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Chapter 2
Close the Health Gap

Tamara Cadet, Shanna L. Burke, and Adrienne Grudzien

Grand Challenge: Close the Health Gap

Having access to health care is critical to achieving the Healthy People 2020 goals.
The US Department of Health and Human Services has identified the main goals of
Healthy People 2020 as (1) attaining high-quality, longer lives, free from premature
death, preventable illness, disease, and disability, (2) improvement of health across
all populations and elimination of health disparities, (3) creating social and environ-
mental conditions that ensure good health for all, and (4) promotion of health
behaviors and development (Centers for Disease Control and Prevention (CDC),
2019) across the life span. Being healthy is a state of well-being that flourishes
when economic, social, and environmental barriers are removed. The “Close the
Health Gap” Grand Challenge for Social Work posits that the development of “a
socially-oriented model of healthcare that breaks down and removes the root causes
of health inequity and promotes upstream interventions and primary care prevention
will eradicate the gap that exists for marginalized populations” (American Academy
of Social Work and Social Welfare, 2018). This model suggests that addressing the
social determinants of health is part of effective healthcare instead of only employ-
ing traditional medical treatment. Health promotion efforts must also extend across
the life span with attention to older adults who may be contending with chronic
health conditions.
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Overview

Health disparities become health inequities because of systematic inequality
between more and less advantaged social groups. Health disparities exist when one
population has a higher burden of illness, injury, disability, or mortality in relation
to another population. For example, we expect higher rates of chronic health condi-
tions among older adults when compared to younger adults (Healthy People 2020,
Internet). Health equity occurs when everyone has the opportunity to be as healthy
as possible. Typically, this occurs by addressing economic and social factors that
contribute to inequality.

Disparities for older adults exist in mortality and illness rates, behavioral risk
factors for disease, environmental hazards, and the social determinants of health
(SDOH). SDOH can include poverty, inadequate housing, structural racism and dis-
crimination, food and housing security, limited education, and exposure to crime
and violence (Adler et al., 2016). The intersections of race and ethnicity, socioeco-
nomic status, geographic location, immigration status, age, sexual orientation, gen-
der, and disability influence SDOH. SDOH contribute to individual and group
differences in life opportunities, stressors, ability to access preventive and curative
care, and quality of care. Thus, it is important to note that gerontological social
work in health disparities and inequities varies considerably due to the diversity
among older adults, including factors related to their biological, behavioral, physi-
cal/built, sociocultural, and healthcare environments.

The National Institute on Minority Health and Health Disparities Research
(NIMHD) (n.d.) framework identifies five domains of influence that impact health
outcomes: biological, behavioral, sociocultural, physical/built, and healthcare envi-
ronments. Nested within each domain are four levels of influence: individual, inter-
personal, community, and societal. In this chapter, we provide a brief review of
gerontological social work literature that includes as many marginalized popula-
tions as possible based on selected components of the NIMHD framework with the
understanding that these domains of influence are inter-related.

Biological The NIMHD Framework calls for an understanding of how biological
vulnerability affects health disparities and health outcomes differences. Genetic
variations between race and ethnic groups are foci of research to understand how
susceptibility to disease may be moderated by these factors among older adults. For
example, Latinos are 1.5 times more likely to have Alzheimer’s disease (AD) and
other dementias as non-Hispanics. African Americans are two times more likely to
be diagnosed with AD than non-Hispanic White older adults (Alzheimer’s
Association, 2018). There are likely biological explanations for these more adverse
outcomes related to health behaviors, sociodemographic status, and community-
level effects. Specifically, cardiovascular disease and diabetes, which are more prev-
alent among African American and Latino individuals, also increase risk for
AD. Further, depression is also more prevalent among Latinos, and depression is a
risk factor for AD (Burke, Maramaldi, Cadet, & Kukull, 2016a, 2016b, 2018).
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Behavioral Among behavioral influences of the NIMHD framework are health
behaviors. Obtaining cancer screenings is an example of a health behavior. Various
psychosocial factors influence cancer-screening behaviors. Maramaldi, Cadet, and
Menon (2012) suggest that more present time-oriented Hispanics were less likely to
participate in colorectal cancer screening initiatives. Cadet (2015) suggests that
breast cancer screenings are positively associated with age and negatively associ-
ated with constraints (perceived barriers to accessing services). Findings from a
study of urban African American men’s screening behaviors also identifies age and
access to yearly primary care visits as positive correlates of prostate cancer screen-
ings, in addition to education level (Mitchell, 2011). Many health behaviors, includ-
ing participating in cancer-screening initiatives, are impacted by older adults’
sociocultural environment, which include socioeconomic status and social support.

