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Introduction and Purpose
The National Asian Pacific Center on Aging
The National Asian Pacific Center on Aging (NAPCA) is a non-profit organization
committed to preserving and promoting the well-being of Asian Americans and Pacific
Islanders (AAPI) as they age. NAPCA develops and administers programs to enhance the
dignity and quality of life of its constituents.
While AAPI older adults share characteristics that are prevalent among the general aging
population, such as declining physical strength, limited mobility, fixed incomes, and
expanded leisure time, there are unique challenges that AAPI older adults face, including a
history of racially discriminative legislation as exhibited in anti-miscegenation statutes, and
restrictive deportation and citizenship policies. Cultural, racial and language barriers have
also prevented full participation in health and social services, which has hampered the
economic, social and psychological well-being of AAPI older adults. Ultimately, the lack of
access to, and underutilization of, health and social services by AAPI older adults result in
the deprivation of opportunities accorded to others. Through advocacy, employment
programs, engagement with community based organizations, and capacity building of
support systems, NAPCA strives to improve the status of all AAPI older adults across the
nation.
To accomplish the mission, NAPCA:
Administers culturally and linguistically appropriate employment assistance
programs, health education and awareness, and senior benefits counseling to
limited and non-English speaking AAPI older adults.
Compiles, assesses and publishes relevant data to showcase the needs of AAPI
older adults.
Informs and educates stakeholders on a local, regional and national level to
positively impact services to, and systems for, AAPI older adults.
Provides technical assistance to local AAPI communities and the aging network to
enhance their capability in serving AAPI older adults across the country.

About this Toolkit
The purpose of this toolkit is to provide, in a convenient and easy-to-use method, a
comprehensive approach to better reach and engage AAPI older adults. Readers should
use this toolkit as a guide to maximize their agency's interactions with AAPI older adults
and their caregivers, with the goal of improving their agency's capability in serving this
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unique and diverse community. Periodically, we will expand this toolkit to ensure its
accuracy and relevancy; please visit [___] for the most updated version.

About the Hard to Reach Beneficiary Project
The Administration for Community Living (ACL) awarded NAPCA a grant to provide
training and technical assistance to help Senior Medicare Patrol (SMP) programs and State
Health Insurance Assistance Programs (SHIP) to better reach and serve limited English
proficient (LEP) AAPI Medicare beneficiaries. The overall objective is to increase the
number of LEP AAPI Medicare beneficiaries who are aware of and utilize their Medicare
benefits, and who can identify and prevent Medicare fraud, error and abuse.
Specifically for this project, NAPCA developed a three-part cultural competency webinar
series to educate SMP and SHIP programs on AAPI cultures, and published this
comprehensive toolkit as a means of documenting best practices and providing SMP and
SHIP grantees with strategies on how to better reach and engage LEP AAPI older adults.
In partnership with the Pacific Gateway Center and the Southeast Asian Resource Action
Center, we developed three linguistically appropriate outreach and education materials in
10 different AAPI languages: Cambodian, Chinese, Hmong, Ilocano, Korean, Laotian,
Samoan, Tagalog, Tongan and Vietnamese. All the materials and resources developed
through the project can be found in the SMP Resource Library
(http://www.smpresource.org), SHIP Technical Assistance Center
(http://www.shiptacenter.org), as well as through NAPCA’s National Resource Center on
AAPI Aging (http://napca.org/technical-assistance/).

Senior Medicare Patrol Overview
SMPs empower and assist Medicare beneficiaries, their families, and caregivers to prevent,
detect, and report health care fraud, errors, and abuse through outreach, counseling, and
education. Funded by the ACL, U.S. Department of Health and Human Services, SMPs
focus on three main areas:
1. Conduct Outreach and Education. SMPs give presentations to groups, exhibit
at events, and work one-on-one with Medicare beneficiaries. In 2013, more than 1
million people were served nationally by the SMP program’s outreach and
education efforts.
2. Engage Volunteers. Protecting older persons’ health, finances, and medical
identity while saving precious Medicare dollars is a cause that attracts civic-minded
Americans. The SMP program engages over 5,000 volunteers nationally who
collectively contribute approximately 150,000 hours each year.
3. Receive Beneficiary Complaints. When Medicare beneficiaries, caregivers, and
family members bring their complaints to the SMP, the SMP decides whether
5

fraud, errors, or abuse is suspected. When fraud or abuse is suspected, they make
referrals to the appropriate state and federal agencies for further investigation.
SMPs are in each of the 50 states, the District of Columbia, Guam, Puerto Rico, and the
U.S. Virgin Islands. SMP grantees are supported by an ACL-funded national resource
center. The national SMP Resource Center manages a website and provides direct
technical assistance.

State Health Insurance Assistance Program Overview
SHIPs provide free, unbiased, in depth, one-on-one insurance counseling and assistance to
Medicare beneficiaries, their families, friends, and caregivers. Also funded by ACL, SHIPs
help Medicare beneficiaries and their caregivers by:
Providing one-on-one assistance with reviewing a Medicare beneficiary’s health or
prescription drug plan options.
Educating individuals about assistance programs that one might be eligible for (i.e.
low income subsidy, Medicare Savings Program, Medicaid, etc.).
Helping individuals understand Medicare guidelines and eligibility criteria.
Educating individuals on what is covered and can assist in reading individuals
Medicare summary notices.
Explaining how Medicare works with supplemental policies, retiree coverage,
Medicaid, and other insurers.
SHIPs are in each of the 50 states, the District of Columbia, Guam, Puerto Rico, and the
U.S. Virgin Islands. SHIP grantees are supported by a national resource center; the SHIP
Technical Assistance Center manages a website and provides direct technical assistance.
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Asian Americans and Pacific Islanders
The demographics of our country are rapidly changing. The U.S. Census estimates that “by
2030, one in five Americans will be 65 and over; by 2044, more than half of all Americans
are projected to belong to a minority group, and by 2060, nearly one in five of the nation’s
total population is projected to be foreign born” (Colby and Ortman, 2015). Between 2014
and 2060, the AAPI population is projected to see a 129% increase.
The term AAPI, as defined by the U.S. Census (2016), is a person with origins in any of
the peoples of the Far East, Southeast Asia, Indian Subcontinent or Pacific Islands. The
term does not include persons from all countries in Asia, such as the countries in the
Middle East, Northern and Western Asia. This diverse group is the fastest growing
minority group in the country, and consists of over 30 countries with diverse ethnicities
that speak over 100 different languages. Per the U.S. Census, the AAPI population
accounts for 9.7% of the increase for the total U.S. population. As described in Table 1,
the Asian population saw an increase of 53% between 1990 to 2010, an increase of 7.76
million individuals, and the Native Hawaiian and Pacific Islander population saw a 32%
increase, or about 175,000 individuals (US Census Bureau, 1990, 2000, 2010).
Table 1: Population Growth Trends of AAPI and AAPI Ethnic Sub-Groups (1990-2010)
1990
2000
2010

