AGING HEALTH DISPARITIES IN THE US

AGING HEALTH DISPARITIES IN THE US IS A COMPLEX AND CRITICAL ISSUE THAT PROFOUNDLY IMPACTS THE WELL-BEING AND
QUALITY OF LIFE FOR MILLIONS OF OLDER ADULTS ACROSS THE NATION. THIS PERVASIVE PROBLEM MANIFESTS AS UNEQUAL
ACCESS TO HEALTHCARE, DIFFERENTIAL HEALTH OUTCOMES, AND VARYING LIFE EXPECTANCIES BASED ON FACTORS LIKE RACE,
ETHNICITY, SOCIOECONOMIC STATUS, GEOGRAPHIC LOCATION, AND SEXUAL ORIENTATION. (UNDERSTANDING THE ROOT CAUSES
AND MULTIFACETED DIMENSIONS OF THESE DISPARITIES IS PARAMOUNT TO DEVELOPING EFFECTIVE INTERVENTIONS AND FOSTERING
A MORE EQUITABLE FUTURE FOR OUR AGING POPULATION. THIS ARTICLE DELVES INTO THE SYSTEMIC INEQUITIES, EXPLORES THE
SPECIFIC GROUPS MOST AFFECTED, EXAMINES THE CONTRIBUTING SOCIAL DETERMINANTS OF HEALTH, AND DISCUSSES POTENTIAL
PATHWAYS TOWARD MITIGATION AND ERADICATION. WE WILL INVESTIGATE HOW HISTORICAL INJUSTICES AND ONGOING
SOCIETAL STRUCTURES CREATE SIGNIFICANT BARRIERS TO HEALTHY AGING FOR MANY, LEADING TO PREVENTABLE SUFFERING AND
REDUCED VITALITY.
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UNDERSTANDING AGING HEALTH DISPARITIES IN THE US

AGING HEALTH DISPARITIES IN THE US REPRESENT A DEEPLY ENTRENCHED CHALLENGE, INDICATING THAT NOT ALL OLDER ADULTS
EXPERIENCE THE SAME LEVEL OF HEALTH OR HAVE EQUAL ACCESS TO QUALITY CARE. THESE DISPARITIES ARE NOT RANDOM;,
THEY ARE SYSTEMATICALLY LINKED TO AN INDIVIDUAL'S BACKGROUND AND THE COMMUNITIES THEY INHABIT. \WHEN WE TALK
ABOUT DISPARITIES, WE'RE REFERRING TO THE PREVENTABLE DIFFERENCES IN THE BURDEN OF DISEASE, INJURY, VIOLENCE, OR
OPPORTUNITIES TO ACHIEVE OPTIMAL HEALTH THAT ARE EXPERIENCED BY SOCIALLY DISADVANTAGED POPULATIONS. FOR OLDER
ADULTS, THESE DIFFERENCES CAN TRANSLATE INTO POORER CHRONIC DISEASE MANAGEMENT, HIGHER RATES OF DISABILITY, AND A
DIMINISHED CAPACITY TO ENJOY THEIR LATER YEARS.

THE PHENOMENON IS DRIVEN BY A CONFLUENCE OF FACTORS, OFTEN BEGINNING LONG BEFORE AN INDIVIDUAL REACHES OLD AGE.
EARLY LIFE EXPERIENCES, CUMULATIVE EXPOSURE TO STRESS, AND LIFELONG ACCESS TO RESOURCES ALL PLAY A ROLE. THE
AGING PROCESS ITSELF CAN EXACERBATE EXISTING VULNERABILITIES, AND WITHOUT TARGETED EFFORTS TO ADDRESS THESE
INEQUITIES, THEY ARE LIKELY TO PERSIST AND EVEN WIDEN. IT°S A CRITICAL PUBLIC HEALTH CONCERN THAT DEMANDS OUR
ATTENTION AND COLLECTIVE ACTION TO ENSURE THAT AGING IS SYNONYMOUS WITH DIGNITY AND WELL-BEING FOR EVERYONE,
REGARDLESS OF THEIR CIRCUMSTANCES.

Key DeMOGRAPHICS AFFECTED BY HEALTH DISPARITIES

SEVERAL DEMOGRAPHIC GROUPS DISPROPORTIONATELY BEAR THE BRUNT OF AGING HEALTH DISPARITIES IN THE US. THESE
INEQUITIES ARE OFTEN INTERSECTIONAL, MEANING INDIVIDUALS BELONGING TO MULTIPLE MARGINALIZED GROUPS CAN FACE
COMPOUNDED CHALLENGES. |T'S CRUCIAL TO RECOGNIZE THESE SPECIFIC POPULATIONS TO TAILOR INTERVENTIONS EFFECTIVELY.

RACIAL AND ETHNIC MINORITIES

OLDER ADULTS FROM RACIAL AND ETHNIC MINORITY GROUPS, PARTICULARLY BLACK, HISPANIC, AND INDIGENOUS COMMUNITIES,
CONSISTENTLY FACE SIGNIFICANT HEALTH DISADVANTAGES. THESE DISPARITIES ARE ROOTED IN HISTORICAL INJUSTICES,
SYSTEMIC RACISM, AND ONGOING DISCRIMINATION THAT HAVE LIMITED ACCESS TO EDUCATION, EMPLOYMENT , HOUSING, AND



QUALITY HEALTHCARE FOR GENERATIONS. FOR INSTANCE, BLACK SENIORS OFTEN HAVE HIGHER RATES OF CHRONIC CONDITIONS
LIKE DIABETES, HYPERTENSION, AND HEART DISEASE COMPARED TO THEIR WHITE COUNTERPARTS, CONTRIBUTING TO SHORTER LIFE
EXPECTANCIES AND INCREASED DISABILITY.

