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I. Introduction

These pages paint a portrait of Philadelphia’s aging population by the year 2015 and
beyond, drawn from comprehensive data analysis and research commissioned by
Philadelphia Corporation for Aging. The picture that emerges is of an increasingly
diverse older population — ethnically, racially, economically and in terms of lifestyle,
health and well-being. In the year 2015, Philadelphians over the age of 60 will be active
and engaged with work, volunteering, social life, grandparenting and caregiving. But a
significant proportion will have serious needs in many realms of their lives that may lead
to potentially broad-ranging consequences for the region in the decades to come.

Real concerns for the future status of Philadelphia’s elderly are raised by the many trends
defined in this report relating to income and poverty, health, mental health and disability,
housing, community and isolation — especially when these trends are seen in the context
of continued cuts in funding for many aging-and poverty-related services. Many of the
variables in this potentially corrosive dynamic are outside the control of aging service
agencies: government funding, prospects for health care and mental health care reform,
and the future of Social Security and the Federal deficit.

However, some important variables in the future status of the region’s elderly can be
controlled. These include the civic will to plan creatively and collaboratively, to cultivate
future organizational and political leadership, and to develop political and community
awareness and support for the needs of Philadelphia’s aging population.

While this analysis cannot be viewed as comprehensive or predictive, it does depict a
foreseeable future for the region’s elderly. These data and insights about potential
problems are intended as a springboard that will lead to more in depth analysis and
planning to strengthen services and supports for Philadelphia’s future elderly population.

This report is designed for a diverse readership, including:

e Agencies serving the aging population’s needs related to health, mental health,
housing, employment, volunteerism, transportation, religion, caregiving,
advocacy and social services;

e Politicians, policy-makers and planners at the Philadelphia, regional, state and
federal level;

e Foundations seeking to address the current and future needs of Philadelphia’s
aging community;
e (Corporations with a stake in Philadelphia’s future;

e Elderly individuals and their families as well as future clients of agencies that
serve the aging;

e Reporters for area newspapers, magazines, radio and television stations who may
use this document as a reference tool and as background for more in depth
reporting on specific trends.



The structure of this report incorporates a unique dimension that provides a human
context for the catalogue of comprehensive data from local, regional, statewide and
national sources. Whenever possible, comments from focus group participants and from
a diverse range of experts on the region’s aging population accompany the analysis of
each area of concern. These sources are described in detail in the Background section of
the report.

I. A Authorship

This document is the result of a truly collaborative effort. While many individuals made
it possible, it is important to acknowledge those who made key contributions.

The primary author is Abby Spector. Jessica Diamond ably assisted her in the writing of
the document. Julie Norstrand and Abby Spector gathered and summarized most of the
written material used in the report. The individual interviews with key informants were
conducted by Abby Spector and Doris Rajagopal, Ph.D. Lisa Kleiner of Philadelphia
Health Management Corporation supervised the consumer focus groups and wrote a
summary of the findings, from which the quotes in this document were selected. Rachel
Cohen, Christine Hoffman and Bethea Eichwald assisted in editing the document.
LaTasha Johnson helped with the formatting of the final version of the report.

Two consultants played important parts in the creation of this document, Drs. Neal Cutler
and Morton Kleban. Dr. Kleban played a vital role in the statistical analysis of data used
in this report. Dr. Cutler helped shape the structure of this report and designed a set of
questions that formed the base for our focus groups. More information on that process is
to be found below.

The idea for this report came from the Board of Directors of Philadelphia Corporation for
Aging (PCA). The specific goals, general outline, and overall supervision of the project
was done by Allen Glicksman. David Nevison guided the project to its completion.



II. Summary of Significant Findings

Like most U.S. cities, Philadelphia is bracing itself for the coming demographic cohort of
the aging postwar generation, born in the two decades after World War II (from 1946 to
1964). By the year 2035, this cohort will crest with a doubling of the U.S. population
over 65. The leading edge of the postwar generation will reach the current retirement age
of 65 by the year 2015.

The postwar generation of Philadelphia’s future elderly is a heterogeneous group
comprised only in small part of the stereotypical well-educated middle to high-income
“baby boomer.” Much of the current planning for the next generation of elderly is
focused on these “boomers” as can be seen by the frequent use of the term by key
informants interviewed for this project and the number of times that phrase appears in the
title of documents and reports on the coming generation of older Americans.
Philadelphia’s urban environment brings an ethnically, racially and economically diverse
group of elderly into close physical proximity and within the service areas of institutions
and agencies that will be called upon to provide for the personal, social, economic and
medical needs of these seniors.

