less family assistances, although they also retain 

cultural expectations associated with familism.  Therefore, they feel sad because they do 

not have family members around them.  However, those who organized services by 

themselves have less expectations of their adult children. They too have modified their 

expectations to fit their reality.  Thus, they actively seek formal resources that may reduce 

burden in their daily lives, which results from their declining physical functional ability 

and financial constraints. Although they experienced difficulties and confusion in getting 

necessary services, these participants successfully negotiated with bureaucratic agencies 

to arrange for their needs.  

On the other hand, those who have less formal and informal support failed to 

modify their expectations of adult children in order to fit with their reality.  Thus, they are 

often depressed because they do not have emotional and instrumental support from their 

adult children as they had expected.  Like those who accessed formal services, these 

participants are trying to accommodate themselves to their conditions given that they are 

unable to rely on their adult children.  Thus, they tried or are trying to live independently 

by attempting to access  formal services as an alternative to informal caregiving.  

However, they have difficulties in accessing formal assistance.  This is partly because 

they are unable to deal with Social Security and other formal, bureaucratic organizations.   
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Participants’ inability to negotiate bureaucratic systems can be  partially attributed 

to their expectation of adult children due to the culture of familism as well as class-related 

conditions.  Because participants expected their adult children to take care of them in old 

age, they did not prepare for age-related problems, such as arranging formal long-term 

care services and other kinds of necessary assistance.  Consequently, they have fewer 

skills necessary to seek social resources and negotiate with bureaucratic agencies. 

Their lack of ability to seek resources and deal with the system should not be 

attributed merely to the skills of an individual, but rather should be understood in relation 

to life experiences that are largely constrained by class conditions.  As such, the inability 

to negotiate with bureaucratic systems is a consequence of macro-structural forces.  This 

point can be better understood from the perspectives of political economy and habitus.   

 

Similarities between service users and non-users    

It may be helpful to stress the similarities between those who accessed services by 

themselves and those who cannot access to services in terms of their current life 

conditions, such as financial resources, knowledge/awareness of services, and English 

language ability.  Looking at their similarities, we can see that these factors are not 

significant predictors for this population.  Specifically, frequency of informal socializing, 

which was suggested as a powerful predictor in the statistical analysis, does not indicate 

knowledge about services.  

 In terms of the availability of financial resource, both the participants with low 

support and the participants with formal support only are low-income older immigrants.  

They worked in unskilled, low-paying jobs that did not provide them with enough money 

to save for old age through Social Security.  The qualitative data reveals that the average 
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monthly income is $600 to $700 and participants generally pay around $400 per month in 

rent.  In terms of health insurance, the nine participants who arranged for services by 

themselves have both Medicare and Medicaid.  The majority of the participants from the 

group that lacks services also have a combination of Medicare and Medicaid (57% have 

Medicare or Medicaid). One participant is uninsured and three participants have private 

health insurance. Those who have Medicaid but have no formal assistances have 

difficulties accessing services that target low-income elderly.  While some participants 

obtained services like home and community-based long-term care  and SSI, others are 

struggling in their day-to-day lives without these assistances.  

 This does not mean that the participants with low support are not aware of 

available services.  Indeed, they know that there are home and community-based services 

and SSI available by observing their friends and neighbors. Although they do not know 

the exact service name, like In-Home Supportive Services (IHSS) or Medicaid waiver 

programs, they at least know that some of their friends are getting personal care services 

that provide their friends with help in  doing household chores.  Some participants even 

consulted with others - such as staff in  senior centers, neighbors, and social workers – 

about how to gain such services.  However, these participants were often unclear about 

why their application was denied or why their attempt did not work out.  Among them, 

one participant was denied because she owned a house and thereby did not qualify for 

Medicaid.  Another person was denied because he has not resided in the U.S. long enough 

to garner Medicaid and other welfare services under the current immigration laws.  It is 

not clear why other participants’ attempts were denied.  Moreover, they did not continue 

to try to gain services.  
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 Lastly, unlike other studies that point to language barriers and the lack of 

bicultural services, participants obtained service help from Spanish speakers. Some 

participants hired their relative as a provider of personal care services under the Residual 

Program.  Although their English language ability and the availability of 

bicultural/bilingual providers certain influenced their ability to access services, it is 

important to ask why some participants who are equally marginalized could access to 

services while others could not.  

