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Abstract: While the traditional comprehensive geriatric assessment provides valuable information
essential to caring for older adults, it often falls short in multicultural immigrant populations.
The number of foreign-born older adults is growing, and in some regions of the United States of
America (U.S.), they encompass a significant portion of the older adult population. To ensure we
are caring for this culturally diverse population adequately, we need to develop a more culturally
competent comprehensive geriatric assessment. In this review, we explore ways in which to do
this, address areas unique to multicultural immigrant populations, and identify limitations of the
current assessment tools when applied to these populations. In order to be more culturally sensitive,
we should incorporate the concepts of ethnogeriatrics into a comprehensive geriatric assessment,
by addressing topics like healthcare disparities, language barriers, health literacy, acculturation level,
and culturally defined beliefs. Additionally, we must be sensitive to the limitations of our current
assessment tools and consider how we can expand our assessment toolkit to address these limitations.
We discuss the limitations in cognitive screening tests, delirium assessments, functional and mental
health assessments, advance care planning, and elder abuse.
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1. Introduction: Geriatric Assessment in Multicultural Immigrant Populations

The comprehensive geriatric assessment has proven to be a valuable tool to address the health and
wellness of the older adult population. However, geriatric assessment tools were developed within
Western biomedical models that may not apply to all subpopulations of older adults in the United
States of America (U.S.). In this paper, we seek to review and recommend best practices on approaching
geriatric assessment in a multicultural immigrant population. We explore the challenges that need to
be considered for the geriatric assessment in a multicultural immigrant population, the evidence that
highlights the inadequacy of our current assessment, and some potential solutions to improve our
geriatric assessments.

In 2001, the Institute of Medicine published “Retooling for an Aging America,” describing the
need for a health care workforce that can address the diversity of the aging population in the U.S. and
suggesting that the health of individuals depends on more than just their vital signs, laboratory tests,
or physical examinations; individual health is influenced by culture, language, national origin, religion,
education, income and assets, level of acculturation, and more [1]. Addressing these issues requires
that policy-makers and health care providers be familiar with the individual patient’s health beliefs,
risk for diseases, family systems, access to care, and dependency on adult children.

The U.S. population encompasses approximately 50 million immigrants, and census data suggest
that 15% of adults 60 years and older are foreign-born [2]. This population is expected to increase;
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the proportion of foreign-born older adults in 2030 is estimated to be 25%, increasing to 35% by 2050 [3].
The foreign-born population is not geographically uniform. In California, foreign-born older adults
comprise more than a third of the older adult population; in Los Angeles County, this population
approaches 50%. A more culturally sensitive approach to geriatrics is particularly important in
these communities.

Undocumented older adult immigrants have additional needs, and this population is expected
to grow rapidly over the next 15 years. Eleven million immigrants in the U.S. are undocumented,
of which 10% are currently older than 55. Undocumented older adult immigrants face additional
challenges beyond serious chronic health issues, including cognitive disorders and physical injuries
with functional impairment. They may work and pay into Social Security and Medicare, yet are unable
to claim these benefits as they age due to their undocumented status. They often have poor access
to health care and do not receive primary preventive care, which results in more expensive care [3].
Furthermore, they are also at increased risk for elder abuse; their immigration status and fear of
deportation is a vulnerability that can be exploited [4,5].

2. Challenges to the Geriatric Evaluation in a Multicultural Immigrant Population

While cross-cultural health care has been taught in health professions training programs since
the 1970s, it was not until the 1990s that it was adapted to geriatric training programs. Around that
time, the term “ethnogeriatrics” emerged and was defined as culturally competent health care for
older adults [6]. A curricular framework for multicultural geriatric care was created and intended
to be adaptable to various academic programs. The curriculum includes, for example, the effects of
health care disparities, language, health literacy, acculturation level, and culturally defined beliefs [7].
Each of these aspects can have effects on the patient’s health directly but can also affect the provider’s
assessment in areas of cognition, mood, and function. The topics of ethnogeriatrics are not typically
included in the traditional comprehensive geriatric assessment, and yet are necessary to adequately
care for immigrant older adult populations.