Noteworthy trends and important statistics detailed in this report include:

e By the year 2015, Caucasians will no longer have majority status among the
population of Philadelphians over the age of 60 — in part due to out-migration
starting in the 1960s as well as in-migration by foreign born persons. Between
now and 2015, the number of elderly Asian and Pacific Islanders combined will
almost double (from 8,500 to 16,000 seniors). The number of Latino elderly will
increase by almost 50%. The number of African American elders will rise by
12%; and the number of Caucasian elders will decline by 10%.

e By 2015 there will be a surge in the number of the region’s frailest elderly,
persons 85 and older, as well as among persons age 55 to 74. The 85+ group is
expected to grow 10% between 2005 and 2015, and an additional 8% by 2025.
The 55 to 64 year old group will grow 17% and the 65 to 74 year old group will
grow 11% between 2005 and 2015. However, the 75 to 84 year old group will
decline 22% during this same time frame.

e While Philadelphia’s total population will decline between 2005 and 2015 from
1,468,000 to 1,411,000, the median age of a city resident will rise from 34 in 2000
to 36 in 2015.

e In 2003, Philadelphia ranked second only to Miami among 23 U.S. cities studied
by the Brookings Institution in the proportion of residents age 65 and older.
These 23 cities were participants in the “Living Cities” project, an urban
revitalization program conducted by Brookings. They included 8 of the 10 largest
U.S cities.

e In the Commonwealth of Pennsylvania, the number of persons age 60 and older is
expected to grow by 37% - from 2.4 million in 2000 to 3.2 million in 2020.



Meanwhile, the US population over 65 is expected to increase 50% during that
time frame, from 35 million to 54.6 million.

e Although an overall decline in disability among older adults is expected
nationally in coming years, it may not occur in Philadelphia. This is possible
because disability is known to occur at a higher rate among people living in
poverty and Philadelphia is the seventh poorest city in the US.

e The proportion of elders living in poverty is higher in Philadelphia than in the
state as a whole. In 2002, 19% of the city’s seniors lived in poverty compared to
11% of seniors aged 65+ in Pennsylvania in the same year.

e The median income of seniors in the city is expected to rise by between 9% and
11% by 2009, but these figures have not been adjusted for inflation. As is now
the case, the older age groups are expected to have lower incomes.

e National studies predict that the proportion of adults 65+ who are still working
will grow from 13.3% in 2002 to 16.2% in 2015. Reasons for this trend include:
decline or stagnation in pensions; uncertainty in the stock market; insufficient
savings; cutbacks in health benefits for retirees; higher educational attainment and
continued physical well-being, which correlates with later retirement; and smaller
overall workforce. Whether these trends will hold for Philadelphia is uncertain.

e There are racial disparities in self-reported health among Philadelphia’s elderly.
As shown in the figure below, a greater percentage of both Caucasians and
nonwhites have four chronic conditions in 2002 as compared to 1994. However,
in each of the comparison years, nonwhites are affected more heavily than
Caucasians. More widespread health difficulties indicate greater needs in the
future.

Figure 1: Philadelphia Elderly with Chronic Health Conditions by Race: 1994 and 2002

Philadelphia Elderly with Chronic Health
Conditions by Race: 1994 and 2002
Nonwhite White

1994 (%) | 2002 (%) | 1994 (%) | 2002 (%)
Allergies 25 31 23 27
Arthritis 50 57 44 50
Asthma 8 11 5 7
Diabetes 20 27 10 14

Source: PHMC
e Philadelphia’s elderly population includes subgroups that are expected to grow by
2015 that are not currently fully recognized or adequately served, such as:
o Seniors with chronic and late-onset mental illness and addictive disorders;
o Elderly immigrants isolated by language and cultural barriers;
o Seniors caring for their grandchildren;

o Homeless seniors;



o Elderly individuals with AIDS;

o Developmentally disabled seniors;

o Elderly ex-offenders;

o GQay, lesbian, bisexual and transgender seniors;

o Muslim, Buddhist and other religious populations.

Because life expectancy for men and women is rising, more people will be
married in old age. There will also be an increase in the number of persons
entering old age who are single, divorced, separated or partnered. The proportion
of persons living alone will probably remain stable. While partnered individuals
will have the same affective and instrumental supports as married couples, issues
of insurance and legal matters might be problematic.

During the 1990’s, Philadelphia saw an upsurge in the number of immigrants
arriving in the city. In terms of all immigrants (including refugees and asylum-
seekers) in the Philadelphia Metropolitan area in the years 1992-2001 - the three
largest groups were from the former Soviet Union, India, and Vietnam. In 2001,
the single largest source of immigrants to the region was India.