Sociocultural Environment Socioeconomic impacts on health and well-being for
low-income older adults are far-reaching and often intersect with racism, ageism,
and ableism to reduce opportunity and access to human services (Anderson,
Richardson, Fields, & Harootyan, 2013). Gerontological social work research has
explored the significance and extent of demographics, including culture (discussed
earlier), literacy, socioeconomic status, and social support in the lives of older
adults. Ozawa and Yeo (2008) report that the economic status of older adults was
associated with disability rates not race/ethnicity. Further, Mexican-American older
adults experience greater disparities in health, the majority of which are explained
by socioeconomic status (Villa, Wallace, Bagdasaryan, & Aranda, 2012).

In terms of health literacy, Liechty (2011) notes that research in this area is lim-
ited and social workers have an opportunity to do more. Findley (2015) reports that
health literacy has been associated with poor health outcomes. Adults 65 and older
are among those with the lowest health literacy levels. Finally, findings from Rust
and Davis (2011) indicate that participants often face barriers to being fully informed
about their health concerns and many did not have adequate financial resources to
access all medications.

Social support and religiosity also predict higher life satisfaction scores for
minority elders (Roh et al., 2015). Increasingly studies investigating the composi-
tion and impact of social support on marginalized older adults’ well-being are
focusing on lesbian, gay, bisexual, and transgender (LGBT) communities. Early
research notes that participants’ abilities to be open about sexual orientation
increased social support satisfaction levels (Grossman, D’Augelli, &
Hershberger, 2000).

Physical/Built Environment Physical or built environments (homes, buildings,
streets, open spaces, and transportation infrastructure) affect older adults’ daily
functioning and behavioral choices. Sidewalks, bike paths, and parks in safe neigh-
borhoods increase options for physical exercise, which reduces risk for multiple
chronic illnesses, including cardiovascular disease, diabetes, and certain cancers
(Centers for Disease Control and Prevention, 2011). Urban or rural settings and
transportation access may impact whether older adults have adequate socialization
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or are isolated and lonely and whether they make medical or behavioral health
appointments. Older adults often seek to age in place and live in their own homes.
However, the home environment is typically not appropriate to support their physi-
cal needs based on declines in functional capacity (Greenfield, 2012). The lack of
home modifications to accommodate the physical needs of older adults may influ-
ence whether older adults remain living safely in the communities.

Healthcare Environment Researchers report obstacles to health equity based on
racial and ethnic group. Findings from Lai and Chau (2007) indicate poorer health
and mental health outcomes are associated with cultural and language barriers. Choi
(2015) reports that non-citizens are less satisfied overall with their healthcare and
have more difficulty accessing certain types of care. Considerable evidence exists to
demonstrate the health disparities and inequities that exist for older adults from
various marginalized populations. Given this evidence, there is a need for the devel-
opment, implementation, and testing of scalable interventions to address health
disparities.