THESE DISPARITIES ARE NOT SIMPLY ABOUT BIOLOGICAL DIFFERENCES; THEY ARE ABOUT THE LIVED EXPERIENCES SHAPED BY
SOCIETAL STRUCTURES. SUBTLE AND OVERT FORMS OF DISCRIMINATION IN HEALTHCARE SETTINGS CAN LEAD TO DISTRUST,
POORER PATIENT-PROVIDER COMMUNICATION, AND A RELUCTANCE TO SEEK NECESSARY MEDICAL ATTENTION. FURTHERMORE,
LIMITED ACCESS TO CULTURALLY COMPETENT CARE CAN MEAN THAT THE SPECIFIC HEALTH NEEDS AND BELIEFS OF THESE
COMMUNITIES ARE NOT ADEQUATELY ADDRESSED, EXACERBATING EXISTING HEALTH ISSUES.

Low-INCOME AND SOCIOECONOMICALLY DISADVANTAGED OLDER ADULTS

POVERTY AND LOW SOCIOECONOMIC STATUS ARE POWERFUL PREDICTORS OF POORER HEALTH OUTCOMES IN OLDER AGE.
INDIVIDUALS WITH LIMITED FINANCIAL RESOURCES OFTEN STRUGGLE TO AFFORD NUTRITIOUS FOOD, SAFE HOUSING, AND
ESSENTIAL MEDICATIONS. THE STRESS ASSOCIATED WITH FINANCIAL INSECURITY CAN ALSO TAKE A SIGNIFICANT TOLL ON
PHYSICAL AND MENTAL HEALTH, CONTRIBUTING TO CONDITIONS LIKE ANXIETY, DEPRESSION, AND CARDIOVASCULAR DISEASE.

ACCESS TO HEALTH INSURANCE AND QUALITY HEALTHCARE SERVICES CAN BE A MAJOR HURDLE FOR LOW-INCOME SENIORS. EVEN
WITH MEDICARE, OUT-OF-POCKET COSTS FOR PRESCRIPTIONS, DOCTOR'S VISITS, AND SPECIALIZED CARE CAN BE PROHIBITIVE.
THIS OFTEN LEADS TO DELAYED OR FOREGONE MEDICAL TREATMENT, ALLOWING MANAGEABLE CONDITIONS TO BECOME MORE
SEVERE AND CHRONIC. THE CUMULATIVE EFFECT OF DECADES OF ECONOMIC DISADVANTAGE CREATES A SIGNIFICANT HEALTH
DEFICIT AS INDIVIDUALS AGE.

RURAL POPULATIONS

OLDER ADULTS RESIDING IN RURAL AREAS OFTEN FACE UNIQUE CHALLENGES RELATED TO HEALTHCARE ACCESS. | HESE
COMMUNITIES TYPICALLY HAVE FEWER HEALTHCARE PROVIDERS, PARTICULARLY SPECIALISTS, AND LONGER TRAVEL DISTANCES
TO REACH MEDICAL FACILITIES. THIS SCARCITY OF RESOURCES CAN LEAD TO DELAYS IN DIAGNOSIS AND TREATMENT, AS WELL
AS DIFFICULTIES IN MANAGING CHRONIC CONDITIONS THAT REQUIRE REGULAR MEDICAL ATTENTION.

BEYOND THE PHYSICAL DISTANCE, RURAL AREAS MAY ALSO LACK ROBUST PUBLIC TRANSPORTATION OPTIONS, MAKING IT
HARDER FOR SENIORS TO ATTEND APPOINTMENTS OR ACCESS PHARMACIES. THE ECONOMIC VITALITY OF RURAL COMMUNITIES
CAN ALSO BE A FACTOR, WITH LIMITED JOB OPPORTUNITIES AND LOWER AVERAGE INCOMES POTENTIALLY MIRRORING SOME OF
THE CHALLENGES FACED BY LOW-INCOME POPULATIONS. THIS GEOGRAPHICAL ISOLATION COMPOUNDS OTHER DISADVANTAGES,
CREATING A DISTINCT SET OF BARRIERS TO HEALTHY AGING.

LGBTQ+ OLDER ADULTS

Tre LGBTQ+ (LeselaN, GAY, BISEXUAL, TRANSGENDER, QUEER, AND OTHERS) COMMUNITY, INCLUDING ITS AGING MEMBERS,
FACES SPECIFIC HEALTH DISPARITIES ROOTED IN HISTORICAL DISCRIMINATION, STIGMA, AND LACK OF SOCIAL SUPPORT. MANY
oLDER LGBTQ+ INDIVIDUALS MAY HAVE EXPERIENCED DECADES OF SOCIETAL DISAPPROVAL, LEADING TO HIGHER RATES OF
MENTAL HEALTH CONDITIONS LIKE DEPRESSION AND ANXIETY, AS WELL AS INCREASED RISK-TAKING BEHAVIORS IN EARLIER LIFE
THAT CAN HAVE LONG-TERM HEALTH CONSEQUENCES.