In addition, we also need better assessment instruments. The traditional comprehensive geriatric
assessment tools have infrequently been validated in a multicultural immigrant geriatric population
and, therefore, limit the provider’s ability to achieve high-quality multicultural care. For instance,
cognitive tests are not validated for all languages, and most are not validated for populations with no
formal education [8–10]. If an assessment tool has been studied in one ethnic group, it may not be
applicable to a multicultural immigrant population as a whole.

In Table 1, we summarize an approach to geriatric immigrant multicultural assessment and
identify gaps that are opportunities for improvement. Gaps range widely depending on the existing
literature. Several elements require the development of new assessment tools, others have existing
tools that may need further validation in immigrant populations, and some need further downstream
development and validation of interventions that improve outcomes in these populations.

2.1. Health Care Disparities

Health care disparities are differences in health and health care among population groups. Health
disparities and delayed health care among older adults have been found to be negatively associated
with both self-reported health and mental health status. For example, population studies have found
that foreign-born Asians and Latinos have the poorest self-reported health and mental health [11].

Due to the dramatic disparities in a multicultural immigrant population, the geriatric assessment
should include an evaluation of which health conditions were delayed in diagnosis and treatment.
For example, newly diagnosed diabetes needs to be treated, as well as the sequelae of delayed diagnosis,
such as visual loss from diabetic retinopathy or diabetic kidney disease.
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Table 1. Elements of a Multicultural Geriatric Assessment.

Multicultural Assessment Domain Suggested Assessment Tools or Approach Future Directions

1. Baseline Preventive Care Determine prior access to medical care, vaccination
status, cancer screening history

Develop consensus guidelines on approach to
vaccination assessment, cancer screening in older adult

immigrant populations

2. Chronic Conditions Determine if diagnosis was delayed and address
sequelae of untreated illness

3. Language Determine literacy level and preferred language

4. Communication Barriers Screen for cognitive, hearing, and visual impairment Develop hearing loss screening assessment that can be
used with an interpreter

5. Health Literacy Determine education level, print literacy,
use teach-back method

Enhance low-literacy patient education in multiple
languages. Develop and validate training for

Community Health Workers (CHWs) on health coaching
in older adult immigrant populations.

6. Acculturation Level Assess self-reported health
Conduct longitudinal studies of self-reported health in

older adult immigrants and correlate with
health outcomes

Traditional Geriatric Assessment Domain Suggested Assessment Tools or Approach Future Directions

1. Cognitive Rowland Universal Dementia Assessment Scale
(RUDAS)

Validate RUDAS in more subpopulations. Develop new
low-literacy cognitive screening tools.

2. Delirium Vigilance testing (e.g., A test), CAM-ICU in
preferred language

Develop delirium screening tools for use
with interpreters.

3. Mental Health Geriatric Depression Scale (GDS)
Modify existing tools or develop new culturally specific
depression screening tools. Further evaluate outcomes

with treatment of depression.

4. Functional Evaluation

Assess the application of change in basic and
instrumental activities of daily living, determine cultural

expectations for Activities of Daily Living (ADLs) for
older adults

Modify existing functional assessment tools to be
culturally specific.

5. Advance Care Planning and
Decision-Making

Determine culturally defined beliefs regarding health
and symptomatology, information sharing, and

preferred decision-maker

Further studies are needed on advance care planning in
older adult immigrant populations.

6. Elder Abuse and Mistreatment Determine immigration status (or ask if patient is willing
to share documentation status) Develop culturally sensitive and brief screening tools
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Completion of preventive health care, such as vaccinations and cancer screening, is low in the
immigrant older adult population [12]. Evidence-based guidelines do not address how to approach
cancer screening in older adults who have passed the age of screening but who have not completed
prior screenings. For example, do you screen for breast cancer in a 70-year-old woman with no prior
breast cancer screenings?