Case Presentation

Maria is a 68-year-old Hispanic woman who identifies as Mexican-American. She
is a widow and has lived alone for the past 8 years in a first floor apartment. Her
husband died 8 years ago from a stroke due to obesity. She does not have any chil-
dren. She has a cousin who sees her once a week to bring her to church. Going to
church and interacting with the church community is important to Maria although
she is not particularly close to anyone in the congregation. She has limited financial
support. She receives a small pension from her husband’s employment as a banker
at a local branch. Maria stopped working as a homemaker after her husband died
because she just did not have the energy to leave the house. She was very distraught
after her husband’s death. She said, “He was everything and all that I had.” Maria
worked as a homemaker because she had just completed 8th grade when she emi-
grated from Mexico to the United States with her family.

She decided to go to the community health center (CHC) in her town after “feel-
ing funny.” She is skeptical and hesitant about the healthcare system. She has heard
horror stories about other people’s experiences with doctors and at the hospital. She
has this saying, “I might get the doctor who graduated last in their class or last in
their internship.” She has heard that the doctors do not treat older adults well. She
frequently expresses that she has heard “they talk to them as if they are machines.”
But, she “feels funny,” so she decides to go to the CHC. Maria does not have health
insurance. She “heard” this CHC would see her without any questions.

Maria is immediately overwhelmed when she enters the CHC. She sits in the
nearest chair because she is out of breath. Maria is also obese so walking from the
taxicab has made her tired. While she can speak English, it is easier for her to talk
and read in Spanish. Once Maria is in a clinic room, she explains that she has not
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been to see a doctor in years. She explains that she has not had any signs of being
sick so she must be healthy. She meets with a physician who explains that her blood
pressure is high (150/90); at 5’4" she is obese (weight: 210); her cholesterol is high
(302); and she has not had any recommended cancer screenings. Maria does not
understand why the physician is telling her all of this. She came because she is
“feeling funny.” Her physician says that this feeling is just “part of the normal aging
process.” She leaves the CHC.

Over the next several weeks, Maria continues to “feel funny.” She is also having
a harder time walking around the house and dressing herself. She is also now expe-
riencing pain in her breasts. Maria decides to return to the CHC. This time she asks
to speak with someone other than the physician she saw last time. She meets with a
clinician who asks her why she came to the health center. She explains that she is
“feeling funny” and it is interfering with her functional abilities. She also has pain
in her breasts, she says quietly. Maria is aggravated and dazed by the whole
experience.

Assessment and Intervention

Because the older adult population compared to their younger counterparts are more
likely to have a higher prevalence of chronic diseases, physical disabilities, mental
illnesses, and other co-morbidities (Boutayeb & Boutayeb, 2005), a comprehensive
assessment that accounts for the person-in-environment and uses a strengths-based
perspective is necessary. In addition, assessments should value interprofessional,
team-based, person-centered care in community-based and institutional settings
where older adults may live, work, and play. These perspectives provide social
workers with the foundation to engage older adults and their families, assess their
care needs, and develop care plans to meet those needs. Further, these perspectives
contribute to conducting a biopsychosocial assessment for older adults and identify-
ing potential disparities and inequities.

The biopsychosocial framework for older adults, which is similar to the NIMHD
framework, includes seven domains (Christ & Diwan, n.d.):

1. Physical well-being and health assessment can include overall health status,
presence of pain, nutritional status, fall risk, incontinence, sleep, substance use,
and misuse, oral health, vision, and hearing. For example, poor nutrition habits
may contribute to Maria’s obesity, which affects her overall health status;

2. Psychological well-being and mental health assessment includes, but is not lim-
ited to, screening for depression, anxiety, and dementia. These areas are fre-
quently not diagnosed, underdiagnosed, or misdiagnosed because presenting
symptoms are attributed to the physical health problems of the older adults and
stereotypical beliefs that aging is associated with increased negative psychologi-
cal effects. For example, Maria may be experiencing depression as evidenced by
her “feeling tired”” and “overwhelmed” when she is at the CHC.
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3. Cognitive capacity assessment includes screening for normal, gradual decline in
memory and/or progressive, irreversible, global deterioration related to
Alzheimer’s disease. It is important to note behavioral symptoms, such as agita-
tion and sleep disturbance. For example, Maria is experiencing agitation;