% Change
from 1990

United States

248,709,873

281,421,906

308,745,538

19%

White
Black or African American
Hispanic or Latino
Asian
American Indian/Alaska Native
Native Hawaiian/Pacific Islander

188,128,296
29,986,060
22,354,059
6,908,638
1,959,234
365,024

194,552,774
34,658,190
33,081,736
10,242,998
2,475,956
398,835

223,553,265
38,929,590
50,477,594
14,674,252
2,932,248
540,013

16%
23%
25%
53%
33%
32%

Asian Indian
Bangladeshi
Cambodian
Chinese, except Taiwanese
Filipino
Hmong
Indonesian
Japanese
Korean
Laotian
Malaysian

815,447
11,838
147,411
1,573,883
1,406,770
90,082
29,252
847,562
798,849
149,014
12,243

1,678,765
41,280
171,937
2,314,537
1,850,314
169,428
39,757
796,700
1,076,872
168,707
10,690

2,843,391
128,792
231,616
3,137,061
2,555,923
247,595
63,383
763,325
1,423,784
191,200
16,138

71%
91%
36%
50%
45%
64%
54%
-11%
44%
22%
24%
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Pakistani
Taiwanese
Thai
Vietnamese

81,371
71,589
91,275
614,547

153,533
118,048
112,989
1,122,528

363,699
196,691
166,620
1,548,449

78%
64%
45%
60%

Fijian
Guamanian or Chamorro
Native Hawaiian
Samoan
Tongan

7,036
49,345
211,014
62,964
17,606

9,796
58,240
140,652
91,029
27,713

24,629
88,310
156,146
109,637
41,219

71%
44%
-35%
43%
57%

US Census Bureau, 1990, 2000, 2010

Figure 1 is a map illustrating the AAPI population percentage by state, for those AAPI
who identified with one race alone. The state with the highest percent of AAPIs is Hawaii,
where 48% of their total population is AAPI. California has the second highest percent of
AAPIs with 13.9%, followed by New Jersey, Nevada, Washington, New York, Alaska,
Virginia, Maryland, and Massachusetts (US Census Bureau, 2014). The state with the
highest number of AAPI individuals is California, where there are 5.3 million AAPIs. New
York is second with having 1.5 million AAPI individuals, followed by Texas, New Jersey,
Hawaii, Illinois, Washington, Florida, Virginia, and Massachusetts (US Census Bureau,
2014).
Figure 1: AAPI Population Percent and Number of Persons

US Census Bureau, 2014

AAPI Older Adults - Demographic Profile
AAPIs represent 4.6% of the total older adult population, and about 10.2% of the total
AAPI population. Approximately 2.2 million AAPIs were aged 65 and older in 2015. As
8

seen in Figure 2, over the next 45 years, the number of AAPIs aged 65 years and above is
expected to grow by 232% to 7.3 million, representing approximately 21% of the total
AAPI population by 2060 (National Asian Pacific Center on Aging, 2013a).
Figure 2: U.S. AAPI Population Projection, 65 Years and Older

National Asian Pacific Center on Aging, 2013a

As seen in Figure 3, California, New York, Hawaii and Texas have the largest AAPI older
adult populations in the United States, and account for approximately 54% of the AAPI
population aged 65 years and above (US Census Bureau, 2014). The ethnic sub-groups that
represent the largest percentage of AAPI older adults are Chinese (26%), Filipino (20%)
and Japanese (13%). However, approximately 1 in 4 Japanese Americans are aged 65 years
and above, or nearly 25% (National Asian Pacific Center on Aging, 2013a).
Figure 3: AAPI Older Adult Population (60+) Population Percent and Number of Persons

US Census Bureau, 2014
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Population Growth
AAPIs are one of the fastest growing populations of older adults in the United States. In
comparison to other races, the AAPI older adult population 60 years and above increased
significantly. Asian American elders increased by 76% and Native Hawaiian and Pacific
Islander elders increased by 60%, while African American elders increased by 30%,
Hispanic elders increased by 65%, and White elders increased by 19%, respectively.
Between 2010 and 2030, the AAPI older adult population is projected to increase by 145%
(US Census Bureau, 2014).
Figure 4 illustrates the population growth trends of AAPI older adults in states across the
country. States with the highest percentage rates of AAPI older adult population growth
are North Dakota, Montana, South Dakota, Vermont, North Carolina, Tennessee,
Georgia, Florida, Wyoming, Indiana and Texas. These increases are due to several factors
that will continue to have an impact on an aging America: (1) immigrants who entered the
U.S. in their early age are now aging, and (2) older immigrants entering the U.S. with the
support from their adult children or relatives (National Asian Pacific Center on Aging,
2013b).
Figure 4: AAPI Population Percentage 2006 and 2013

Administration for Community Living, 2016

Socioeconomic and Health Disparities
Despite the fact that AAPIs are the fastest growing groups of ethnic elderly in the country,
they remain largely invisible. AAPI needs are not well researched, concerns often go
unaddressed by public policies, and relatively few programs and services are designed for
their unique needs. Not only are the needs of AAPIs different from other ethnically
diverse older adults across the country, each AAPI ethnic sub-population face their own
unique challenges. Although many AAPI older adult sub-populations enjoy higher levels of
educational attainment than the general population, they also experience higher levels of
poverty, health disparities, and economic, housing and transportation insecurity.
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Disaggregated data reveals the extent of vulnerability among AAPI older adults, as
numerous AAPI subgroups rank among the poorest in the U.S.
Poverty and Economic Status
In aggregate, AAPI older adults face lower levels of poverty as compared to other minority
counterparts. However, within certain AAPI sub-populations, poverty rates are extremely
high (see Figure 5). For example, more than one-fourth of all Micronesian older adults,
one-fifth of Bangladeshi, Burmese, Cambodian, Korean and Nepalese older adults, and
15% or more of Chinese, Hmong, Laotian, and Vietnamese older adults live in poverty.
Figure 5: Poverty Rates for Older Adults 65 Years and Above