Philadelphia’s elderly population faces housing-related problems that include:
o Insufficient supply of subsidized housing units;
o Deteriorating housing stock and long wait lists for subsidized repairs;
o A shortage of affordable and accessible rental housing;
o Insufficient supply of handicapped-accessible housing;
o Problems with regulation and supply of personal care boarding homes;

o Elderly homeowners’ vulnerability to predatory lending practices that lead
to foreclosures.

A trend that emerged from interviews with leaders in the field of aging is the far-
reaching consequences of the shift toward community-based care — away from
nursing home settings and away from mental health institutions. This shift has
created new challenges for service providers in home care, transportation,
housing, senior centers and adult day care, law and protective services as well as
mental health and health care. It has also created new vulnerabilities for the
elderly and/or their families who must assume responsibility for complex
decision-making and management relating to health, mental health and other
needs.

Focus groups with consumers reveal many similar concerns. Participants worry
most about finances as well as maintaining their health and coping with chronic
illnesses as they age. They list their most critical needs as: affordable
prescription medications, quality affordable home health care, affordable



adaptable housing, free or low-cost home repairs, assistance with utilities,
information and support for caregivers and reliable Paratransit services. African
American focus group participants, particularly those with less education, report
the greatest challenges. They are more likely to experience chronic illness at a
younger age, provide care for others, and lack financial resources.

Focus group members find it difficult to plan for the future because there are so many
health and economic factors that are subject to change, and over which they have
little control. Also, lack of information about community resources is an issue,
particularly for consumers who are older, have less education and have never been
caregivers. However, focus group members are certain of the value of preventive
health measures as well as developing hobbies and leisure time activities that
contribute to overall quality of life and well-being.



III. Background on Sources and Methods

The sources of information for this report include the following:

e  Woods & Poole Economics, Inc., a well-regarded independent demographic and
economic forecasting firm based in Washington, D.C. The firm provides national
forecasts of demographic trends with county-by-county detail on projected
changes, for instance in age, gender and race. The firm’s data for the years 2005-
2015 in Philadelphia provides the core of this report’s key findings.

e The Philadelphia Health Management Corporation (PHMC) Southeastern
Pennsylvania Household Health Survey which collects a wide range of
information including basic demographics, physical and mental health, service
use etc. The surveys were conducted between 1994 and 2002. Insights based on
this data cannot be considered to be predictive.

e Integrated Public Use Microdata Series (IPUMS). This data set, maintained at the
University of Minnesota, is a sample of individual level data drawn from U.S.
Census files.

e Data from city, state and federal agencies, including the U.S. Census Bureau, is
provided for context on trends identified by Woods & Poole.

e A review of relevant studies and programs from local, regional and national
sources (see references in each section). For many topics, a variety of sources
were used to obtain a sense of the general trend, both locally and nationally.
Where several sources defined a trend, this report cites the most broadly
applicable data source.

Two forms of data were provided by the Philadelphia Health Management Corporation:
quantitative and qualitative. Many of the tables in the body of this report are based on the
quantitative data collected by PHMC in their biennial survey, conducted on the
telephone.

Respondents to the PHMC'’s survey include a random sampling of residents in five
southeastern Pennsylvania counties: Philadelphia, Bucks, Chester, Delaware and
Montgomery. In 1994, there were 2,845 respondents to the survey (of whom 1,171 lived
in Philadelphia); 2,878 in 1996 (of whom 1,207 lived in Philadelphia); 2,834 in 1998 (of
whom 1,076 lived in Philadelphia); 2,872 in 2000 (of whom 1,227 lived in Philadelphia)
and 2,701 in 2002 (of whom 1,053 lived in Philadelphia).

The extensive telephone surveys were conducted with over 10,000 households, with an
over sample of the population age 60 years and older. Topics include: self-reported health
status and presence of health conditions, access and barriers to health care, use of health
care services, satisfaction with care, personal health behaviors, limitations in functional
ability, use of assistive devices, mental health, and respondents’ demographic and
socioeconomic status.



It should be noted that there may have been a selection bias against the older potential
respondents with physical and mental health impairments in the PHMC telephone survey.
For example, those with hearing loss or cognitive impairment might have been unable to
complete the interview, and therefore are probably not well represented in the sample.
The same is true for older persons who cannot complete a phone survey in English
because they are foreign born.

The qualitative PHMC data appears as relevant quotes from elderly Philadelphians that
begin many sections in this report. These quotes are drawn from transcripts of focus
groups conducted by the Philadelphia Health Management Corporation (PHMC) in 2004
for this report. These authentic insights are intended to serve as a reminder to readers that
the data in this report represent elderly individuals’ unique emotions and needs. The
volume of aging-related data is not intended to detract from their humanity and
individuality.