ACCESSING HEALTHCARE CAN BE PARTICULARLY CHALLENGING FOR OLDER LGBTQ+ INDIVIDUALS WHO MAY FEAR
DISCRIMINATION FROM PROVIDERS OR LACK A SUPPORTIVE NETWORK. SOME MAY NOT HAVE DISCLOSED THEIR SEXUAL
ORIENTATION OR GENDER IDENTITY TO THEIR HEALTHCARE PROVIDERS, LEADING TO INCOMPLETE MEDICAL HISTORIES AND
POTENTIALLY SUBOPTIMAL CARE. THE ABSENCE OF INCLUSIVE HEALTHCARE POLICIES AND THE LACK OF CULTURALLY COMPETENT
PROVIDERS CONTRIBUTE TO A CLIMATE OF DISTRUST AND RELUCTANCE TO SEEK CARE, LEADING TO UNMET HEALTH NEEDS.



SociAL DETERMINANTS OF HEALTH AND THEIR IMPACT ON AGING

THE CONCEPT OF SOCIAL DETERMINANTS OF HEALTH (SDOH) IS FUNDAMENTAL TO UNDERSTANDING AGING HEALTH DISPARITIES.
THESE ARE THE CONDITIONS IN THE ENVIRONMENTS WHERE PEOPLE ARE BORN, LIVE, LEARN, WORK, PLAY, WORSHIP, AND AGE
THAT AFFECT A WIDE RANGE OF HEALTH, FUNCTIONING, AND QUALITY-OF-LIFE OUTCOMES AND RISKS. For oLDER ADULTS,
THESE DETERMINANTS PLAY A CRITICAL ROLE IN SHAPING THEIR HEALTH TRAJECTORIES AND THE EXTENT TO WHICH THEY CAN AGE
WITH VITALITY AND INDEPENDENCE.

EcoNoMIC STABILITY

ECONOMIC STABILITY ENCOMPASSES FACTORS LIKE POVERTY, EMPLOYMENT, FOOD SECURITY, AND HOUSING STABILITY. For
OLDER ADULTS, A LACK OF ECONOMIC STABILITY CAN MEAN LIVING IN UNSAFE NEIGHBORHOODS WITH LIMITED ACCESS TO
HEALTHY FOOD OPTIONS, OR BEING UNABLE TO AFFORD NECESSARY MEDICATIONS AND MEDICAL CARE. CHRONIC FINANCIAL
STRAIN CAN ALSO LEAD TO ELEVATED STRESS LEVELS, NEGATIVELY IMPACTING CARDIOVASCULAR HEALTH AND MENTAL WELL~
BEING.

Foop INSECURITY, FOR EXAMPLE, IS A SIGNIFICANT PROBLEM FOR MANY SENIORS, LEADING TO MALNUTRITION AND EXACERBATING
CHRONIC DISEASES. SIMILARLY, UNSTABLE HOUSING SITUATIONS, INCLUDING HOMELESSNESS OR LIVING IN SUBSTANDARD
CONDITIONS, CAN EXPOSE OLDER ADULTS TO ENVIRONMENTAL HAZARDS AND INFECTIOUS DISEASES, COMPROMISING THEIR
OVERALL HEALTH. THE INTERGENERATIONAL IMPACT OF POVERTY ALSO MEANS THAT SOME SENIORS MAY BE PROVIDING
FINANCIAL SUPPORT TO YOUNGER FAMILY MEMBERS, FURTHER STRAINING THEIR OWN LIMITED RESOURCES.

EpucATION ACCESS AND QUALITY

EDUCATION IS A POWERFUL PREDICTOR OF HEALTH OUTCOMES. HIGHER LEVELS OF EDUCATION ARE GENERALLY ASSOCIATED
WITH BETTER HEALTH LITERACY, GREATER AW ARENESS OF HEALTH RISKS AND PREVENTATIVE MEASURES, AND IMPROVED ACCESS
TO HIGHER-PAYING JOBS THAT OFFER BETTER HEALTH BENEFITS. CONVERSELY, INDIVIDUALS WITH LIMITED EDUCATIONAL
ATTAINMENT MAY STRUGGLE TO NAVIGATE COMPLEX HEALTHCARE SYSTEMS OR UNDERSTAND HEALTH INFORMATION, LEADING TO
POORER HEALTH MANAGEMENT.

THE QUALITY OF EDUCATION RECEIVED ALSO MATTERS. OLDER ADULTS WHO ATTENDED UNDER-RESOURCED SCHOOLS MAY
HAVE HAD FEWER OPPORTUNITIES TO DEVELOP CRITICAL HEALTH KNOWLEDGE AND SKILLS. THIS DISPARITY CAN CARRY
FORWARD INTO OLD AGE, IMPACTING THEIR ABILITY TO MAKE INFORMED HEALTH DECISIONS AND ADVOCATE FOR THEMSELVES
WITHIN THE HEALTHCARE SYSTEM. THE CYCLE OF EDUCATIONAL DISADVANTAGE CAN THEREFORE CONTRIBUTE SIGNIFICANTLY TO
HEALTH DISPARITIES IN LATER LIFE.