Total Population
White
African American
Hispanic
American Indian
Asian American
NHPI
Asian Indian
Bangladeshi
Burmese
Cambodian
Chinese
Filipino
Guamanian
Hmong
Indonesian
Janapese
Korean
Laotian
Micronesian
Native Hawaiian
Nepalese
Pakistani
Samoan
Taiwanese
Thai
Vietnamese

9.50%
7.30%
19.40%
17.80%
18.40%
13.30%
14.60%
6.70%
23.50%
20.10%
23.90%
18.70%
7.70%
13.20%
18.00%
4.70%
6.70%
20.30%
16.20%

26.60%

9.80%
23.50%
14.90%
12.50%
11.10%
12.10%
19.30%

U.S. Census Bureau, 2016
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AAPI older adults are more likely to receive Supplemental Security Income (SSI), a federal
program that pays benefits to low-income seniors 65 years of age and above. Roughly 14%
of AAPIs receive SSI, as compared to the national average of 3.2% (National Asian Pacific
Center on Aging Data Brief, Volume 1 Number 4). In addition, AAPI older adults are
more likely to use supplemental nutrition assistance programs, have little to no retirement
savings, owe debt on a housing mortgage, or pay rent on housing (American Community
Survey, 2012).
Health Disparities and Status
While certain AAPI sub-populations such as Japanese and Filipino Americans have higher
life expectancies than the rest of the U.S., AAPI older adults experience worse access to
care than White Americans by 17%, and worse care by about 30% (US-DHHS, 2012).
Overall, AAPI elders face a number of critical health disparities, including
disproportionately high prevalence of hepatitis B, tuberculosis, and dementia. Over half of
the 1.25 million Americans with chronic hepatitis B infection are AAPI older adults. AAPI
older adults also show a greater prevalence of dementia than the total older population.
Furthermore, studies have shown that AAPI older adults experience higher rates of certain
chronic conditions, as compared to their White counterparts. Asian women experience
higher cervical cancer incidence and mortality, a greater risk of diagnosis at the later stages
of breast cancer, and a greater risk of dying from breast cancer when compared with White
women, their rates of attaining Papanicolaou testing (Pap tests), clinical breast exams, and
mammography testing. Similarly, lung and bronchial cancer are the leading causes of death
for Asian American men, and AAPIs who are overweight are at an increased risk of
diabetes. Filipino and Japanese Americans are twice as likely, while Native Hawaiians are
four times as likely, to be diagnosed with diabetes, and three times more likely for women
than men. There are also a number of mental health concerns for the AAPI population.
Southeast Asian refugees are at an elevated risk for post-traumatic stress disorder
associated with trauma experienced before and after immigration to the U.S. Finally, older
AAPI women have the highest suicide rate of all women aged 65 years and older.
AAPI older adults are more likely to be uninsured or to rely on public insurance, as
compared to the total U.S. population. Only 33% of Asian American older adults have
private insurance, compared to 52% of all American older adults. One in every seven
Tongan (15%), Pakistani (15%), and Bangladeshi (23%) older adults are uninsured.
Moreover, AAPIs who are covered by Medicare are at a significantly lower rate than nonHispanic whites, 65 years and above.
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Immigration and Citizenship
Immigration and foreign-born rates are significantly higher for AAPI older adults
compared to the national average and to minority counterparts. Disaggregated data shows
that many AAPI sub-populations have significantly higher rates of older adults who are
foreign born. Figure 6 shows that 50% or more of Asian Indian, Bangladeshi, Burmese,
Cambodian, Chinese, Filipino, Indonesian, Korean, Laotian, Nepalese, Pakistani,
Taiwanese, Thai and Vietnamese older adults are foreign born.

69.4%
75.9%
67.9%

87.5%
67.2%
10.8%

33.1%

41.5%

71.9%
58.5%
3.1%

6.9%

38.9%

76.1%

70.9%
73.8%
86.7%
58.4%
69.6%
65.6%

ASIAN INDIAN
BANGLADESHI
BURMESE
CAMBODIAN
CHINESE
FILIPINO
GUAMANIAN
HMONG
INDONESIAN
JAPANESE
KOREAN
LAOTIAN
MICRONESIAN
NATIVE HAWAIIAN
NEPALESE
PAKISTANI
SAMOAN
TAIWANESE
THAI
VIETNAMESE

TOTAL…
13.3%
WHITE
3.9%
A F R I C A N … 9.1%
HISPANIC
35.0%
AMERICAN INDIAN
6.1%
ASIAN AMERICAN
NHPI
20.8%

66.5%

Figure 6: Foreign Born Rates – Percent of Foreign Born AAPI Older Adults

U.S Census Bureau, 2016

Limited English Proficiency
The rate of foreign-born AAPI older adults is significantly higher than the national
average, therefore it would seem likely that the rate of LEP would be significantly higher
than the national average as well. In aggregate, 60% of Asian Americans and 25% Pacific
Islanders speak English less than "Very Well" (see Figure 7). However, disaggregated data
shows that there are extraordinary differences between ethnic groups. An astonishing
100% of all Bhutanese older adults are LEP, in comparison to Native Hawaiians at 3%,
and all but two AAPI older adult sub-populations have LEP rates of 25% or higher.
In addition, 27% of AAPI older adults reside in linguistically isolated households, meaning
that no one in the household over the age of 14 speaks English "Very Well" (National
Asian Pacific Center on Aging, 2013a). Approximately one-third of all Cambodian,
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Laotian, and Chinese American older adults, 45% of Korean American older adults, and
46% of Vietnamese American older adults are linguistically isolated.
LEP has a negative effect and severely impairs access to health care and health status, in
comparison to their English proficient or fluent counterparts (Ninez, 2006). LEP has also
been associated with restricted employment opportunities and racial discrimination, and
older adults with LEP are more likely to have a poorer quality of life (Ninez, 2006).