“...Until the day we die, whether at 102 or two, we want to be a person. That more
than anything is the thing that really frightens me. It terrorizes me. That you become
less and less a person. You are a case. You are a number. You are a thing. [ don’t
worry about getting sick. I can always get well; and eventually I’ll die. That’s not a
big choice. But it’s what happens to me before I do. I don’t look forward to being an
IT.” — Focus group participant

Consumer focus groups were conducted in May and June of 2004 by the PHMC for
Philadelphia Corporation for Aging. PHMC conducted 12 focus groups, with members
selected from subgroups of the population based on age (50-59, 60-69 and 70+), race
(African American and white) and education (non-high school and high school graduates)
or income. These groups were chosen because such subgroup differences often reflect
variation in the need for and access to services. Respondents were asked to discuss:
important factors in quality of life as people age; changing needs due to aging; caregiving
concerns; perceptions of health and health care, finances, crime, and emotional and social
well-being; aspects of retirement planning; plans for employment, housing, health and
financial status in the future and services including financial, legal, employment, housing,
social, mental health and health care. The value of focus group feedback lies in the
specific insights of individuals. Hearing the authentic voices of individuals talking about
their future needs in retirement may be as valuable for policymakers as the aggregated
data.

The questions we asked were based on a series of questions designed by Drs. Neal A.
Cutler and Nancy A. Whitelaw in their study, American Perceptions of Aging in the 21*
Century (Cutler, 2002). This study, sponsored by the National Council on the Aging
(NCOA), was a follow up to two previous studies to record changes in views about aging
among older persons as well as younger adults. The study, conducted in the winter and
spring of 2000, included questions about how the respondents (ages 18 and older) viewed
the experiences of retirement and aging, what expectations people had, and what plans
people were making for life in old age. The respondents were a nationally representative
sample of 3,048 adults of whom 1,155 were 65 years of age or older. We decided that



these questions would be an excellent base on which to build our own set of questions for
the focus groups, as the topics (what people saw in the future and what plans they were
making) were the key topics for the report and the questions had already been tested in a
close-ended form in a national survey.

We did look at the responses of the national sample and compare them to the responses
we received from the focus groups. Of course any such comparison is very limited
because the samples are so different in size, drawn from very different sources, and in
one case the questions were asked in a close-ended format and in the other case in an
open-ended format. The differences became apparent when we compared the
demographics of the two samples (the published demographic data for the NCOA study
is for persons 65 years and older). The focus group participants were poorer than the
NCOA sample participants and fewer of the focus group members had living parents or
living children than members of the NCOA sample. On the other hand, the NCOA
sample showed a higher percentage of males and a higher percentage of males over the
age of 70 than the focus group participants. Taken together this means that the national
sample was overall higher socio-economic status than the focus group participants, which
makes sense given the way the two samples were created.

In spite of these differences, there was much more agreement on the answers to the
questions than one might expect. Both groups reported that their two main concerns in
old age were financial issues first and health second. Both groups reported trying to do
some planning for old age. The differences between the two samples became apparent
here — the PHMC sample focused more on planning for leisure time, while the NCOA
sample was more concerned about the management of funds saved for the purpose of
retirement. Both groups reported trying to do things to prevent future health problems,
including exercise, better nutrition, and seeing a physician on a regular basis. Among the
PHMC sample there were no priorities among this group, while the NCOA sample put
exercise and seeing a physician before changing eating habits.

The NCOA questions and the focus group responses influenced this report not only in
giving us an idea of what persons in this age group are thinking, but by helping to
determine the issues that became the focus of the final version of the document.

Additionally, most sections in this report close with a series of insights from community
leaders on aging. These quotes are presented anonymously so that the substance of these
insights can be shared and evaluated on their own merits — as free from political
considerations as possible. While in some cases, data are not available to support the
stated concerns, it is hoped that the issues raised will inspire a subsequent, more
substantive analysis and increased civic attention.

In-depth interviews were conducted between April and October 2004 with 40
representatives of: city government, health and welfare departments; medical care
providers; insurance companies; mental health service providers; legal service and
advocacy organizations; housing experts; the Delaware Valley Regional Planning
Commission; aging service providers including Philadelphia Corporation for Aging;



representatives of the lesbian, gay, bisexual and transgender community; and experts on
issues facing aging prison, developmentally disabled, and homeless populations.
Interviews were also conducted using several PCA Advisory Boards (Housing, Latino,
and Asian) and the Hartford Center for Geriatric Nursing Excellence (HCGNE) at the
University of Pennsylvania’s School of Nursing. Although we have not listed all the
individual members of these groups we are very grateful for the time they gave to meet
with us and discuss these issues. A list of civic leaders on aging and the boards and other
groups who were interviewed for this report is provided in the Appendix.