HeaLTH CARE ACCESS AND QUALITY

ACCESS TO AFFORDABLE, HIGH-QUALITY HEALTHCARE IS A CORNERSTONE OF HEALTHY AGING. HO\X/EVER, MANY OLDER ADULTS
FACE SIGNIFICANT BARRIERS. THESE INCLUDE LACK OF INSURANCE, INADEQUATE INSURANCE COVERAGE THAT LEAVES THEM
VULNERABLE TO HIGH OUT-OF-POCKET COSTS, GEOGRAPHIC LIMITATIONS IN ACCESSING PROVIDERS, AND A SHORTAGE OF
CULTURALLY COMPETENT HEALTHCARE PROFESSIONALS. THE COMPLEXITY OF THE HEALTHCARE SYSTEM ITSELF CAN BE A
DETERRENT, PARTICULARLY FOR THOSE WITH LOWER HEALTH LITERACY.

EVEN WHEN ACCESS IS TECHNICALLY AVAILABLE, THE QUALITY OF CARE RECEIVED CAN VARY DRAMATICALLY. OLDER ADULTS
FROM MARGINALIZED COMMUNITIES MAY EXPERIENCE IMPLICIT BIAS OR DISCRIMINATION FROM HEALTHCARE PROVIDERS, LEADING TO
SUBOPTIMAL CARE, MISDIAGNOSIS, OR A LACK OF TRUST IN THE MEDICAL SYSTEM. THIS CAN RESULT IN DELAYED DIAGNOSES,
INADEQUATE TREATMENT PLANS, AND ULTIMATELY, POORER HEALTH OUTCOMES COMPARED TO THEIR MORE ADVANTAGED PEERS.



NEIGHBORHOOD AND BUILT ENVIRONMENT

THE PHYSICAL SURROUNDINGS IN WHICH OLDER ADULTS LIVE PLAY A CRUCIAL ROLE IN THEIR HEALTH AND WELL-BEING. THIS
INCLUDES THE SAFETY OF NEIGHBORHOODS, THE AVAILABILITY OF GREEN SPACES FOR PHYSICAL ACTIVITY, ACCESS TO HEALTHY
FOOD RETAILERS, AND THE PRESENCE OF PUBLIC TRANSPORTATION. LIVING IN AN ENVIRONMENT WITH HIGH CRIME RATES, LIMITED
RECREATIONAL OPPORTUNITIES, OR A LACK OF SAFE WALKING PATHS CAN DISCOURAGE PHYSICAL ACTIVITY AND INCREASE
SOCIAL ISOLATION.

FURTHEEMORE/ THE BUILT ENVIRONMENT CAN IMPACT EXPOSURE TO ENVIRONMENTAL HAZARDS LIKE AIR AND WATER POLLUTION,
WHICH CAN EXACERBATE RESPIRATORY AND CARDIOVASCULAR CONDITIONS. FOR SENIORS WITH MOBILITY ISSUES, THE LACK OF
ACCESSIBLE SIDEWALKS OR PUBLIC TRANSPORTATION CAN SEVERELY LIMIT THEIR ABILITY TO ENGAGE WITH THEIR COMMUNITIES
AND ACCESS ESSENTIAL SERVICES, CONTRIBUTING TO ISOLATION AND A DECLINE IN OVERALL HEALTH.

SociAL AND CoMMUNITY CONTEXT

SoclAL CONNECTIONS, CIVIC PARTICIPATION, AND PERCEIVED DISCRIMINATION ARE VITAL COMPONENTS OF SOCIAL AND
COMMUNITY CONTEXT. STRONG SOCIAL SUPPORT NETWORKS CAN BUFFER THE EFFECTS OF STRESS AND PROMOTE MENTAL AND
PHYSICAL WELL-BEING. CONVERSELY, SOCIAL ISOLATION AND LONELINESS, WHICH ARE INCREASINGLY PREVALENT AMONG OLDER
ADULTS, ARE LINKED TO A HIGHER RISK OF CHRONIC DISEASES, COGNITIVE DECLINE, AND PREMATURE DEATH.

EXPERIENCES OF DISCRIMINATION, WHETHER OVERT OR SUBTLE, CAN HAVE A PROFOUND AND LASTING IMPACT ON HEALTH.
CHRONIC EXPOSURE TO DISCRIMINATION IS ASSOCIATED WITH INCREASED STRESS, INFLAMMATION, AND A HIGHER BURDEN OF
CHRONIC DISEASE. FOR OLDER ADULTS WHO HAVE FACED LIFELONG DISCRIMINATION BASED ON RACE, ETHNICITY, SEXUAL
ORIENTATION, OR OTHER FACTORS, THESE CUMULATIVE EXPERIENCES CAN SIGNIFICANTLY UNDERMINE THEIR HEALTH AS THEY AGE.

SpeciFic HEALTH CoNDITIONS EXHIBITING DISPARITIES

CERTAIN HEALTH CONDITIONS ARE PARTICULARLY ILLUSTRATIVE OF THE AGING HEALTH DISPARITIES PRESENT IN THE US,
SHOWING UNEQUAL PREVALENCE AND OUTCOMES ACROSS DIFFERENT DEMOGRAPHIC GROUPS.

CARDIOVASCULAR DISEASE

HEART DISEASE REMAINS A LEADING CAUSE OF DEATH FOR OLDER ADULTS, BUT ITS BURDEN IS NOT EVENLY DISTRIBUTED. BLack
INDIVIDUALS, FOR INSTANCE, HAVE HIGHER RATES OF HYPERTENSION AND STROKE, AND TEND TO DEVELOP CARDIOVASCULAR
DISEASE AT YOUNGER AGES THAN WHITE INDIVIDUALS. THIS IS OFTEN LINKED TO A COMPLEX INTERPLAY OF GENETIC
PREDISPOSITIONS, LIFELONG EXPOSURE TO STRESS, SOCIOECONOMIC DISADVANTAGES, AND DISPARITIES IN ACCESS TO
PREVENTIVE CARE AND TIMELY TREATMENT.