 In summary, the participants from the two groups (the participants with formal 

support only and the participants with low support) are a relatively homogenous 

population. Yet, there are people who accessed some kinds of social resources by 

themselves and others who would not.  They all lack financial resources and are unable to 

speak English.  Like the participants who use services, the participants with low support 

perceive themselves as having difficulty maintaining their daily living requirements. 

Moreover, they actually consider themselves in need of assistance and wish to have it, as 

their friends are receiving.     

  

Development of skills to deal with the system:  political economy and habitus 

If the current life conditions are similar across the participants with formal support 

only and the participants with low support, it may be that their ability to deal with 

bureaucratic systems is an important factor that determines access.  As the behavioral 

model for vulnerable population model suggests, the ability to deal with the system may 

be essential for individuals to assert their needs to and negotiate with bureaucratic 

agencies.  As I have showed in the previous chapters, this ability has developed through 
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life experiences, which are largely related to relationships with family members as well as 

class conditions both in the U.S. and before immigration.   

This ability may be shaped through life experiences, which reflects class 

conditions.  From the political economy perspective, class condition is produced and 

reproduced through the intersections of political, economic, and socio-cultural dynamics 

(Estes 1999). The intersections between these dynamics produces social structures that are 

power arrangements, including class, sex/gender, and race/ethnicity.  These social 

structures and power arrangements inform and lead to social policies (Estes 1999). In the 

political economy perspective, the public (particularly those who are low-income and of 

an ethnic minority) are considered to be the most disadvantaged among the various 

classes in the construction of social structures that are reproduced through policies 

(O’Conner 1998; Wallace and Villa 1999).     

Participants’ class condition as low-income and racalized is often internalized into 

daily practices and perceptions, known as habitus.  Habitus is a concept that was 

developed by Pierre Bourdieu. Bourdieu argues that habitus is comprised of class-related 

practices, perceptions, and tastes that make judgments about others as well as themselves.  

I argue that the participants with formal support can operate in the habitus of mainstream 

U.S. society.  However, participants with low support cannot, making it harder for them to 

access various social resources  The need and ability to conform to a different habitus is a 

consequence of political, economic, and socio-structural forces.   

In the U,S., the participants of two groups have been marginalized because of 

multiple factors of their immigration status, lack of English language ability, work 

histories, and financial constraints. As I described earlier, these factors relate with and 

compound each other.  First, the lack of English language ability and immigrant status 
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often resulted in low-paying jobs, which in turn result in financial constraints. Participants 

were usually employed in unskilled jobs, in small industries in a Latino community, or in 

a private household as a babysitter or a cleaning person.  These jobs often did not provide 

benefits, including health care insurance and Social Security.  Consequently, they had 

fewer opportunities to interact with formal agencies, such as hospitals, medical 

professionals, and other organizations like the IRS.  In addition, most participants avoided 

authority because many came to the U.S. as illegal immigrants and received legal 

residency only later.  Therefore, they had few chances to go to a hospital and deal with 

other formal organizations in the mainstream U.S. society.  In other words, participants 

did not learn the habitus of mainstream, bureaucratic U.S. society. 

Participants with formal support only could arrange services by themselves 

because they have lived in this kind of habitus.  This made it possible for them to deal 

with formal agencies.  This knowledge may have been gained through their life 

experiences in their home countries.  Although they are marginalized in the U.S., many in 

this group were not marginalized in their home countries.  These people either have 

higher levels of education, a background in professional or clerical work, or certain level 

of family status in their home countries.  Their life experiences in their home country 

provided them with opportunities to interact with formal agencies or people in authority.  

These experiences were internalized into their practices and perceptions, which may give 

them certain ideas about how to deal with bureaucratic agencies or may reduce feelings of 

fear in dealing with formal agencies in the U.S.  Thus, they could go out of the  Latino 

community to deal with bureaucratic American agencies and seek resources in order to 

resolve their life problems.  
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Some participants worked as a teacher, as a professional, or in a semiprofessional 

job, such as an accountant. Other participants owned a small-scale business.  Some 

participants did not work in their home countries, but had family status.  For instance, one 

participant came from a family, in which  both her father and brothers were physicians.  