2.2. Language

The geriatric assessment should include identifying the preferred language of the patient and
strategies for addressing communication barriers.

Language barriers are an added complexity for a medical visit in any age group. While medical
interpreters or telephone-based interpreter services are frequently utilized and mandated by The
National Enhanced Culturally and Linguistically Appropriate Services Standards (CLAS) [13,14], using
interpreters to communicate is time-consuming and an added challenge in a busy medical setting.

Older adults have additional issues that can make communicating through interpreter services
even more challenging, especially when using phone or video interpreters. Cognitive impairment
and hearing impairment are frequently encountered in older adult populations and require additional
time and patience [15]. If patients cannot hear the phone interpreter because of hearing impairment
or do not understand how to use the interpreter because of cognitive impairment, family members
are often relied upon to help with communicating with the patient. Although there may not be good
alternatives, it is important to understand that this comes with risks. If family members do not speak
English, a message will be repeated multiple times with a provider speaking to the interpreter who
then speaks to the family member who then speaks to the patient. Alternatively, when family members
do speak English, they often do not interpret directly but try to answer for the patient, resulting in
the patient being removed from the conversation completely. Additionally, when family members
are used to interpret, patients may refrain from discussing details or topics they do not want family
members to know or to worry about. Although it has not been well studied, there is evidence that
language barriers have some effect on patient safety and certainly can play a role in the provider’s
ability to elicit patient symptoms, resulting in diagnostic errors [16].

Repetition using the “teach-back” method may improve information transfer [17]. When obtaining
a history from a patient who does not speak the same language, summary statements and repeating
back can help ensure accurate history-taking. Most interventions improving information transfer
recommend the “teach-back” technique to ensure understanding.

2.3. Health Literacy

Print literacy is the ability to read or write; health literacy is the degree to which individuals can
understand, communicate, and act upon health information. Low health literacy can affect patients’
ability to follow through on a treatment plan, take medications correctly, or even understand what
medical problems they have. Older adults, immigrants, minorities, and individuals with low incomes
are more likely to have low health literacy. However, the inability to read and write or having a low
educational level also contributes to low health literacy. The lack of understanding health information
can theoretically lead to difficulty in engaging in health behaviors, preventative services, and disease
management [18]. Health outcomes that have been measured related to low health literacy showed an
increase in all-cause mortality rate [19] and a continual decline in baseline physical functioning [20].

While screening tools for health literacy exist, they are often impractical for the clinic setting.
The concern for low health literacy is typically uncovered when working with patients directly.
For instance, when discussing what they understand about their medical conditions or even obtaining
a detailed history on whether they know when and which medicine to take can be enlightening.
Documenting the concern for low health literacy can be helpful to communicate with other providers
or specialists caring for the patient, but even more importantly, documenting possible solutions for
addressing low health literacy can assist other providers to more effectively care for the patient [21].
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Unstudied approaches to address health literacy include embedding community health workers
(C.H.W.) in the team caring for the patient, or bringing the patient back for frequent nurse visits to
manage chronic medical conditions such as hypertension and diabetes. When giving instructions
about a treatment plan like how to take a medication, using teach-back methods can be helpful in
ensuring patients understand what is being communicated. Additionally, involving other family
members provides another layer of support.

2.4. Acculturation Level

Acculturation is the dynamic process that commences when an immigrant enters into a new
country and begins to adapt to its culture. The long-term consequences of the acculturation process are
highly variable, difficult to study, and depend on social and personal variables of the society of origin
and the society of settlement [22]. Studies have used different measures of acculturation, including
language proficiency, leading to inconsistencies in the relationship between acculturation and health
outcomes [23]. Self-reported health has a predictive role in clinical outcomes and mortality and is
thought to be a reliable measure for monitoring population health [24]. One systematic review of nine
studies showed an association between acculturation and fair to poor self-related health in non-white
immigrants compared to Caucasians [25]. Longitudinal studies are needed that focus on measurements
of self-related health at the time of immigration and across several years of the acculturation process.