SIMILARLY, SOCIOECONOMIC STATUS PLAYS A SIGNIFICANT ROLE. INDIVIDUALS WITH LOWER INCOMES MAY HAVE LESS ACCESS
TO HEALTHY FOODS, SAFE ENVIRONMENTS FOR EXERCISE, AND REGULAR MEDICAL CHECK-UPS, ALL OF WHICH ARE CRUCIAL FOR
MANAGING CARDIOVASCULAR RISK FACTORS. THE CUMULATIVE IMPACT OF THESE SOCIAL DETERMINANTS CONTRIBUTES TO A
HIGHER INCIDENCE AND POORER PROGNOSIS FOR CARDIOVASCULAR DISEASE IN DISADVANTAGED OLDER POPULATIONS.

DiABETES MELLITUS

TYPE 2 DIABETES IS ANOTHER CHRONIC CONDITION THAT DISPROPORTIONATELY AFFECTS CERTAIN GROUPS OF OLDER ADULTS.



HispANIC AND INDIGENOUS POPULATIONS, FOR EXAMPLE, HAVE HIGHER RATES OF DIABETES COMPARED TO NON-HISPANIC WHITE
POPULATIONS. FACTORS CONTRIBUTING TO THIS INCLUDE GENETIC PREDISPOSITIONS, CULTURAL DIETARY PATTERNS,
SOCIOECONOMIC FACTORS THAT LIMIT ACCESS TO HEALTHY FOOD AND HEALTHCARE, AND HIGHER RATES OF OBESITY WITHIN
THESE COMMUNITIES.

THE MANAGEMENT OF DIABETES REQUIRES ONGOING MONITORING, MEDICATION, AND LIFESTYLE ADJUSTMENTS. OLDER ADULTS
WITH LIMITED FINANCIAL RESOURCES MAY STRUGGLE TO AFFORD NECESSARY MEDICATIONS OR ACCESS EDUCATIONAL PROGRAMS
THAT TEACH THEM HOW TO MANAGE THEIR CONDITION EFFECTIVELY. THIS CAN LEAD TO COMPLICATIONS SUCH AS KIDNEY
DISEASE, VISION LOSS, AND NERVE DAMAGE, FURTHER IMPACTING THEIR QUALITY OF LIFE AND INCREASING HEALTHCARE COSTS.

DeMENTIA AND ALZHEIMER'S DISEASE

W/HILE THE RISK OF DEMENTIA INCREASES WITH AGE, THE INCIDENCE AND PROGRESSION OF THESE NEURODEGENERATIVE DISEASES
CAN ALSO BE INFLUENCED BY HEALTH DISPARITIES. RESEARCH SUGGESTS THAT CERTAIN RACIAL AND ETHNIC GROUPS,
PARTICULARLY BLACK AND HISPANIC INDIVIDUALS, MAY HAVE A HIGHER RISK OF DEVELOPING ALZHEIMER'S DISEASE AND OTHER
DEMENTIAS. THIS IS THOUGHT TO BE RELATED TO A HIGHER PREVALENCE OF VASCULAR RISK FACTORS LIKE HYPERTENSION AND
DIABETES, WHICH ARE KNOWN TO CONTRIBUTE TO COGNITIVE DECLINE.

ACCESS TO EARLY DIAGNOSIS AND COMPREHENSIVE CARE FOR DEMENTIA IS ALSO UNEQUAL. OLDER ADULTS FROM MARGINALIZED
COMMUNITIES MAY FACE BARRIERS IN RECOGNIZING SYMPTOMS, SEEKING MEDICAL ATTENTION, AND ACCESSING SPECIALIZED CARE
AND SUPPORT SERVICES. THIS CAN LEAD TO DELAYED DIAGNOSIS, LESS EFFECTIVE MANAGEMENT OF SYMPTOMS, AND A GREATER
BURDEN ON FAMILIES AND CAREGIVERS. THE SOCIAL ISOLATION THAT CAN ACCOMPANY DEMENTIA IS ALSO MORE PROFOUND IN
COMMUNITIES WITH FEWER RESOURCES AND LESS ACCESS TO SUPPORT PROGRAMS.

CANCER

CANCER RATES AND SURVIVAL RATES VARY SIGNIFICANTLY AMONG OLDER ADULTS BASED ON RACE, ETHNICITY, AND
SOCIOECONOMIC STATUS. CERTAIN CANCERS, SUCH AS COLORECTAL, LUNG, AND BREAST CANCER, EXHIBIT NOTABLE
DISPARITIES. FOR EXAMPLE, BLACK INDIVIDUALS OFTEN HAVE HIGHER INCIDENCE AND MORTALITY RATES FOR MANY TYPES OF
CANCER, INCLUDING COLORECTAL AND LUNG CANCER, COMPARED TO WHITE INDIVIDUALS. THIS IS OFTEN ATTRIBUTED TO A
COMBINATION OF FACTORS, INCLUDING LIFESTYLE, ENVIRONMENTAL EXPOSURES, GENETIC PREDISPOSITIONS, AND DISPARITIES IN
SCREENING, DIAGNOSIS, AND TREATMENT.