Another participant worked as a teacher and had a relative who was a political elite in El 

Salvador. Yet  another participant indicated that her son is a wealthy pastor with prestige 

in El Salvador.  These backgrounds helped them to foster skills needed to deal with 

formal agencies and authorities if they have to.  They can move between the habitus of the 

Latino community and the habitus of mainstream, bureaucratic U.S. society.   

In short, these people have a dual habitus. Although they learned the habitus of 

low-income ethnic minorities living in the U.S., they are not completely the same as those 

who had never learned the ways of an upper/middle class habitus.  Because the manners 

of bureaucratic agencies or professionals are not completely foreign to them, they tend to 

manage their way relatively well and successfully negotiate with them.  Moreover, this 

familiarity helped them to reduce their feelings of fear or uncomfortable when engaging 

with formal organizations.  Although their ways to negotiate or seek information may not 

be sophisticated and the amount of services they have may not be adequate, individuals in 

this group are able to take act to get some sort of help.   

On the other hand, the participants with low support tend to have knowledge of a 

single habitus of the under-class.  They usually have had few experiences in dealing with 

formal agencies, both in the U.S. and their home countries.  They worked in unskilled 

labor settings or as farmers in a small village before immigrating to the U.S.  They also 

have little to no education.  After they immigrated to the U.S., they avoided formal 

agencies and authorities because of their immigration status and inability to speak English.  



 135

These people had few opportunities to deal with formal agencies or people with authority 

both in the U.S. and their home countries.  For them, physicians and Medicare/Medicaid 

can be the first contact with formal agencies and authorities.   

It may be that they cannot negotiate effectively with formal agencies because they 

feel uncomfortable.  These participants tend to show sense of strong fear in venturing into 

the U.S. mainstream society in order to get necessary social resources.  They tend to 

express feelings of helplessness in the face of complicated bureaucratic systems.  Their 

lack of knowledge or confusion about the complicated U.S. welfare system seems to be 

further perpetuated by these feelings of fear and helplessness.  As a consequence, 

participants believe that working with formal agencies to gain social resources is too 

difficult a task.  Some participants attempted to get services by asking for a social worker 

or Social Security office and their application was denied for “unknown” reason.  There 

may have been a valid reason, but they have no clear idea why their application was 

denied.  Once they had this kind of experience, their fear of dealing with bureaucratic 

agencies grew further.   

In summary, older Latino’s ability to engage with formal agencies and acquire 

needed social services depends on their internalized habitus, which is an outcome of  class 

status .  If a person is marginalized across their life course, they have few chances to learn 

the habitus of other classes and the ways of formal organizations.  This is exacerbated by 

language difficulties. 

While the participants with the low support have lived in the U.S. for a certain 

period of time and are attached to the U.S. society, they have actually lived in a Latino 

community.  Their cultural and ideological place is not the U.S. society, but is a Latino 

society.  At the same time, their perceived everyday lives have been in the Latino society.  
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I use “perceived” daily lives because they have continued to live their lives using their 

own language, communicating with people from Latin culture, eating familiar foods, and 

working with people who speak the same language.  Even though they have lived in the 

U.S., their everyday lives have been going on within a culturally and linguistically 

familiar environment.  In short, they have little experiences in the mainstream U.S. 

society. 

Confinement in a Latino society is enforced as well as the result of participants’ 

own decisions. Participants are confined in the Latino community because of their lack of 

English ability and poor financial status.  At the same time, the Latino community 

provides elderly Latinos with many advantages, such as a culturally consistent living 

environment and social support networks in their own language and manners. 

Furthermore, the Latino community becomes a buffer from discrimination due to 

language, racial, and cultural differences (Cota-Robles, 1980; Maldonado 1988). Thus, it 

is a forced and self-selective process.   

However, the Latino community is ordered and controlled in accordance with U.S. 

norms.  While the Latino community is influenced by macro-structural factors, their 

perceived day-to-day lives went by without dealing with these macro structural forces.  

Thus, there are discrepancies between their perceived reality of everyday life and the 

reality of social order, in which U.S. laws, politics, economics, and manners are operating.   

It may be easier to think about our own daily life in order to understand this point. 