83%

75%
62%

8%

24%

61%
50%

25%

3%

33%
40%

66%

78%
87%
64%
71%
74%
25%

27%

47%

61%

90%

91%
75%
74%

61%

78%
47%

ASIAN INDIAN
BANGLADESHI
BHUTANESE
BURMESE
CAMBODIAN
CHINESE
FIJIAN
FILIPINO
GUAMANIAN
HMONG
INDONESIAN
JAPANESE
KOREAN
LAOTIAN
MALAYSIAN
MARSHALLESE
MELANESIAN
MICRONESIAN
MONGOLIAN
NATIVE HAWAIIAN
NEPALESE
OKINAWAN
PAKISTANI
SAMOAN
SRI LANKAN
TAIWANESE
THAI
TONGAN
VIETNAMESE

T O T A L … 8.07%
W H I T E 2.45%
A F R I C A N A M E R I C AN
2.94%
HISPANIC
57.75%
AMERICAN INDIAN
15.44%
ASIAN AMERICAN
59.58%
NHPI
24.76%

100%

Figure 7: Limited English Proficiency Rates in AAPI Older Adults

U.S. Census Bureau, 2016

Cultural Implications
This section will contain cultural-based generalizations as a means of raising awareness of
the cultural differences that may exist between Western cultures and cultures within the
AAPI sub-populations. This section should not be used to profile or stereotype AAPIs; an
individual may, and more likely will, deviate from these cultural norms. Each AAPI subpopulation differs in socio-cultural traits and in a variety of other ways. The degree to
which a person adopts U.S. cultural values varies, and there are a number of factors as to
why a person may not assimilate as fast, or at all.
Cultural awareness is the first and foundational element of cultural competence. Cultural
awareness is defined as being cognizant, observant, and conscious of similarities and
differences among cultural groups, and understanding that one's culture may influence
values, beliefs, judgments and decisions (National Center for Cultural Competence, 2016).
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Poorly understood differences lead to adverse outcomes that result in (1) lower
participation rates, (2) delayed action during a crisis, (3) inaccurate history or
documentation of an incident, (4) non-compliance with recommendations that an agency
provides, and (5) decreased satisfaction of the program or agency (Yale Journal of
Medicine and Law, 2006).
Historically, AAPI cultures are highly group-oriented and place a strong emphasis on the
family as the sole source of identity. The traditional household is comprised of multiple
generations; it is normal to find three to four generations living under one roof (Ogawa,
1978). AAPIs often value the family unit over oneself. For example, Picture Brides –
similar to "arranged marriages" - is a term that refers to a practice during the early 1900's
where immigrant Asian workers in Hawaii, the West Coast and Canada married women
based on the exchange of photos and a matchmaker. It was considered acceptable because
of the obligation to one's family, especially if money or resources were needed (Ogawa,
1978). Another example is the Native Hawaiian term "hanai,” which has a loose meaning
of adoption or to take into one's family. But in its simplest meaning, hanai is a person that
is considered as a family member (Okamura, 2008). Loyalty to one's family is highly
regarded, and independent behavior that may disrupt the harmony of the family is
discouraged.
AAPIs pride themselves on their status and retaining the family name in the eyes of others.
When a family member brings shame to the family, the family must work as a unit to
mend the wrong. In addition, the concept of filial piety, meaning the primary duty of
respect, obedience and care for elderly parents or relatives, is very important in the AAPI
culture (Ogawa, 1978). AARP reinforced this value by reporting that AAPIs are
significantly more likely to take charge of caregiving duties, as compared to other ethnic
groups (AARP, 2014).
Cultural Identity
Cultural identity is multifaceted and the process in achieving one’s cultural identify is not
the same for everyone. Experts believe that identity may be inherent, or ever-changing and
constantly being revised through one’s social setting or historical events (Lee and Kye,
2016). For example, some Japanese Americans during or after WWII found a resurgence,
or pride, in being Japanese, and spawned the creation of a group identity, like "Asian
American," where a new or blended culture is born (Lee and Kye, 2016).
The ability to assimilate also plays a factor in a person's cultural identity. Assimilation is a
process by which a person absorbs the cultural norms, values, beliefs and behavior
patterns of the "host" society. Table 2 explains the different factors as to why assimilation
may occur faster for some ethnic groups. These factors, and its effects, vary from ethnic
15

group to ethnic group, or person-to-person; they help shape an AAPI person's cultural
identity, and shows that varying needs and vulnerabilities exists for each AAPI subpopulation.

Table 2: Assimilation Factors that Effect AAPI Cultural Identity
Assimilation Factors
Examples
Racial Differences
White immigrants faced prejudice and
discrimination, but were able to integrate
more quickly than non-white immigrants and
minorities.
Economy Structure at Time of
During economic difficulties, there isn't as
Immigration
much to go around which can lead to more
competition and hostility.
Racism and Discrimination
How a person reacts or responds to racism
and/or discrimination.
Socioeconomic Factors
Different AAPI sub-populations have varying
levels of educational attainment, job skills,
English proficiency, etc.
Chae, 2002
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Organizational Best Practices
An organization's commitment to cultural awareness leads to an individual, community,
program, or organization to becoming culturally competent. Not all AAPI older adults are
the same, so it is important for agencies to adopt and apply the philosophy of personcenteredness when working with the AAPI communities. Person-centeredness involves
perceiving and evaluating interventions from an individual's perspective, adapting those
interventions to meet the needs and expectations of that person. Similarly, prioritizing
AAPI cultural and linguistic competency will increase an agency’s ability and confidence in
providing direct services to AAPI older adults and their caregivers, as well as increase
client satisfaction.

Cultural Competency
Cultural competence is an evolutionary process towards cultural humility (Southeastern
Health Equity Council, 2014). The goal of cultural humility is defined as a "lifelong
commitment to self-evaluation and self-critique, to redress the power imbalances in
[provider-consumer] dynamic, and to develop mutually beneficial and advocacy
partnerships." A best practice for an organization to be culturally and linguistically
responsive to AAPI older adults in their geographic service area is as follows (see Figure
8):
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Figure 8: Cultural Competence Best Practices

Best Practice #1
Value AAPI Diversity
• Demonstrate that the organization values AAPI diversity by fostering a multicultural work environment.
• Target funding for services and ensure resource allocation match the needs of the community, including AAPI
older adults.

Best Practice #2
Assess Your Organization
• Develop an internal team to conduct regular organizational assessments to evaluate operational impacts on
AAPI older adults.
• Assess policies and procedures (i.e. disaggregate AAPI data collection, ensure a process for identifying and
documenting preferred language, etc.).

Best Practice #3
Manage the Dynamics of Difference
• Consider implementing a mechanism for AAPI older adults and their families to provide feedback.
• Solicit input from AAPI staff in organizational planning for AAPI older adults.

Best Practice #4
Acquire and Institutionalize AAPI Cultural Knowledge
• Identify opportunities for staff to learn about AAPI cultures (i.e. regular cultural competency trainings).

Southeastern Health Equity Council, 2014

Being culturally competent involves an ongoing commitment to learning about the AAPI
cultures within your community, and looking at a person's culture through their individual
lens (Southeastern Health Equity Council, 2014). Organizations should keep this
framework in mind when planning and implementing local programs.