To place this report’s trend forecasts into context, readers should keep in mind the
following:

10

The longer a projection is made into the future, the larger the percentage of error.
Woods & Poole’s national 10 year projection is estimated to have a 1.4% Average
Absolute Percent Error (AAPE), compared to a 0.7% AAPE for its 1 year data
projection. The AAPE is the simple mathematical average of the value of the
difference between the projection and the actual value.

Certainty of forecasts is reduced for smaller population groups, such as American
Indians, because the predictive nature of the data is distorted by the small sample
size.

Similarly, due to smaller sample size, the Woods & Poole forecasts for small
geographic regions are less accurate than national projections. This distortion is
minimized by modifying U.S. Census data from 2000 with sophisticated modeling
techniques that take into account specific local conditions using historical data
from 1969 to 2001. Though not an indicator of future accuracy, the AAPE for
Woods & Poole’s 10 year total population projections has been +/- 10.2% for
counties and +/- 5.1% for states.

This document draws upon many different sources of data which may not always
facilitate direct comparisons between local, state-wide or national trends. In these
instances, the most reliable data available are presented as context rather than as a
point of comparison. Some sources focus on slightly different age groups
(different age ranges, for instance, or the 60+, 65+, 70+ populations, etc.). Other
sources focus on different time periods with projections through 2010, 2015,
2020, 2025, 2030, etc.

Additionally, at times, sources contradict one another. This report notes these
differences where they are apparent. However, there may be other sources of data
or analysis of which the authors were unaware.

Projections in this report are based on an approach suggested by Dr. Neal Cutler
of Widener University. Population projections are problematic because they are
based on the flawed assumption that current trends will continue. While some
trends identified in this report are stable, others are subject to unpredictable
variables; for instance, no one could have predicted in the early 1990s that a wave
of older immigrants would move to Philadelphia from the former Soviet Union.
Dr. Cutler’s technique is to use information from the health and socio-



demographic characteristics of the city’s elderly to identify key risk factors for
negative social and health outcomes among the elderly. These risk factors can be
applied to projected population changes for the next ten years, allowing for
adjustments of estimates of particular types of changes and risks if the aging
population changes in unexpected ways.

e The future is, by definition, unknowable. Projections are based on interpolations
of the known world that cannot fully take into account the possibility of
unforeseen events in the future affecting the region’s political, social or health
status. While it is clearly impossible to develop an exact picture of Philadelphia’s
future population, there are trend lines that can be extended into the future in a
reasonable way.

Sources:

Cutler, Neal E., and Nancy A. Whitelaw. AMERICAN PERCEPTIONS OF AGING IN
THE 21% CENTURY [APA21], 2000 [Computer file]. ICPSR version. New York, NY:
Louis Harris and Associates [producer], 2000. Ann arbor, MI; Inter-university
Consortium for Political and Social Research [distributor], 2002.
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IV. Philadelphia’s Aging Population:
Anticipated Characteristics by 2015

IV.A Population
IV.A.1 Population Losses in Philadelphia — 1950-2015

“I’m going to move because 50 years in my neighborhood and now it’s getting so
bad, I’'m going to move. ... My son’s got an in-law suite in the back of his house that
he’s fixing. And I’'m going to live with him and help them take care of his three
children....” — Focus group participant

“We have looked into moving because ... the stairs are really bothering me, and my
neighborhood has gone down, way down.” — Focus group participant

An analysis of Philadelphia’s future aging population should begin with historical context
on the major demographic trends that have altered Philadelphia’s demographic
composition over the past few decades. Data from a variety of sources indicate that the
accelerated population losses experienced by Philadelphia as a whole during the 1970s
and 1980s slowed in the 1990s, but will continue to erode the community’s population
through 2015.

Figure 2: Philadelphia’s Population 1970-2025

Philadelphia’s Population — All Ages
Actual and Projected: 1970-2025
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Source: Woods & Poole, 2004
In the 1950s, Philadelphia’s total population peaked at 2 million people. (U.S.