2.5. Culturally Defined Beliefs

Three important culturally influenced beliefs should be assessed: (1) patients’ preferences for
hearing health information and engaging in decision-making, (2) patients’ cultural perception of
illness, and (3) the role of spirituality and religion in patients’ health [26]. Before these assessments,
it is important to identify and respect older adults’ preferences for hearing health information and
making their own health care decisions. For instance, do patients want to hear about illness directly
from the provider or do they prefer that information is given to family first, who then decide what
the patient should know? If the patients do not want to hear information about their illness, then
they should not be their own primary healthcare decision-makers. There needs to be at least one
person who can weigh the risks and benefits of treatments and diagnostic procedures and can therefore
provide informed consent. Determining the appropriate decision-maker and respecting patients’
preferred communication parameters may help avoid communication breakdowns between providers
and families.

Patients’ perceptions of their illness and how they view the presentation of their illness is worth
noting [27,28]. Using patients’ terminology and symptomatology can help bridge communication
barriers. Additionally, understanding the importance of spirituality and religion for patients and how
this shapes their view of their health can also be helpful. Spiritual advisors or native healers in the
healthcare team should be included as appropriate [29,30].

3. Elements of the Geriatric Assessment

Validated tools in the typical assessment have limitations: they often do not account for cultural
differences, language barriers, health literacy, or education level. Using these tools can lead to
misdiagnosis of geriatric syndromes and missed opportunities to help older adults. While all areas
of the geriatric assessment may benefit from a more culturally sensitive approach, in this section,
we address the six main areas for which the most literature exists: cognitive impairment, delirium,
mental health, function, advance care planning, and elder abuse.

3.1. Cognitive Evaluation

The number of immigrants with dementia is expected to rise [31]. Unfortunately, our commonly
used tools for diagnosing dementia are problematic in populations with low English proficiency and
low literacy. Brief cognitive tests are necessary to screen for or confirm a suspected dementia, yet many
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of the tests currently used have been shown to underestimate cognitive abilities in patients with low
English proficiency and low literacy. This leads to an underestimation of the cognitive abilities of the
patient and an overdiagnosis of cognitive impairment or dementia [8]. Other evidence suggests that
using an interpreter for cognitive testing may significantly affect the scores for neuropsychological
testing, further complicating the evaluation [32]. In a review of multiple different cognitive tests for
suspected dementia, investigators found that the Rowland Universal Dementia Assessment Scale
(RUDAS) performed the best in a low-English proficiency and low-literacy population. Furthermore,
when compared to the Mini Mental Status Exam, the RUDAS had more diagnostic accuracy in a memory
clinic population with very low education [33]. Until better information or validated tools specifically
addressing this population become available, we recommend using the RUDAS for screening in
populations with low education levels and with low English proficiency.

3.2. Delirium Evaluation

Additional care must be given for attention testing when evaluating for delirium. While tests
like reciting the months of the year backwards or the days of the week backwards are reasonable
attention tests in English [34], this is not true for all languages. In many languages, days of the week
and months of the year are numbers instead of separate and distinct words. For example, in Chinese,
the days of the week backwards would be 6, 5, 4, and so on; therefore, reciting them backwards is a
fundamentally different task from reciting day names backwards, such as Sunday, Saturday, Friday,
and so on. For languages that do not have distinct words for months or days, using a vigilance test,
such as identifying letters or characters in a series, may be more appropriate. In the A vigilance test,
the patient is instructed to squeeze the provider’s hand when they hear the letter A, then the provider
spells out the phrase “S-A-V-E-A-H-A-A-R-T”. While the Confusion Assessment Method for the
Intensive Care Unit (CAM-ICU) has been translated and validated in multiple languages which can be
found on the Vanderbilt Critical Illness, Brain Dysfunction and Survivorship Center website, most
of these tools are written and validated for a provider who reads and speaks the patient’s primary
language and not necessarily for use with an interpreter [35].