For those who work and live in the U.S. mainstream society, there are fewer discrepancies 

between their perceived reality and social realities because their perceived reality is in the 

US society.  Those who are part of mainstream society deal with people who are also part 

of mainstream society.  These people usually spend their everyday lives in organizations 
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(e.g., company or school) that are operated under prominent U.S. social orders. These 

people are constantly dealing with formal agencies, such as health professional, IRS, 

insurance agencies, people with whom they work, or school personals. These people have 

developed skills to deal with formal agencies and complicated bureaucracy through their 

life experiences.    

 Because the participants with low support had few opportunities to contact with 

the mainstream society, they did not develop these skills.  Moreover, they did not develop 

these skills in their home countries.  This lack in opportunities makes it harder for them to 

access social services.  

 

Ineffectiveness of the US welfare system 

If access is influenced by the ability to negotiate within bureaucratic systems, it 

follows that the current welfare and Social Security systems are not designed for those 

who are not familiar with these systems.  More precisely, the U.S. welfare and Social 

Security systems may be designed for the US citizens who can well negotiate these 

complex organizations.  Then, the question to ask is what legal residents and the U.S. 

citizens do to manage their declining physical functional ability if they cannot deal with 

these systems well.    

Indeed, the U.S. provides a limited number of formal assistances for such 

marginalized populations.  In terms of home- and community-based long-term care 

services, the U.S. provides services mainly through Medicaid waiver programs.  However, 

the availability of home- and community-based services is limited despite the expansion 

of Medicaid Home and Community-Based Services (HCBS) during the 1990s (Miller et 

al., 2000; Harrington 2000).  Many states try to limit the availability of HCBS through the 
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following procedures: 1) setting limits to benefits per participants; 2) the limiting the 

availability of service slots; 3) setting more stringent financial eligibility than institutional 

care, and: 4) using waiver waiting list (Kitchener, Ng, & Harrington, 2004).  

For example, 33 percent of states were using more stringent financial eligibility 

standards than those used for institutional care in 2002.  Those states used various 

eligibility standards, such as 100% or 150% of SSI as the financial eligibility criterion 

(Kitchener, Ng, & Harrington, 2004).  Forty-two states used waiting lists in 1999 

(Harrington 2000).  Consequently, a national total of 74,526 people were on the 

elderly/disabled waiver waiting lists in 2002 (Kitchener, Ng, & Harrington, 2004:65).    

The most important reason for the use of waiting lists is the lack of state funding for the 

HCBS waiver program to match federal Medicaid dollars (Miller et al., 2000; Harrington 

2000).  

Additionally, the complexity and fragmentation of long-term care and welfare 

systems may make it harder to access services for elderly, first-generation Latinos.  

Indeed, the complexity and fragmentation of the long-term care system in California has 

been pointed out by previous studies as a barrier (Lutzky and Zuckerman, 2002; 

Harrington et al., 2000).  Long-term care services at the state level are managed by several 

different agencies.  For instance, personal care services are administered by the 

Department of Social Services.  Meanwhile, the California Department of Aging (CDA) 

administers the Medic-Cal Adult Day Health Care programs and licenses all adult day 

health care centers in the state.  Various agencies serve similar target groups with 

different eligibility rules, need criteria, funding sources, and application procedures.  

Furthermore, many of the state programs are administered through local government 

agencies and private nonprofit organizations. While the need for coordination among state 
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agencies is great, it has been historically lacking (Lutzky and Zuckerman, 2002:17). It is 

questionable if even those participants who have less difficulty negotiating bureaucratic 

systems can successfully access services in this complex long-term care structure.  Thus, 

it likely to be even harder for the participants who are confused with the U.S. bureaucratic 

system to access to services.    

 Lastly, the U.S. welfare system is not designed to deliver systems for marginalized 

populations, particularly immigrant elders, because of political and economic forces.  This 

is partly because long-term care and social services, which are usually provided by the 

state in other developed nations, are initiated by private sectors in the U.S.  Privatization 

of long-term care and social services for the elderly causes problems because access to 

services becomes based on the ability to pay (Harrington and Pollock, 1998).  