ACCESS TO CANCER SCREENINGS, SUCH AS MAMMOGRAMS AND COLONOSCORPIES, IS CRUCIAL FOR EARLY DETECTION AND
IMPROVED OUTCOMES. OLDER ADULTS WITH LIMITED INSURANCE OR FINANCIAL MEANS MAY NOT BE ABLE TO AFFORD THESE
SCREENINGS OR THE CO~PAYS ASSOCIATED WITH THEM. FURTHERMORE/ DELAYS IN DIAGNOSIS AND TREATMENT DUE TO SYSTEMIC
BARRIERS OR LACK OF CULTURALLY COMPETENT CARE CAN LEAD TO MORE ADVANCED STAGES OF CANCER AT DIAGNOSIS,
SIGNIFICANTLY REDUCING THE CHANCES OF SUCCESSFUL TREATMENT AND SURVIVAL.

ADDRESSING AGING HEALTH DISPARITIES: PATHWAYS FORWARD

T ACKLING AGING HEALTH DISPARITIES REQUIRES A MULTI-PRONGED APPROACH THAT ADDRESSES SYSTEMIC INEQUITIES AT THEIR
ROOT AND IMPLEMENTS TARGETED INTERVENTIONS TO SUPPORT VULNERABLE POPULATIONS. |T°S NOT A QUICK FIX, BUT A
SUSTAINED COMMITMENT TO EQUITY AND JUSTICE.

ProMOTING HEALTH EQUITY IN PoLicy AND PRACTICE



CREATING POLICY CHANGES THAT PRIORITIZE HEALTH EQUITY IS FUNDAMENTAL. THIS INCLUDES ADVOCATING FOR LEGISLATION
THAT EXPANDS ACCESS TO AFFORDABLE HEALTHCARE, STRENGTHENS MEDICARE AND MEDICAID BENEFITS, AND ADDRESSES SOCIAL
DETERMINANTS OF HEALTH THROUGH INVESTMENTS IN AFFORDABLE HOUSING, EDUCATION, AND JOB CREATION. HEALTHCARE
SYSTEMS MUST ALSO BE REFORMED TO ENSURE EQUITABLE TREATMENT AND ACCESS FOR ALL.

THIS MEANS IMPLEMENTING IMPLICIT BIAS TRAINING FOR HEAL THCARE PROFESSIONALS, INCREASING THE DIVERSITY OF THE
HEALTHCARE W ORKFORCE TO BETTER REFLECT THE POPULATIONS SERVED, AND DEVELOPING CULTURALLY COMPETENT CARE
MODELS THAT RESPECT THE BELIEFS AND VALUES OF ALL PATIENTS. PUBLIC HEALTH INITIATIVES SHOULD BE DESIGNED WITH AN
EQUITY LENS, ENSURING THAT RESOURCES AND PROGRAMS REACH THE MOST UNDERSERVED COMMUNITIES. IT ALSO INVOLVES
ACTIVELY DISMANTLING DISCRIMINATORY PRACTICES AND POLICIES THAT HAVE HISTORICALLY DISADVANTAGED CERTAIN
GROUPS.

ENHANCING AcCESS TO CULTURALLY CoMPETENT CARE

ENSURING THAT OLDER ADULTS RECEIVE CARE THAT IS SENSITIVE TO THEIR CULTURAL BACKGROUNDS, BELIEFS, AND LANGUAGES
IS PARAMOUNT. THIS INVOLVES TRAINING HEALTHCARE PROVIDERS TO UNDERSTAND AND RESPECT DIVERSE CULTURAL NORMS,
AND EMPLOYING BILINGUAL STAFF AND TRANSLATORS TO FACILITATE EFFECTIVE COMMUNICATION. CULTURALLY COMPETENT
CARE GOES BEYOND LANGUAGE, IT ACKNOWLEDGES THE UNIQUE LIFE EXPERIENCES AND POTENTIAL HISTORICAL TRAUMA THAT
INDIVIDUALS FROM MARGINALIZED COMMUNITIES MAY CARRY.

DEVELOPING COMMUNITY-BASED PROGRAMS THAT ARE TAILORED TO THE SPECIFIC NEEDS AND PREFERENCES OF DIVERSE OLDER
ADULT POPULATIONS IS ALSO ESSENTIAL. THIS COULD INCLUDE PARTNERSHIPS WITH COMMUNITY LEADERS, FAITH-BASED
ORGANIZATIONS, AND LOCAL ADVOCACY GROUPS TO BUILD TRUST AND ENSURE THAT SERVICES ARE ACCESSIBLE AND RELEVANT.
\W/HEN OLDER ADULTS FEEL UNDERSTOOD AND RESPECTED BY THEIR HEAL THCARE PROVIDERS, THEY ARE MORE LIKELY TO ENGAGE
IN THEIR CARE AND ACHIEVE BETTER HEALTH OUTCOMES.

INVESTING IN COMMUNITY-BASED PROGRAMS AND SUPPORT SYSTEMS

STRENGTHENING COMMUNITY-BASED PROGRAMS IS A VITAL STRATEGY FOR ADDRESSING AGING HEALTH DISPARITIES. THESE
PROGRAMS CAN PROVIDE ESSENTIAL SERVICES SUCH AS HEALTH SCREENINGS, NUTRITION ASSISTANCE, TRANSPORTATION TO
MEDICAL APPOINTMENTS, CHRONIC DISEASE MANAGEMENT EDUCATION, AND SOCIAL ENGAGEMENT OPPORTUNITIES. THEY PLAY A
CRITICAL ROLE IN REACHING OLDER ADULTS WHO MAY FACE BARRIERS TO ACCESSING TRADITIONAL HEALTHCARE SETTINGS.