Geological Survey, 2000) The region’s population has declined steadily ever since.
These population losses undermine the tax base that supports the infrastructure serving
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the region’s elderly population. The most dramatic decline occurred between 1970 and
1990 — a 20 year period marked by an 18% drop in Philadelphia’s population (from 1.9
million in 1970 to 1.6 million in 1990). (Woods & Poole, 2004)

The region’s rate of population decline slowed to 4.5% between 1990 and 2000. Woods
& Poole estimates that Philadelphia’s population declined from approximately 1.6
million to 1.5 million during that time period.

The population loss was not evenly distributed across income categories. During the
period from 1979 to 1999, the proportion of high income households in Philadelphia
(defined as more than $79,356 a year in 1999) dropped by 20%, while the proportion of
low-income households (with annual incomes of $18,000 or less) rose by 15%.
(Gorenstein, 2004) Among a sample of U.S. cities studied by the Brookings Institution,
Philadelphia ranks seventh in the rate of poverty, almost 23% of adults of all ages and
17% of those ages 65+ had incomes below the poverty threshold. (Brookings, 2003)

Looking to the future, Woods & Poole projects that the Philadelphia total population will
decline another 4% from 1,468,370 in 2005 to 1,411,250 in 2015 (representing a loss of
57,000 individuals) and on into 2025.

Population Losses in Philadelphia Section References

The Brookings Institution Center on Urban and Metropolitan Policy, 2003. Philadelphia
in Focus: A Profile from Census 2000. Washington, DC: The Brookings Institution.

Gorenstein, N. A Decline in the City’s Well-to-Do Families. Philadelphia Inquirer,
August 11, 2004.

Saidel, J., Mandel, B., Babyak, K., Volpe, D., 1999. Philadelphia: A New Urban
Direction. Philadelphia, PA: Saint Joseph’s University Press.

U.S. Geological Survey, 2000. Philadelphia Population Data. Rolla, MO: Department
of the Interior.

Woods & Poole Economics, Inc., 2004. Demographic Data and Projections, 1970 to
2025, for Philadelphia. Washington, DC: Woods & Poole Economics, Inc.
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IV. A.2 Anticipated Age-Related Trends

Looking more closely at historic changes among particular age segments, between 1970
and 2005, the number of Philadelphians age 55 and older declined steadily, down 27%
from 1970 to the projected population for 2005. A similar change occurred among the
65+ group, which contracted 15% from 1970 to 2005 projections. (Woods & Poole,
2004) However, these aggregate numbers conceal a dramatic increase in the number of
oldest old in the population.

Between 1970 and 2005, the younger segments (age 55 to 64 and 65 to 74) of the aging
population declined 34% and 36%, respectively. However, the 75 to 84 group picked up
6%, and the 85+ group more than doubled in size. (Woods & Poole, 2004)

Figure 3: Historical Changes in Philadelphia's Aging Population

Historical Changes in Philadelphia's Aging Population:
by Age Group, 1970 — 2005

% Change
Age 1970 2005 1970-2005
55-64 210,180 138,960 -34
65-74 146,630 93,710 -36
75-84 67,150 71,150 6
85+ 13,440 28,750 114

Source: Woods & Poole, 2004

At the same time that Philadelphia’s total population is expected to decline between 2005
and 2015, the region will increasingly skew toward an older population, in part due to the
looming presence of the postwar generation. The median age of a Philadelphia resident
will rise from age 34.25 in 2000, to age 35.55 in 2015, and to age 36.38 in 2025. In
2003, Philadelphia ranked second only to Miami among 23 U.S. cities studied by the
Brookings Institution in the proportion of residents age 65 and older. (Brookings, 2003)

Despite an overall 4% decline in Philadelphia’s population between 2005 and 2015, and a
7% decline in the population under 55, the number of Philadelphia residents over 55 will
grow 6% (by 20,000 people) during those years.

Extending this analysis over the 20 year period between 2005 and 2025, the city’s overall
population is expected to decline 7% (by 100,000 people), and the city’s population
under age 55 is expected to shrink 12% (by 140,000 people). Yet the 55+ group will
grow 11% (by 36,000 people), and the 65+ population will increase 13% (25,000 people).