4. Functional ability assessment measures an older adult’s ability to perform vari-
ous activities of daily living (ADLs) and instrumental activities of daily living
(IADLs). ADLs include dressing, bathing, eating, grooming, toileting, transfer-
ring from bed or chair, mobility, and continence. IADLSs include cooking, clean-
ing, shopping, money management, use of transportation, telephone use, and
medication administration. Given Maria’s weight, it will be important to assess
these areas;

5. Social functioning assessment includes an older adult’s social supports and
social networks. These include relationships with family members and friends
and social activities. For Maria, understanding whom else may be in her life
other than church and her cousin will be important;

6. Physical environment assessment includes examining the condition of lighting
and flooring with particular attention to obstacles or possible hazards for falling
(i.e., scatter rugs, extension cords), bathing and toileting appliances with particu-
lar attention to a possible need for assistive devices (i.e., handheld shower, tub
seat), heating and cooling appliances, access to rooms in the home, and access to
the house from the outside. For example, Maria has lived alone for the past 8
years and her home may not be safe; and,

7. Caregivers’ function assessment examines the level of strain caregivers may be
experiencing. Perhaps, Maria’s cousin is experiencing caregiver strain, which is
why she only sees Maria once a week. Assessing both objective and subjective
aspects of caregiver strain provides a more comprehensive understanding of
caregivers’ needs. An objective assessment includes areas such as financial and
family concerns and cultural beliefs and practices. Subjective assessment
includes caregivers’ perceptions of their caregiving situation.

The domains in the biopsychosocial framework are similar to the domains
assessed in comprehensive geriatric assessment (CGA) (Welsh, Gordon, &
Gladman, 2014). CGA is a systematic assessment of older adults by an interdisci-
plinary team of health professionals (including social workers) and consists of six
core components: data gathering, team discussion, development of a treatment plan,
and implementation of a treatment plan, with monitoring and revision as needed.
Evidence-based assessment tools for older adult populations include but are not
limited to the following: LEIPAD, which assesses the domains of physical, social,
and cognitive function, finances, spirituality, environmental domains, and sexuality
(De Leo, Diestra, Lonngvist, Cleirin, & Frisoni, 1998); Medical Outcomes Study
Short-Form Survey, which measures physical health, mental health, and social
domains (Stewart et al., 1992); and World Health Organization Quality of Life-
BREF, which assesses physical health, mental health, and social and environmental
domains. This assessment tool is noted for its cross-cultural competency (Saxena,
O’Connell, & Underwood, 2002).
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Several assessment tools would be appropriate for use with Maria. To ensure that
Maria understands her possible conditions, accounting for her possible cultural
beliefs, such as fatalism (Powe & Finnie, 2003), medical mistrust (Rose, Peters,
Shea, & Armstrong, 2004), and power distance (Hofstede, 2001) using assessment
tools is important. Further, assessing the health literacy level for Maria using a
scale, such as the Brief Health Literacy Screen, is critical to providing patient-
focused care. To measure possible depressive symptoms, the Center for
Epidemiologic Studies Depression scale is commonly used to detect symptoms in
older diverse adults (Long Foley, Reed, Mutran, & DeVellis, 2002). To assess cogni-
tive function, the Montreal Cognitive Assessment (MoCA) is a widely used tool
(Smith, Gildeh, & Holmes, 2007). To assess Maria’s functional ability, the Katz
Activities of Daily Living Scale (Katz, Ford, Moskowitz, Jackson, & Jaffe, 1963)
and IADL scale (Lawton & Brody, 1969) is appropriate. To assess for Maria’s social
functioning, the Norbeck Social Support Questionnaire (Gallo, Fulmer, Paveza, &
Reichel, 2000) is appropriate.