INVESTING IN PROGRAMS THAT PROMOTE SOCIAL CONNECTEDNESS, SUCH AS SENIOR CENTERS, PEER SUPPORT GROUPS, AND
INTERGENERATIONAL ACTIVITIES, CAN COMBAT LONELINESS AND ISOLATION, WHICH ARE SIGNIFICANT HEALTH RISKS FOR OLDER
ADULTS. FURTHERMOREI SUPPORTING CAREGIVERS AND PROVIDING RESOURCES FOR FAMILIES CAN ALLEVIATE THE BURDEN ON
INFORMAL CARE NETWORKS, WHICH DISPROPORTIONATELY FALL ON \WOMEN AND MINORITY FAMILY MEMBERS. THESE PROGRAMS
ARE OFTEN MORE ACCESSIBLE AND TRUSTED WITHIN COMMUNITIES.

EMPOWERING OLDER ADULTS THROUGH HEALTH LITERACY AND ADVOCACY

EMPOWERING OLDER ADULTS WITH THE KNOWLEDGE AND SKILLS TO NAVIGATE THE HEALTHCARE SYSTEM AND ADVOCATE FOR
THEIR OWN HEALTH NEEDS IS CRUCIAL. THIS INVOLVES IMPROVING HEALTH LITERACY THROUGH ACCESSIBLE EDUCATIONAL
MATERIALS, WORKSHOPS, AND PATIENT NAVIGATION SERVICES. W/HEN OLDER ADULTS UNDERSTAND THEIR HEALTH CONDITIONS,
TREATMENT OPTIONS, AND THEIR RIGHTS AS PATIENTS, THEY ARE BETTER EQUIPPED TO MAKE INFORMED DECISIONS AND RECEIVE
APPROPRIATE CARE.

SUPPORTING AND ENCOURAGING ADVOCACY EFFORTS WITHIN OLDER ADULT COMMUNITIES CAN ALSO DRIVE POSITIVE CHANGE.
W/HEN OLDER ADULTS AND THEIR ADVOCATES RAISE THEIR VOICES TO DEMAND BETTER POLICIES AND SERVICES, THEY CAN
CREATE POWERFUL MOMENTUM FOR REFORM. THIS INCLUDES ADVOCATING FOR ACCESSIBLE AND AFFORDABLE HOUSING, SAFE



NEIGHBORHOODS, AND EQUITABLE ACCESS TO ALL ESSENTIAL SERVICES THAT CONTRIBUTE TO HEALTHY AGING.

THE JOURNEY TOWARD ELIMINATING AGING HEALTH DISPARITIES IN THE US IS AN ONGOING ENDEAVOR. |T REQUIRES A
COLLECTIVE COMMITMENT FROM POLICYMAKERS, HEALTHCARE PROVIDERS, COMMUNITY ORGANIZATIONS, AND INDIVIDUALS TO
RECOGNIZE THE SYSTEMIC NATURE OF THESE INEQUITIES AND \WORK COLLABORATIVELY TO CREATE A SOCIETY WHERE ALL OLDER
ADULTS CAN AGE WITH DIGNITY, HEALTH, AND WELL~BEING. By FOCUSING ON EQUITY, ACCESS, AND EMPOWERMENT, WE CAN
BUILD A FUTURE WHERE AGE IS NOT A BARRIER TO A HEALTHY AND FULFILLING LIFE FOR ANYONE.

Q: \WHAT ARE THE PRIMARY DRIVERS OF AGING HEALTH DISPARITIES IN THE US?

A: THE PRIMARY DRIVERS OF AGING HEALTH DISPARITIES IN THE US ARE MULTIFACETED AND DEEPLY ROOTED IN SYSTEMIC ISSUES.
THESE INCLUDE SOCIOECONOMIC STATUS, RACE AND ETHNICITY, GEOGRAPHIC LOCATION (URBAN VS. RURAL), GENDER IDENTITY,
SEXUAL ORIENTATION, AND LIFELONG EXPOSURE TO DISCRIMINATION AND ADVERSE SOCIAL DETERMINANTS OF HEALTH. THESE
FACTORS INFLUENCE ACCESS TO QUALITY HEALTHCARE, HEALTHY FOOD, SAFE HOUSING, EDUCATION, AND OPPORTUNITIES FOR
PHYSICAL ACTIVITY AND SOCIAL ENGAGEMENT, ALL OF WHICH IMPACT HEALTH OUTCOMES IN LATER LIFE.

Q: How DOES RACE AND ETHNICITY CONTRIBUTE TO HEALTH DISPARITIES AMONG OLDER
ADULTS?

A: RACE AND ETHNICITY ARE SIGNIFICANT CONTRIBUTORS TO HEALTH DISPARITIES AMONG OLDER ADULTS DUE TO HISTORICAL
AND ONGOING SYSTEMIC RACISM AND DISCRIMINATION. MINORITY GROUPS, PARTICULARLY BLACK, HISPANIC, AND INDIGENOUS
SENIORS, OFTEN EXPERIENCE HIGHER RATES OF CHRONIC DISEASES LIKE DIABETES, HYPERTENSION, AND HEART DISEASE, COUPLED
WITH SHORTER LIFE EXPECTANCIES. THIS IS LINKED TO FACTORS SUCH AS LIMITED ACCESS TO HEALTHCARE, POORER QUALITY
OF CARE, CUMULATIVE STRESS FROM DISCRIMINATION, AND DISPARITIES IN SOCIOECONOMIC RESOURCES PASSED DOWN THROUGH
GENERATIONS.