3.3. Mental Health Evaluation

There are known disparities in adequate provider recognition of mental health issues due
to language differences, health literacy barriers, and culturally specific presentations of distress.
Furthermore, trained interpreters—even medical interpreters—may not be able to identify and
interpret mental health issues during a geriatric evaluation. The level of acculturation and culturally
defined beliefs can influence the mental health evaluation of a geriatric assessment [36].

There is a known gap in the literature about primary care-based depression screening for patients
with limited English proficiency, best documented in the Spanish-speaking population. None of the
used tests were found to be superior, however, fair evidence showed that the Geriatric Depression Scale
(GDS) performed best in this population [37,38]. In addition to screening for depression, there is limited
research on depression in older adult immigrants. Out of 80,000 studies looking at depression in the
immigrant population, only 19 included older adults. Most of these studies did not mention cultural
adaptations and its relationship to the presentation of depression. None of the studies examined
the role of cultural background and patients’ experience of anxiety or depression. In a collaborative
care program of geriatric Latino immigrants, patients used a variety of idioms to describe their
experiences with depression, potentially making screening more difficult in this population; bilingual
psychotherapists provided the best environment to express patients’ emotions and find solutions to
problems [39]. While this may be the best solution in a multicultural immigrant population, this is not
always available.
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3.4. Functional Evaluation

Culturally based functional assessments methods assume familiarity with Western-centric
culture. There is a tendency to overclassify impairments in immigrants. Also, not addressed in
the Western-centric functional status evaluation are the unique gender and family roles that each
culture brings to the functional evaluation [40]. For example, often times, adult children who sponsor
their immigrant parents take over instrumental activities of daily living such as financial management,
transportation, and shopping. Clinicians inadvertently judge this as a functional impairment. While
there are more detailed ways to evaluate function such as the Clinical Dementia Rating [41], they take
much longer to administer and are not practical in a clinical setting. Specific scales of function exist for
many different cultures, for example, the Everyday Abilities Scale for India [42]. However, it is not
practical for providers to know what individual assessment is appropriate for each culture they may
be caring for, and this also makes functional assessments less generalizable and difficult to study.

3.5. Advance Care Planning and Decision-Making

Other important evaluations in the geriatric comprehensive assessment, which requires a more
unique approach in a multicultural immigrant population, include beliefs on the use of advance
directives, health care decision-making, disclosure and consent, gender issues, and issues related to the
end of life [43]. Some cultures favor family- and community-centered health care decision-making
over autonomy. Some people believe that bad news hastens death and therefore prefer very little
information over truth telling. Some cultures value struggle at the end of life over comfort. This is an
area that would benefit from further research.

3.6. Elder Abuse

Elder abuse and self-neglect are particularly troubling problems for older adults. National studies
report a prevalence of 1 in 10 older adults experiencing abuse [44]. These numbers are even higher
among minority populations, with one study in a Latino Spanish-speaking community of Los Angeles
reporting a prevalence of elder abuse as high as 40% [4]. The use of Spanish-speaking “promotores” in
this study, who were surveyors from the community and spoke the language of the study participants,
was one of the hypothesized explanations for such high reported rates of elder abuse. The participants
may have felt more comfortable disclosing sensitive information to someone whom they felt understood
their own culture. This underscores how crucial it is for providers to be culturally sensitive if we are to
have any chance at identifying abuse in these populations. Additionally, it is important to recognize
that for undocumented immigrant populations, the fear of retaliation or deportation is a barrier for
patients to report abuse.

4. Conclusions

In summary, there is a growing need for a more culturally sensitive comprehensive geriatric
assessment in order to adequately address the complex social and cultural needs of immigrant
older adults. Multicultural geriatric immigrant populations have unique circumstances that can
have significant effects on their overall health and wellbeing and are typically not assessed with
the traditional comprehensive geriatric assessment. Table 1 summarizes a rubric for best practices
in a geriatric immigrant multicultural assessment and identifies gaps in the existing approaches.
There is a need for further research and development of assessment tools that can be applied to a
multicultural population.
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