The importance of providing culturally appropriate assessments cannot be over-
stated. While some assessment tools that might be appropriate for Maria have been
previously identified, not every assessment tool accounts for psychosocial or socio-
cultural considerations of diverse populations who often experience health dispari-
ties and inequities. Because assessment is both a process and a product, it is an
intervention in and of itself. Using social work skills, such as establishing rapport,
genuineness, acceptance, empathy, and active listening, is one of the ways of engag-
ing older adults. Therefore, utilizing questions that are culturally competent and
designed in a way that an older adult, such as Maria, can understand is the first step.

In general, interventions used with older adults should be grounded in individu-
alized assessment. These interventions include: (1) psychoeducation about the
aging process and common illnesses that occur in older adulthood; (2) information
about community resources for older adults and their families; (3) assistance with
applying for services and benefits, such as income related and health insurance ben-
efits (i.e., Medicaid, food stamps, etc.); (4) arrangement of transportation to get to
medical appointments; (5) provision of support or identification of possible addi-
tional sources of support; (6) assessment of the fit between the older person’s capa-
bilities and their home environment; (7) decisional support tools to understand the
risks and benefits of specific interventions related to cancer screening and medica-
tions; and (8) care coordination. Maria could benefit from several of these interven-
tions, including nutritional psychoeducation regarding obesity, application for
Medicaid since she has no health insurance, medical transportation, and culturally
competent care coordination.

A particularly relevant aspect of closing the health gap is the consideration that
older adults have both non-medical and medical needs that can be barriers or facili-
tators to positive health outcomes. A thorough CGA can identify these needs.
Several social work led interventions include screening and interventions for medi-
cal and non-medical needs for older adults. They include the Geriatric Resources for
Assessment and Care of Elders (GRACE) (Counsell, Callahan, Buttar, Clark, &
Frank, 2006), Programs of All-Inclusive Care for the Elderly (PACE) (Eng, Pedulla,
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Eleazer, McCann, & Fox, 1997), and the Ambulatory Integration of the Medical and
Social (AIMS) model (Rowe et al., 2016). Findings from studies of these models
suggest that they can improve health and healthcare utilization outcomes. For exam-
ple, Maria would likely benefit from AIMS, a care management model provided by
social workers in primary care.

Future Steps: Research, Policy, and Practice

The intersection of policy, practice, and research cannot be overstated. Evidence-
based strategies implemented in practice provide a foundation for developing or
changing policy. Within the NIMHD framework presented earlier, we offer some
examples of population research that gerontological social workers should consider
followed by a discussion of policy with suggestions for advocacy to close the health
gap. Finally, we will provide further suggestions about practice interventions,
including GRACE, PACE, and AIMS.

Research Within the biological domain, we discussed Alzheimer’s disease (AD).
Apolipoprotein E (APOE) 4 is a susceptibility gene most commonly known as a risk
factor for AD with alleles expressed as €2, €3, and e4 (Ashford, 2004). These allelic
frequencies vary across populations worldwide (Eisenberg, Kuzawa, & Hayes,
2010), which makes APOE a particularly relevant target for health disparities inves-
tigations. Given the increased risk of AD in older African Americans, there are
limited investigations examining the association between APOE and aging among
minority individuals of advanced age. Research that addresses cultural and ethnic
differences in AD will be important to contributions to reducing health disparities
and increasing inequities. Social workers should have a basic understanding of this
biological research and continue to advocate for research that can reduce health
disparities and inequities.