Q: WHAT IS THE ROLE OF SOCIOECONOMIC STATUS IN CREATING DISPARITIES IN AGING
HEALTH?

A: SOCIOECONOMIC STATUS PLAYS A CRITICAL ROLE BY INFLUENCING AN INDIVIDUAL'S ACCESS TO FUNDAMENTAL RESOURCES
NECESSARY FOR GOOD HEALTH. OLDER ADULTS WITH LOWER INCOMES OFTEN STRUGGLE TO AFFORD NUTRITIOUS FOOD, SAFE
AND STABLE HOUSING, PREVENTATIVE HEALTHCARE SERVICES, AND NECESSARY MEDICATIONS. THE CHRONIC STRESS ASSOCIATED
WITH FINANCIAL INSECURITY CAN ALSO NEGATIVELY IMPACT PHYSICAL AND MENTAL HEALTH, LEADING TO HIGHER RATES OF
ILLNESS AND DISABILITY IN LATER LIFE.

QI How DO RURAL AREAS CONTRIBUTE TO HEALTH DISPARITIES FOR OLDER ADULTS?

A: RURAL AREAS CONTRIBUTE TO HEALTH DISPARITIES FOR OLDER ADULTS PRIMARILY THROUGH LIMITED ACCESS TO
HEALTHCARE SERVICES. THESE AREAS OFTEN HAVE FEWER HEALTHCARE PROVIDERS, PARTICULARLY SPECIALISTS, AND GREATER
DISTANCES TO MEDICAL FACILITIES. THIS CAN RESULT IN DELAYED DIAGNOSES, DIFFICULTIES IN MANAGING CHRONIC CONDITIONS,
AND REDUCED ACCESS TO SPECIALIZED CARE. LACK OF ROBUST PUBLIC TRANSPORTATION FURTHER EXACERBATES THESE
CHALLENGES, MAKING IT HARDER FOR SENIORS TO ATTEND APPOINTMENTS AND ACCESS ESSENTIAL SERVICES.

QZ \WHAT ARE SOCIAL DETERMINANTS OF HEALTH AND HOW DO THEY AFFECT OLDER
ADULTS' HEALTH OUTCOMES?

A: SOCIAL DETERMINANTS OF HEALTH (SDOH) ARE THE NON-MEDICAL FACTORS THAT INFLUENCE HEALTH OUTCOMES, SUCH AS
ECONOMIC STABILITY, EDUCATION ACCESS AND QUALITY, HEALTHCARE ACCESS AND QUALITY, NEIGHBORHOOD AND BUILT
ENVIRONMENT, AND SOCIAL AND COMMUNITY CONTEXT. For OLDER ADULTS, THESE FACTORS PROFOUNDLY SHAPE THEIR HEALTH.
For EXAMPLE, LIVING IN A NEIGHBORHOOD WITH LIMITED ACCESS TO HEALTHY FOOD OPTIONS OR SAFE SPACES FOR EXERCISE
CAN LEAD TO POORER HEALTH OUTCOMES, WHILE STRONG SOCIAL CONNECTIONS CAN BUFFER AGAINST STRESS AND IMPROVE
\WELL-BEING.



QI CAN YOU PROVIDE EXAMPLES OF SPECIFIC HEALTH CONDITIONS THAT SHOW
SIGNIFICANT DISPARITIES IN OLDER ADULTS?

A: YES/ SEVERAL HEALTH CONDITIONS EXHIBIT SIGNIFICANT DISPARITIES. CARDIOVASCULAR DISEASE, DIABETES MELLITUS,
CERTAIN TYPES OF CANCER, AND DEMENTIA/ALZHEIMER/S DISEASE SHOW UNEQUAL PREVALENCE AND OUTCOMES. FOR INSTANCE,
BLACK INDIVIDUALS OFTEN HAVE HIGHER RATES OF HYPERTENSION AND STROKE, WHILE HiSPANIC AND INDIGENOUS POPULATIONS
HAVE HIGHER RATES OF DIABETES. DISPARITIES IN SCREENING, DIAGNOSIS, AND TREATMENT CONTRIBUTE TO POORER SURVIVAL
RATES FOR CERTAIN CANCERS IN MARGINALIZED COMMUNITIES.

Q: WHAT ARE SOME EFFECTIVE STRATEGIES FOR ADDRESSING AGING HEALTH
DISPARITIES?

A: EFFECTIVE STRATEGIES INCLUDE PROMOTING HEALTH EQUITY THROUGH POLICY CHANGES THAT EXPAND HEALTHCARE ACCESS
AND ADDRESS SOCIAL DETERMINANTS OF HEALTH. ENHANCING ACCESS TO CULTURALLY COMPETENT CARE IS VITAL, ENSURING
PROVIDERS UNDERSTAND AND RESPECT DIVERSE BACKGROUNDS. INVESTING IN COMMUNITY-BASED PROGRAMS THAT OFFER
TAILORED SUPPORT AND SERVICES, AND EMPOWERING OLDER ADULTS THROUGH IMPROVED HEALTH LITERACY AND ADVOCACY
ARE ALSO CRUCIAL PATHWAYS TO REDUCING DISPARITIES.
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