Organizational Self-Assessment
The primary goal of an organizational self-assessment is to reduce racial inequities and
increase the opportunities for AAPI inclusion within an agency. AAPI older adults are one
of the fastest growing and most diverse populations in the country. Numerous differences
between AAPI and mainstream American culture cause barriers that restrict AAPIs from
fully accessing long-term services and supports. NAPCA adapted and published the Asian
American and Pacific Islander Inclusion: A Self-Assessment for Organizations fact sheet (Appendix
A). This tool helps organizations raise awareness, evaluate areas for improvement to
increase AAPI inclusion, and track organizational change.

Language Access Self-Assessment for LEP AAPI Older Adults
The primary goal a language access self-assessment is to effectively communicate with
LEP AAPI older adults and their caregivers. AAPI older adults have high rates of LEP,
18

and therefore, assessing how and the extent to which LEP AAPI older adults and
caregivers interact with an agency or program is the first step to providing culturally
competent and linguistically appropriate services.
For example, it is critical to measure the relationship between LEP participants and an
agency’s hotline/I&R calls, outreach and education programs, access to agency websites,
written materials, agency brochures, etc. Agencies should consider assessing the number or
proportion of LEP older adults from each AAPI language in the geographic service area to
determine appropriate language assistance services and programming decisions for service
delivery. NAPCA developed two fact sheets to assist organizations in using the U.S.
census data as follows: (1) Identifying Languages within Your Community: AAPI Older Adult
Data, and (2) Identifying Population Counts within Your Community: AAPI Older Adult Data
(Appendix B, C). This analysis must also include evaluating the number of LEP AAPI
persons with whom the agency encounters while carrying out program functions. Agencies
can do this by reviewing and analyzing the available data in your service area, and use the
data to drive program development by developing language access procedures (i.e. how to
access AAPI language interpreters), linguistically appropriate outreach materials, and train
staff on how to access language assistance services. As a reference, NAPCA developed a
fact sheet, Four Strategies to Identify an Interpreter: For an AAPI Older Adult (Appendix D).

Collecting and Analyzing Data on AAPI Older Adults
It is important to collect and analyze data to better understand the population being
served, and to ensure that programming is meeting the needs of the community.
Disaggregated data collection is vital in meeting the needs of AAPI older adults. There are
significant ethnic distinctions, cultural norms, traditions, social and economic health needs
among and between AAPI subpopulations. Often, AAPI older adults are aggregated into
one ethnic category that obscures meaningful differences between AAPI subpopulations
and leads to "one-size-fits-all" programs and policies.

Needs Assessment
Conducting a comprehensive needs assessment is a necessary step to understand the
specific needs and challenges that AAPI older adults face within a geographic service area.
Currently, disaggregated AAPI data is limited, and therefore, collecting one's own data is a
viable alternative. While comprehensive needs assessments take time and resources, it
provides the best information to adopt a culturally and linguistically appropriate approach
to assess the needs of AAPI older adults, set priorities, allocate resources or time, and
ensure equitable access to services (see Figure 9). As a reference, NAPCA developed a fact
sheet, Seven Best Practices when Conducting a Community Needs Assessment with AAPI Older Adults
(Appendix E). This publication is a useful guide for organizations to conduct a culturally
sensitive needs assessment.
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Figure 9: Methods of Collecting Data on AAPI

Partner and
Work with
AAPI
Community
Re-Design
Leaders/
Program
Evaluation to Organizations
Collect Needs

Conduct a
Comprehensive
Needs
Assessment

Resources

Parnter with AAPI Community Leaders/Organizations
If an organization has limited resources but ample staff time, a best practice is to partner
and work directly with AAPI community leaders or local AAPI service community-based
organizations. Building trust and engaging local AAPI community leaders will allow
agencies to better understand the AAPI population within their service area. AAPI
community leaders and community-based organizations provide direct services to the
AAPI community, and experience the needs and challenges that the AAPI community
face. These organizations are also the trusted source that AAPI older adults and their
caregivers go to. If resources are limited, building relationships and conducting key
informant interviews and/or focus groups with AAPI community leaders and staff are a
reasonable alternative.

Re-Design Program Evaluation
If time and resources are limited, re-designing program evaluation to collect disaggregated
data is a simple method to understand the unique needs of AAPI older adults and their
caregivers, especially if data collection, or program evaluation, is already occurring. Most
organizations collect simple demographic data such as age, gender, and ethnicity.
Expanding the list of options that an AAPI individual is able to choose as their ethnicity(s)
is a simple first step. Organizations could also collect data on primary language. This
allows the organization the ability to analyze the disaggregated number of AAPI
consumers and the number of LEP AAPI consumers they are serving.

Data and Resources for AAPI Older Adults
The following are available datasets for agencies to utilize to determine the LEP AAPI
populations:
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The U.S. Census Bureau – American Community Survey
(http://www.factfinder.census.gov)
The U.S. Census Bureau – Language Use Section
(https://www.census.gov/topics/population/language-use.html)
The Federal Interagency Working Group on Limited English Proficiency
(https://www.lep.gov/demog_data.html)
State and local government offices (i.e. social service agencies, office of language
access, etc.)
Higher education institutions (i.e. universities, community colleges, etc.)
Other published reports and references guides to assist in determining the LEP AAPI
population composition include the following:
AAPI Data – (http://www.aapidata.com)
Department of Health and Human Services – Civil Rights: Revised HHS LEP
Guidance (http://www.hhs.gov/civil-rights/for-individuals/special-topics/limitedenglish-proficiency/index.html?language=es)
National Asian Pacific Center on Aging – National Resource Center on AAPI
Aging: Fact Sheets (Appendix A-E)
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Medicare Education and Information Needs
As mentioned in the previous section, it is important to understand the unique needs and
challenges faced by AAPI older adults from one's own service area. NAPCA and its
partners conducted a series of focus groups with ten LEP AAPI Medicare beneficiary subpopulations (Appendix F). This section will discuss on a general level the needs of LEP
AAPI Medicare beneficiaries.
Overall, there is a general lack of education and understanding of the Medicare program,
the available benefits and how to best utilize the benefits (NAPCA, 2016). This may lead
to negative consequences such as a high risk of AAPI older adults being victims of
Medicare fraud, increased risk of chronic conditions (i.e. cancer), and decreased overall
quality of life. LEP AAPI Medicare beneficiaries need basic in-language Medicare
information, such as (1) Medicare benefits and coverage, (2) differences between Part A, B,
C and D, (3) Medicare terminology and definitions, (4) Medicare and alternative medicine,
and (5) differences between Medicare and Medicaid.
The lack of education and understanding is due to the fact that information and materials
are not translated into languages that many AAPI older adults comprehend (NAPCA,
2016). Focus group participants expressed the need for the annual Medicare guide,
"Medicare & You," be translated into a language that they can understand. The only copy
they receive is in English, a language that they cannot read. In addition, several focus
group participants mentioned that they "throw away the Medicare Summary Notice"
because they don't know what it is and its importance. If these documents cannot be
translated into multiple AAPI languages, then it would be greatly beneficial to LEP AAPI
Medicare beneficiaries to receive in-language trainings and educational presentations.