Privatization refers to any initiatives that increases the role of the market in areas 

previously considered the province of the state. Privatization can be achieved by the sales 

of state assets, deregulation, and contracting-out  public services to private providers 

(Feigenbaum and Henig 1997). The final goal of privatization is to transfer payment 

responsibility from society to the individuals (Harrington and Pollock 1998:1805). Both 

the state and private capital have stakes in privatization. For the state, privatization is 

thought to allow for cost containment and the reduction of  responsibilities. For private 

capital, privatization means the expansion of business and the reduction of government 

intervention. The justification for the state to promote privatization follows the ideology 

of economic primacy, particularly during times of economic crisis (Estes 1991). State 

theory views a healthy economy as increasing capital accumulation, which provides the 

state with financial resource to fund social programs and improve the unemployment rate 

(O’Connor 1998). Thus, privatization is considered a rational choice for the state.   
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In the area of long-term care, privatization has preceded  funding cuts for 

nonprofit providers and has encouraged the for-profit sector to enter into the long-term 

care market. Historically, nonprofit organizations have been the major providers of long-

term care and received funds from the federal government to do so. Since the 1980s and 

with the Regan Administration, the state increased the conduct of state business in long-

term care through the auspices of for-profit corporations (Estes 1991:68). Ideologies used 

in this process are: 1) economic crisis; 2) the primacy of the economic, and; 3) claims that 

for-profit corporations can provide services more efficiently and at a lower cost than non-

profit sectors.  

With these ideologies, the state removed the historical advantage that nonprofits 

had enjoyed regarding government service funding, bidding, and contracting. Under the 

Bush Administration, “for services funded under the Older American Act, it was the first 

time that proprietary were permitted to contract for services and the first time that 

nonprofits were uniformly required to compete on bids for contracts with for-profit” 

(Estes et al., 2001:63). The requirement to bid for service contracts at the lowest cost 

against for-profits impaired the ability of nonprofit agencies to continue to provide 

charitable services, which resulted in the fragmentation and loss of services in 

communities (Estes et al., 2001:63). Under these conditions, there were changes in the 

type of ownership and the delivery of services from nonprofit to for-profit by way of 

mergers as well as horizontal and vertical integration. For instance, Harrington et al., 

(2001) reported that in 1998, 65.8% of nursing homes were investor owned, 27% were 

owned by nonprofit, and 6.5% were public.  

The private sector also supports privatization, although the most obvious way to 

enhance their interests is to have the government subsidize the purchase of providers’ 
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services. However, providers have been opposed to government-run programs. In the eyes 

of providers, public payment is poor. Consumers with private insurance or who pay out-

of-pocket end up paying more. For example, the nursing home industry opposed Clinton’s 

plan for long-term care because of its emphasis was on home- and community- based care 

that would negatively impact their business and the public payment is poor. The insurance 

industry supports privatization because limited resources in public programs encourage 

the purchase of private long-term care insurance (Wiener et al., 2001). Moreover, the 

introduction of governmental programs means tighter regulations and more governmental 

interventions for providers. This is because such a program would increase the cost of the 

program for the government greatly, which would result in the government developing a 

concentrated interest in controlling the provider’s prices, utilization, and expenditures 

(Feldstein 1997: 223).  

Under this policy trend, services for marginalized populations are limited because 

these groups cannot purchase services from private providers due to a lack of financial 

resources. However, the number of services that the state provides is insufficient. In 

addition, it is less likely that the welfare system will deliver needed services to 

marginalized populations.  Indeed, the policy trend has been to reduce welfare for non-

citizens.  For instance, the Welfare Reform Act of 1996 made it harder for legal 

immigrants to access  welfare services, such as Medicaid and SSI.  While the proposal 

was being discussed in Congress, many participants in this study were fearful of losing 

their lifelines of SSI and Medicaid because they were not U.S. citizens.  Thus, many 

participants tried to obtain citizenship.  While some participants successfully passed the 

citizenship test, other participants could not because they were not old enough to take the 

test in Spanish due to legal regulations.  Because Congress altered their decision to 
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reserve rights for those who entered the U.S. before 1996, many participants did not lose 

their benefits in the end. However, this policy trend indicates that the U.S. will be less 

likely to expand assistance for immigrant populations in the future.  
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8.2. Conclusion 

 

 This study examined access to home and community-based long-term care 

services and other social services, such as Supplemental Security Income, General 

Assistance, and housing services among low-income older Latinos.  While their access is 

largely determined by financial ability, English language ability, and knowledge and 

awareness of services, access is also determined by the ability to deal with bureaucratic 

systems.  An individual’s ability to deal with the system has been shaped by their life 

experiences.  Due to marginalization in the U.S. society, it is difficult for older Latinos to 

gain necessary skills needed to negotiate with bureaucratic agencies and advocate for their 

needs effectively.  Also, older Latinos expected their adult children would care for them 

in their old age.  In response, they did not develop the skills needed to deal with the 

system.   