The most striking slice of anticipated demographic change will occur among the most
vulnerable segment of the elderly — people who are 85 and older. The 85+ cohort is
expected to grow 10% (from 28,750 to 31,630 individuals) between 2005 and 2015.
Expanding the time horizon from 2005 to 2025, the growth of the 85+ cohort is projected
at 19% (to 34,230 Philadelphians age 85+ by the year 2025).
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Figure 4: Population Changes in Philadelphia by Age Group, 2000 — 2025

Population Changes in Philadelphia
by Age Group 2000 — 2025
% Change | % Change
Age Group 2000 2005 2015 2025 2005-2015 | 2015-2025
Under 55 1,174,980 | 1,135,800 | 1,057,850 | 996,140 -6.9 -5.8
55 or older 338,480 332,570 353,420 368,800 6.3 4.4
60 or older 271,020 254,280 264,810 292,790 4.1 10.2
65 or older 213,120 193,610 190,640 218,870 -1.5 14.8
75 or older 106,710 99,900 86,740 97,290 -13.2 12.2
85 or older 27,446 28,752 31,632 34,226 10.0 8.2
Total 1,513,460 | 1,468,370 | 1,411,270 | 1,364,940 -3.9 -3.3

Source: Woods & Poole, 2004

The growing population of people over 85 merits careful planning and consideration by
organizations providing services such as health care, social support, housing, and long-
term care. People above age 85 are most at risk for chronic disabilities and are most
likely to need long-term assistance from family, friends and outside agencies.

Another compelling trend for service providers will be the growth of the “young-old.”
Between 2005 and 2015, the 55 to 64 and 65 to 74 year old groups are expected to
increase 17% and 11% respectively. The postwar generation falls right within these
groups — they will range in age from 51 to 69 by 2015.

Organizations providing services to the elderly should take into account this increase in
the “young-old.” This population will still be relatively healthy and may be looking for
retirement and financial planning assistance, social programs, health and mental health

prevention, volunteer and employment opportunities, and caregiving and grandparenting

support.
Figure 5: Philadelphia's Older Population by Ten-Year Age Segment, 2000-2025

Philadelphia's Older Population:
Ten Year Age Segment
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Source: Woods & Poole, 2004
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Like the U.S. as a whole, the leading edge of the cohort of aging members of the postwar
generation will begin to affect Philadelphia in just 10 years. However, this cohort will
not reach full crest until 2030, when the entire postwar generation will be age 65 and
older. Forecasting the future size of this looming demographic bulge should help health
and human service agencies prepare to meet the needs of this generation as well as
adjacent age cohorts.

To clarify the impact of the aging postwar generation progressively over time, in 2005
this cohort will be between the ages of 41 to 59 years old. In 2015, this generation will
be 51 to 69 years old. By 2025, the entire postwar generation will be 61 to 79 years old.

To further explicate the dynamics of Philadelphia’s aging population, this report includes
a series of snapshots of the relative composition of Philadelphia’s elderly age cohorts for
2005, 2015, and 2020.

Figure 6: Percentage of Philadelphia's 55+ Population

Percentage of Philadelphia's 55+ Population
Accounted for by 10 Year Age Segments

Age Segment 2000 (%) | 2005 (%) | 2015 (%) | 2025 (%)
55-64 37 42 46 41
65-74 31 28 29 33
75-84 23 21 16 17
85 or older 8 9 9 9

Source: Woods & Poole, 2004

Snapshot: 2005
Among those 55 and older in 2005 (a total population of 332,000):

e 139,000 people or 42% are age 55-64 (up 11% from 2000 to 2005);
e 94,000 people or 28% are age 65-74 (down 12% from 2000 to 2005);
e 71,000 people or 21% are age 75-84 (down 10% from 2000 to 2005);
e 29,000 people or 8.6% are 85+ (up 4.7% from 2000 to 2005).

During this time frame, we see the leading edge of the postwar cohort entering the ranks
of those between ages 55 and 64, a decline in the group ages 65 to 84, and an almost 5%
increase in the very oldest and most vulnerable group.

Snapshot: 2015
Among those 55 and older in 2015 (a total population of 353,000):

e 162,000 people or 46% are age 55-64 (up 17% from 2005 to 2015);
e 104,000 people or 29% are age 65-74 (up 11% from 2005 to 2015);
e 55,000 people or 16% are age 75-84 (down 22% from 2005 to 2015);
e 31,000 people or 9% are age 85+ (up 10% from 2005 to 2015).
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From 2005 to 2015, the aging of the postwar generation starts to become apparent. The
55 to 64 and 65 to 74 year old groups are expected to increase 17% and 11% respectively.
The members of the postwar generation fall right within these groups — they range in age
from 51 to 69 by 2015.

The 75 to 84 year old group is likely to drop 22%. A contributing factor may be
migration from the city to the suburbs when this group was in its working years.

The 85+ group continues its steady increase, with a 10% rise from 2005 to 2015.

Snapshot: 2025
Among those 55 and older in 2025 (a total population of 369,000):

e 150,000 people or 41% are age 55-64 (down 8% from 2015 to 2025);
e 121,000 people or 33% are age 65-74 (up 17% from 2015 to 2025);
e 63,000 people or 17% are age 75 —84 (up 14% from 2015 to 2025);

e 34,000 people or 9% are age 85+ (up 8% from 2015 to 2025).