Medicare Fraud
LEP AAPI Medicare beneficiaries are vulnerable to Medicare fraud because information
and vital documents are in English. There are two key steps to preventing Medicare fraud:
(1) detecting and (2) reporting. Detecting Medicare fraud is directly related to LEP AAPI
Medicare beneficiaries' ability to understand (1) the Medicare program, (2) the Medicare
Summary Notice, and (3) the various services they receive from physicians/providers. LEP
AAPI Medicare beneficiaries need an in-language training series that will provide the basic
competency to detect Medicare fraud.
The second step to prevent Medicare fraud is to understand the process and overcome
barriers to report fraud. Focus group participants described various reasons that prevent
LEP AAPI Medicare beneficiaries from reporting Medicare fraud, including language
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barriers, not knowing the reporting process, embarrassment or shame, and fear of
retaliation. In addition, many focus group participants expressed that, to identify fraud,
they rely on their family or adult children to assist in reading or translating vital
documents. LEP AAPI Medicare beneficiaries who live alone, or have no family or
informal supports, are at a higher risk of being victims of Medicare fraud.
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Outreach and Education Strategies and Best
Practices
By developing an outreach and education campaign, an organization is committing to
extending its services beyond their current or usual limits. In order to facilitate a successful
campaign, organizations should ensure they have adopted and applied the best practices
mentioned in the previous section Organizational Best Practices, which is the foundation for
delivering quality services to AAPI older adults and their families. In addition to the
following strategies in this section, having the proper policies, procedures, staff training
and competencies to serve AAPI older adults will increase the likelihood of a successful
outreach campaign.

AAPI Community Based Organizations
A key strategy for engaging AAPI populations is to partner with AAPI serving
community-based organizations. It’s important to build trust and develop partnerships
with community-based organizations that have a long history of serving AAPI older adults.
These partnerships help to cultivate an awareness of assets within the AAPI community
and to gain trust as you work closer with AAPI older adults.
These community-based organizations tend to:
Be staffed by people who reflect the AAPI populations (including languages
spoken) of your community;
Respond to shared needs of the community they originate from;
Mobilize members of their community as volunteers;
Be visible and trusted within community neighborhoods;
Build relationships with the community in addition to delivering needed education
and services.
Begin with relationship building, recognizing that partnerships with AAPI-serving
community-based organizations may need to focus on capacity building over time. In your
initial conversations, explore the shared benefits of partnership. Many of these
community-based organizations operate with very limited resources, and therefore
consider using dispersed site management strategies to address the needs of rural
organizations; this could include resources like AmeriCorps VISTA, whereby a host
agency is granted a VISTA member who is then assigned to a community-based
organization. Another strategy is to partner on a grant where implementation of the
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project would be through the community-based organization whereby a portion of the
funds would be utilized to hire staff within their organization. Another strategy is to
collaborate on public awareness meetings and community events.

AAPI Churches and Community Leaders
Partnering with AAPI places of worship, like churches and temples, and collaborating with
AAPI community leaders are often effective strategies to gain trust and to develop closer
relationships with AAPI communities. As mentioned previously, NAPCA and its partners
conducted a series of focus groups with ten LEP AAPI Medicare beneficiary subpopulations. The results showed that LEP AAPI Medicare beneficiaries prefer receiving
their information from churches or places where they can receive information in their own
language. For example, the Laotian focus group participants said they don't speak English
and don't know how to communicate with people outside of the Lao community.
An example of an effective partnership with AAPI-community based organizations is
highlighted from the work of the University of Hawaii’s National Technical Assistance
Center. The Center developed a strategy to increase job opportunities and community
awareness of AAPI persons with disabilities through local AAPI church communities. In
an effort to build relationships with church leaders, the Center invited the faith-based
communities to co-host an event featuring a well-known AAPI figure with a disability, and
at the event, the AAPI figure shared his personal success story. The event was a
tremendous success, including an attendance of more than 400 guests and 100 volunteers,
the commitment of 15 AAPI employers to hire qualified workers with disabilities, and
statewide media coverage that increased awareness of disability issues within the AAPI
community and the need for increased job opportunities.

Communication Strategies
The communication style of AAPIs tends to be very different from Western culture.
AAPIs tend to be highly keen on non-verbal cues, such as hand gestures, body language,
eye contact, voice pitch and intonation, and word stress; even the use of silence is just as
important as the words used. Table 3 summarizes the communication style differences
Western and AAPI cultures.
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Table 3: Differences Between Western and AAPI Communication Styles

Western Culture
Comfortable with direct questions and
answers
Smiling indicates pleasure and humor
Less likely to be tuned in to moods of
others during conversation
Comfortable with expressing and
accepting concerns and confusion in a
direct manner

AAPI Cultures
Often view direct questions and answers as
abrupt or rude
Smiling may also indicate confusion or
embarrassment
More likely to be tuned to moods of
others, and expect others to be
Expect those to sort out their concerns,
confusion and hesitance through polite
conversation

Asian Pacific Health Care Venture, Inc., 2016

There are cultural factors that may impact effective communication and engagement with
AAPI older adults. AAPI cultures value harmony and balance, and therefore, AAPI older
adults may be reluctant to complain or to ask for clarification. AAPI older adults also value
group or family consensus, and therefore, speaking only to the individual may not be an
effective way to communicate or seek action/results. In addition, there are often varying
degrees of acculturation that influences each family member's perspective, varying from
very traditional to very "Americanized." Lastly, professionals should be aware of the
effects of historical trauma, particularly if programs are housed in government agencies;
some AAPI cultures may have trust issues with government bodies.
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Volunteer Engagement Strategies and Best
Practices
In many AAPI subcultures, formal volunteering is not historically relevant; yet there are
strong cultural traditions of informal volunteering (for example, helping neighbors,
caregiving, village concept). There is emerging evidence, however, that volunteering as a
more formal activity through organizations or groups is growing in significance for older
people from culturally and linguistically diverse cultures, and particularly Asian cultures
(Warburton and Winterton, 2010). Finding relevant volunteer roles for AAPI older adults
is important for maintaining and promoting cultural knowledge and values within a
broader western society, contributing to generativity, or, imparting a legacy for future
generations to explore the human need to pass on societal traditions and ways of life.