While there are a number of descriptive investigations examining the behavioral
domain that also include the sociocultural environment of the NIMHD framework,
limited evidence-based social work interventions designed to improve the screening
behaviors of older diverse adults exist. Increasingly, decision supports are interven-
tions considered for cancer screening and other healthcare treatments. Current deci-
sion supports are often designed for high health literacy adults and older adults
(McCaffery et al., 2013). Future research needs to incorporate the perspectives of
low health literate adults to modify and/or develop new decision tools so that all
populations have access to information to make optimal decisions. Despite the
important role of physical/built environments in the lives of older adults, disparities-
focused gerontological social work research in this domain is limited. Bakk, Cadet,
Lien, and Smalley (2017) examined home modification rates and report that older
Blacks and Hispanics have lower rates of home modification use when compared to
older non-Hispanic Whites. However, much research is still needed to understand
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aging in context. In a special edition of The Gerontologist focusing on older adults
and aging in context, Pruchno (2018) notes that we need a better understanding of
how older people define their neighborhoods, including more research about diverse
aspects of contexts including the built environment, the natural environment, and
the food environment. Finally, in the healthcare domain, research should develop
effective strategies to recruit and enroll diverse older adult participants (National
Institute on Aging, 2018). Overall, research that includes social workers is needed
to address healthcare disparities and health inequities and close the health gap.

Policy A number of policy implications for “Closing the Health Gap” for older
adults exist. Overall, continuing advocacy and community involvement to create
new policies to support access to services, awareness of interventions to increase
overall functioning, and coordinated efforts among disciplines that include social
workers are needed. Specifically, decision support tools are increasingly recognized
as a way to create awareness and the Patient Protection and Affordable Care Act
(PPACA) (2010) includes provisions related to the development of decision support
(O’Malley, Carrier, Docteur, Schmerling, & Rich, 2011). Findings from studies of
interventions, including the Geriatric Resources for Assessment and Care of Elders
(GRACE) (Counsell et al., 2006), Programs of All-Inclusive Care for the Elderly
(PACE) (Eng et al., 1997), and the Ambulatory Integration of the Medical and Social
(AIMS) model (Rowe et al., 2016), suggest that these interventions are effective in
addressing social care needs in the healthcare delivery system. This evidence can be
used to advocate for the reimbursement of care management services by social
workers in both fee-for-service and value-based services environments. Changes in
health policy over the last decade (i.e., PPACA, 2010) also provide promising routes
for the reimbursement of care management services by social workers (Rowe et al.,
in press).

Practice A number of health disparities affecting older adults and older diverse
adults exist, and there are many interventions designed to help them. Shier and
colleagues (2013) identify non-medical needs as the major barriers to meeting the
medical needs of older adults. As discussed earlier, the AIMS model (see Rizzo,
Rowe, Shier Kricke, Krajci, & Golden, 2016 for full description of AIMS model)
is a promising intervention that utilizes social workers in primary care to address
the social care needs of older adults. In a retrospective study, Rowe and colleagues
(2016) report that AIMS has a positive and significant impact on healthcare utili-
zation (emergency department visits, hospitalizations, and hospital readmissions).
In a more recent study in which 88% of the participants were non-white, Rizzo
and colleagues (2019) report that AIMS reduced symptoms of depression as well
as health risk 6-months post-intervention. Documentation of social work activities
and skills in the AIMS model, and other similar models, is critically necessary to
advocate for the inclusion of social workers as members of interprofessional
teams addressing the non-medical and medical needs of older adults to close the
health gap.
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Conclusion

Health disparities and health inequities are pervasive social and public health con-
cerns associated with the social determinants of health. As evidenced by the current
research, social workers have the skills necessary to address the social determinants
of health that create barriers for older adults and contribute to the health gap. As a
profession, social work is well positioned to continue to advance the health equity
agenda in research, policy, and practice in collaboration with other disciplines as
part of the “Close the Health Gap” grand challenge.

Discussion Questions

1. How would you explain the possible issues that exist for Maria in terms of
patient-provider communication? What assessment questions would be
appropriate? What might be some possible interventions? What are the
policy barriers?

2. Why do you think some populations seem to have access and awareness to
some information and others do not?

3. What is the connection between non-medical (psychological, social, other)
and medical needs in prompting health equity?

4. If you had to pick a particular chronic illness that research has shown evi-
dence of inequities across diverse older adult groups, what specific assess-
ment questions and interventions might you consider.
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