 For these people who do not actively seek resources because the lack of 

knowledge regarding how to deal with the system, it is the state that should reach out to 

these people. However, this requires intensive work.  This is because it takes time and 

money to find these people and explain available services. Someone may need to do 

necessary paper work for these people.  However, the current U.S. welfare system does 

not do provide such generous services because of a lack of funding and political 

conditions that provide minimum assistance to those who need help.  

 Is it more costly for the state to provide home and community-based services or 

medical and  institutional care for those who cannot access needed services?  This 

becomes a critical question.  These people are at risks of declining health because they are 

not eating properly, which means they are not managing their illness properly.  
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Furthermore, they are pushing themselves to manage daily chores, such as cooking and 

going groceries, without help and this can cause falls among other injuries.  Inadequate 

illness management and falls can be costly for the state because more severe disability is 

likely to result, which may burden the state with even more costly medical care, such as 

emergency room use.  Additionally, severe disability carries with it the possibility of 

institutionalization, which is more expensive than home and community-based long-term 

care services.  

 The second question to raise is what are the roles and goals of the welfare system 

and Social Security policies more specifically. The goal of welfare and Social Security 

policies for long-term care, including the Medicaid waiver, should be to assist people 

cannot purchase long-term care services by themselves , so that they can maintain 

independent living in their own community .   However, this study indicates that there are 

participants who cannot access  necessary services because of the complexity of the 

system.  If a policy is not accessible for its target population, the policy is not designed 

adequately.  Indeed, policies for these services have often been considered and designed 

from with “cost” alone in mind.  Although it is certainly important for the nation to 

control the costs of welfare and Social Security, it is also important to consider and design 

these policies from the perspective of users.     

The third question  relates to the validity of current measurements to assess 

eligibility for state-funded program. If those who cannot access  services are equally 

disabled with those who are getting help, this indicates failure on the part of objective 

measurements. Thus, there may be some deficiency in assessing the eligibility of 

applicants.  Identifying deficiencies in assessment processes and measurements is not 
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within the scope of this study.  However, it is important to examine the assessment 

process and the validity of measurements in the future. 

Finding individuals in a vulnerable population has been a challenging issue for 

most developed countries because these people are often isolated and alienated from 

bureaucratic systems.  Moreover, these people tend to have a less extensive social 

network when compare to those who have been able to access social resources.  For 

instance, Japan has started several prevention programs for those who are at high risk. The 

aim of the state is to identify those who have a less extensive social network, risk for 

dementia, and risk of declining health in order to provide preventative programs. The goal 

is to contain costs of long-term care in the future.  However, programs cannot identify 

those who are at risk because the state does not have such a system to identify individuals 

in vulnerable populations.  As a result, the Japanese government and citizens are spending 

money for those who are healthy and have been already using various programs. 

Therefore, providing services to vulnerable populations require a system to identify those 

in need.  

So far, the most effective way may be to utilize community organizations, such as 

senior center and church.  This is because these organizations have more knowledge about 

the people who live in a community when compared to social welfare agencies or social 

workers.  However, this research indicates that those who cannot access state-funded 

programs are also having difficulties going to a senior center, church, and/or other 

community activities because of their physical disability and corresponding pain.  Indeed, 

this study also indicated that individuals who experience declining physical health stop 

visiting their senior center and begin to become more isolated from society. The statistical 

analysis for 85 participants indicated that those who participate in senior centers are more 
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likely to have higher IADLs.  Moreover, the narrative analysis also indicates that the 

participants who experience sever pain stop going to senior centers.  Indeed, some 

participants with low support do not know who to ask for help in order to arrange for 

services because they have been so isolated due to their health problems.  Therefore, it 

may be important for the state to develop a system that strengthens community-based 

organizations and social support systems in the community in order to reach out to these 

people who need social resources. This may prevent them from needing more costly 

medical services and institutionalization.  Additionally, it is important for the U.S. to 

increase the amount of available of services for marginalized populations.  Otherwise, 

these people identified by community services will not have anywhere to go.  It may 

appear costly, but this is a more cost-saving approach for the state in the long run.   
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