AAPI Community Based Organizations
Collaborating with trusted AAPI-serving community based organizations to outreach,
recruit and train volunteers is a key strategy for mainstream aging organizations. As
mentioned previously, volunteering may be a new and unfamiliar process for some AAPI
older adults. Some AAPI languages or cultures may not have a term or translation for
"volunteering." And therefore, by working with AAPI-serving community based
organizations that know culturally appropriate ways to engage the community members in
volunteerism is an efficient and effective way to engage and mobilize AAPI individuals.

Foundational Elements to Enhance the AAPI Volunteer Experience
Before conducting an AAPI volunteer outreach and recruitment campaign, organizations
can take preliminary steps in programming to enhance the AAPI volunteer experience.
Work with the AAPI community based organization to identify barriers and solutions to
volunteering with your organization. NAPCA's focus groups with AAPI Medicare
beneficiaries indicated that many of the participants from multiple AAPI ethnicities
currently volunteer. They reported volunteering with their local church, temple, or AAPI
community based organizations. Focus group participants said that they best way to recruit
is through the locations where they currently volunteer. However, participants also
reported that because they do not speak English very well, agencies should:
1. Refine their training program to be inclusive of LEP AAPI older adults who want
to volutneer.
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2. Eliminate or reduce the effects of language barriers by developing partnerships
with AAPI churches, temples and community based organizations to be the AAPI
volunteer station, point of contact or hub.
3. Broaden various roles and job descriptions to follow a strengths perspective
strategy, thereby offering flexibility and maximizing the skills of AAPI volunteers.
It is also good practice to adopt a person-centered approach when engaging AAPIs in
volunteer activities. An example of taking a person-centered approach to engage the AAPI
community is from the Asian Pacific American Legal Resource Center (APALRC), where
the organization empowered and assisted the residents of the Wah Luck House to
organize into their first Tenant’s Association. The Wah Luck House is a low-income
senior housing complex, in the middle of Chinatown, in Washington D.C. The association,
which is made up of residents and volunteers of Chinese descent, is now actively engaged
in advocacy on issues impacting them within their community. Issues such as affordable
housing, language access, health and social services, and access to ethnic grocery stores are
the biggest challenges faced by the residents of the Wah Luck House. They are also
concerned about the impact that gentrification is having on their ability to remain living in
Chinatown. Currently, a little more than 300 Chinese immigrants remain in Chinatown (a
trend that is not unique to DC’s Chinatown). The APALRC took a person-centered
approach by listening and empowering the AAPI residents to get involved and selfadvocate for themselves, and their community members.
Finally, consider incentives that may attract AAPI older adults to volunteer, such as:
Educational programs; there is a strong desire for learning and having new
experiences.
Personal requests from trusted professionals.
Stipends (e.g. Senior Corps programming or SCSEP) or free meals.
Volunteer recognition.
Organizations should integrate volunteer motivational factors in needs assessments, which
should be conducted on a regular basis to examine the differences so that strategies or
programs can be designed, and revised, according to any changes that may occur over
time.
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Appendix F:

Hard to Reach Medicare Beneficiary Project - Focus Group Report

Cambodian

Chinese

Hmong

Color, layout . Translation is good.

Information is clear and easy to understand.
Pictures are nice. Use of paranthesis to help
minimize misunderstanding. Layout is good
Everything was new. Didn't know much about
fraud or who and where to contact for help.

Illocano

Q1. Like

Colors and photos. Message is helpful.

Q2. Info New?

Most of information is useful.

Q3. Helpful?

Given examples are powerful. Information on
how to report and contact Medicare provides a
lot of benefits.

Q4. Dislike

Print is too small, background color should be
the same for all pages, photos too large, the
Characters were cut off, typo erros, font size too information is the important part. Make the
small.
picgture smaller, and font bigger.

Better if written in black and white. Print is too
Font is too small, hard to read. Background color small. Use Filipino models in photos. Use
should be light and text dark.
common language.

Q5. Suggestions

Font size bigger, spelling has to be corrected,
language should not be academic. Use
punctuation at the end of sentences.

Would like to see photos of Hmong people.

Q6. Vol Act.

Don't volunteer, but used to. Main purpose of
volunteering is to devote themselves to
community service in order to ensure that
people have access to information. They
sacrifice their own valuable times to give
something back to their community and
stengthens community.

Volunteer at their Church by doing cooking
Translate information for an elderly man in
cleaning, childcare, fundraising, and
apartment building. Teach chinese, tai chi, tutor, outreaching.

Good information in Illocao.

Suggested using different translated words.

Q9. Types of Vol Act.

Prepare meals for homeless. Translator. "Mutual
Assistance and Protection" responsible for
Want to volunteer with community
security or others, especially at night.
organizations or hospitals, or school settings.

Q10. Access to Vol

No, don't know where to go besides church or
friends.

Q11. Factors to Stop Vol

Frail/Getting older and cannot.
They use Medicare A and B.

Q13. Want Info On

Part C and D.

Q14. Exp Fraud

Yes, case example from Husband and Wife. Gave
information and never contacted again.

Q16. Barriers to Reporting

Medicare A and B.

Need information to be in Chinese. Only receive Want more education and specific training by
information in English and it's useless. How will I organkzations to help them understand the
know if the clinic defrauds me.
different types of benefits of Medicare.
Have not experienced or seen these types of
fraud or abuse.

No

Photos, in-language materials so children don’t
need to read it to me, colors, easy to read.

Yes

Yes, everything is new.

Volunteer at the Temple.
Volunteering is more short term like, prep
before a festival, clean up the temple, and
participate at the temple events.

Language barriers, and education of what fraud
is and what to look for when looking at
statements.

Too busy to volunteer.

Tagalog

No, itʻs very helpful. Easy to read.

Print is too small. More photos of pacific
islanders. Background color is too dark.

Make the font bigger. The fine print is small, but
the letters are fine. No suggestions.
Church or at the community center. Cook, visit
others in nursing homes, work with children at
the community center, help around the center.
Driving community members to doctor
appointments, church or community center.
Help prepare food at the community center.
Church, visiting nursing home. Help friend with
attaining SSI/Benefits. Help with interpretting at
Doctors.

Simple work, easy, flexible, not requesting much
work in English.
Outreach, handout brochures.

Would want to do drama club, would be
interested in counseling role.

Some knew how to access volunteer
opportunities. But was unclear of what
volunteerism is. It is unpaid work.

No.

Some case examples.

Yes, several examples of medicare fraud. See
report.

Best way to outreach and recruit volunteers is
through the churches. The only active
community for Tongans are the churches.
Contact the church pastor to share the
information.

More information about prescription
medication.
Case example about providing free phone
service under Medicare.

Told their kids and kids reported it.

Culturally, they will not report this type of abuse Don't know how to report, don't know what
and will remain silent. They are afraid someone fraud is, lack of education of what fraud actually Thought it was not a crime, so not a big deal and
might come after them.
is, how to identify it and then how to report it. do not need to report.
Language barriers, shame,

Medicare A, B and D. Medicaid.

Difference between Medicare and Medicaid.
Had an off tangent dialouge around this topic.
There was some confusion on the differences.
Durable Medical Equipment. Accupunture
covered? Eyeglasses covered? Dentures? Dual
eligibles information. Services you get from
Medicare and Medicaid. Hospital stays and what
is covered. Visual messaging.
No, not at first. But someone did get a call from
someone pretending to be Medicare. She hung
up on them. It happened three months ago.
They did not report the fraud. They didnʻt know
the number to call to report, but would have if
they knew the number. Most would report the
fraud if they knew the number and the process.

Volunteer at the temple and churches, or help
others who need their assistance. Most will not
go and seek volunteer work, but will be more
than happy to lend a hand if asked.

They want to help people.

Educated on the current situation and to be
asked because there is not enough people to
help.
Cooking, cleaning for events. Sell raffle tickets
for fundraising, assist with other elders with
transporatation, visiting elders at nusring home,
helping others who are enable to help
themselves.
Yes, from friends, radio/tv about different
organizations that are doing charity work and if
it peaks interest they will find a way tot
volunteer at that specific place.

Community Center, but other than that, don't
know. But will do as the needs come up. Friends
got some invovled in volunteering.
Get older or frail and can no longer volunteer.
Transportation is an issue, especially if need to
go to a specific location that is not on the bus
route.
Medicare A and B.

Nothing.

Make font bigger and background color light and
text dark.
Nothing. Very informative and well presented.

To help people.

Prefer office work

Annual Medicare Book comes only in English, so
don't understand it. Participants just throw it
away. Didn't know what a Summary Notice was.
Need more education on what this is and what
it's form. It’s a terminology/education issue, not
translation issue. Discard the Summary Notice
because they don't know what it is, and so
throw it away. Separate brochure on how to
handle a denied claim. Want an institution that
will teach about all this, because doctors, social
workers and employees are very rude or may
not know themselves. Medicare 101, the
difference between Medicare and Medicaid, in
Korean. A book that tells which prescriptions are Medical package is received every year, but it's
covered, in Korean.
in English. Want the same info, but in Laotian.

Vietnamese

Know to protect your SSN, identity theft for
Medicare recipients. Knowing that Medicare
canʻt ask about your bank account.

Information was good, nice to be in-language.
Photos are nice.
Yes, it's helpful to know where to call to report
fraud. And what fraud is.

Most of the participants volunteer.

Language barrier, transportation, health and
family and community supports.
Medicare A, B, C, D, other insurance like Blue
Cross Blue Shield.

Tongan

Colors, photos were nice. Phots of asians are
good, makes it relatable. Content and message
All information is important and shouldn't be cut was important and should have been done long
out. Translation is good and easy to understand. ago.
Yes, it's new. Fraud information is new and
helpful.
Yes, it was new information.
The number to call to top fraud. Defining
Medicare fraud. All did not know they can
report Medicare fraud, wish they were better
informed about it.

Don't know. Hard because don't know the
Best way to get volunteers is through the
english language, and how to communicate with Samoan Churches. Also to disseminate the
people outside the Lao community.
information is through the Samoan churches.

Medicare A and B

Medicare Summary in-language. Difference
between Medicare and Medicaid.

Samoan

Few errors in translation. The layout, photos,
content and message are good.

No detail on how the process was, but that they
stopped the fraud.
Do not know.

Never reported fraud.

Embarrassment, Language barrier, don't know
the process of reporting.

Little to no knowledge or how to access other
volunteer opportunities in the community, or
with other organizations.
Lack of knowledge or awareness about the
volunteering service or programs, lack or
reliable transportation, language barrier, not
having enough time, lack of motivation.
Know very little about Medicare, the different
parts and the benefits that come with it.

Laotian

Information about Medicare Fraud
Like the translated materials, but need more
communitiy outreach materials, and also
community workshops to inform the community
about this. Also to promote it at the community
Colors are off, too many blank spaces. Make font events, community gathering, one on one
bigger.
learning, elderly clubs and gathering places, etc. Print is too small.
Struggling with the delivery to the community.
Can be in different formats like video, youtube,
Make the background color white and text dark facebook, and local television accounce or public
like black.
newspaper.
Make print bigger.

It's about helping people you feel tha tyou want
to help and going out your way to help.
Never volunteered, but would like to try. But
would need to study and understand it. Should
be flexible and easy. In my language and my
strengths. Want to know about the volunteer
opportunities, through organizations like
NAPCA. Activities withint my limits. Visit senior
citizens in a nursing home. Activites that don't
need to know English.

Q8. Factors would make Volunteer

Q15. Exp Reporting Fraud

Like that the brochues are in Korean.
Summary Notice was new. Didn't know what it
was, so throw it away.

Best to go through the churces to recruit
volunteers, or cultural organizations like the Fil- Volunteer at their church and many other nonCom Center. Publicize on Filipino radio station, profit organizations. Volunteerism is due to
Filipino consulate, newspapers.
religious/Christian beliefs.

Q7. Factors to Volunteer

Q12. Benefits Using

Korean

If the volunteer work does not align with their
beliefs, or health is weak of if they are frail
themselves.
Medicare A and B

Medicare Part A and B.

Medicare summary in Tongan. Older Tongans
don't read English.

Want more information on Part C and D

Doctors can also abuse the Medicare system.
Case example shared.

Language, now knowing what fraud actually is
and how to report it, but now they know there is
an number to call. If you donʻt know the name Not knowing what Medicare fraud is, not know
of the scammer and phone number, how can/do who or how to report fraud, language barriers,
you report it? There was no caller ID.
shame.

Yes
Do not remember, because it happened to
someone else, but remember it was a long
process that entailed many questions.
Don't know how to report. Afraid that there is
too much involved in the process of reporting.
Language barriers, it becomes more complex.
No one to help translate/interpret. Seniors who
live alone don't want to bother their
children/family members for help.