By 2025, the postwar generation will range in age from 61 to 80 years old, and as a whole
they are likely to transform Philadelphia’s demographics. If Woods & Poole’s projected
population changes occur, one in every four city residents will be age 55 or above. One
in seven will be age 65+. And 2.5% will be age 85 or older.

Between 2015 to 2025, Philadelphia’s 55 to 64 year old population is projected to slide
8% as the boomers age out of this group. During these years, the 65-74 year old group
will grow 17%, and the 75 to 84 year old group will grow 14% as the boomers move into
these age groups. The 85+ group will increase 8%.

National Projections

Philadelphia closely mirrors the nation in terms of the percentage of the total population
that people 55+, 65+, 75+ and 85+ will represent in 2005, 2015 and 2025.

In 2005:
e People 55+ account for 23% of the total population in Philadelphia as well as
nationally.

e Those 65+ comprise 13% of the city’s population as well as nationally.
e Those 75+ comprise 7% of the city’s population and 6.2% nationally.
e Those 85+ comprise 2% of Philadelphia’s population and 1.7% nationally.

In 2015:
e People 55+ account for 25% of Philadelphia’s residents, and 27% in the U.S.

e Those 65+ account for 13.5% of city residents, and 15% of the US population.
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e Those 75+ account for 6 % of city residents, and 6.3% of the US population.
e Those 85+ comprise 2.2% of Philadelphia’s population, and 2% of the U.S.

population.

In 2025:

e People 55+ comprise 27% of Philadelphia’s population and 30% nationally.
e Those 65+ comprise 16% of Philadelphia residents and 18% nationally.

e Those 75+ comprise 7% of Philadelphia residents and 8% nationally.

e Those 85+ comprise 2.5% of Philadelphia residents and 2.2% nationally.

Generally, the projected rates of growth for the 55 to 64 year old, 65 to 74 and 75 to 84
and 85 age groups are slower in Philadelphia than for the nation as a whole for the period
from 2005 to 2015 and 2005 to 2025, although Philadelphia continues to have a slightly
higher proportion of the old-old (85 and older) during those years. (U.S. Census, 2000)

Figure 7: Growth in Older Age Segments of US Population

Growth in Older Age Segments of US Population

2005-2025 (in thousands)

% Change | % Change
Age Group 2005 2015 2025 2005-2015 | 2015-2025
55to 64 29,690 | 39,919 | 40,125 34 1
65t0 75 18,461 | 26,307 | 35,603 42 35
75 to 84 12,943 13,256 19,598 2 48
85+ 4,968 6,396 7,441 29 16

Source: U.S. Census, 2000

Figure 8: Growth in 65+ Population — Philadelphia, Pennsylvania and the US

Growth in 65+ Population
Comparison: Philadelphia, Pennsylvania, and United States

% Change % Change % Change
Area 2005-2015 2015-2025 2005-2025
Philadelphia -1 15 13
Pennsylvania 12 27 42
U.S. 26 36 72

Source: Woods & Poole, 2004

Pennsylvania Projections

In Pennsylvania, the number of people ages 60 or older is expected grow 37% -- from 2.4
million in 2000 to 3.2 million in 2020. (Pennsylvania Department of Aging, 2004)

By the year 2020, Pennsylvania’s 60 and older population is expected to be 25% of the
total population — more than 3 million people. The 65 and older population is expected to
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increase to 2.3 million, and the 85 and older population to about 363,000. (Pennsylvania
Department of Aging, 2001)

From 2000 to 2010, the number of elderly ages 60 and older is projected to increase by
about 9% to 2.6 million people. The number ages 60 to 74 will increase by about 15% to
about 1.6 million. The number ages 75 to 84 will decrease by 11% to 623,000 and the
number of 85 and older will increase by more than 50% to 365,000. By 2020, it is
estimated that those age 65 and older will constitute about 18% of the population.
(Pennsylvania Department of Aging, 2001)

The size of Pennsylvania’s population age 65 and over is expected to increase to 21% by
2025. Among the 50 states and District of Columbia, the state had the second highest
proportion of elderly in 1995 and is projected to have the 16™ highest in 2025. (Bureau
of the Census, 1996)

Figure 9: Census Projections for Pennsylvania - Ages 65+

Census Projections for Pennsylvania
Ages 65+
Year Number of Persons
2000 1,899,000
2005 1,867,000
2015 2,092,000
2025 2,659,000

Source: Bureau of the Census, undated

Insights from Community Leaders

Community leaders expect that shifts in the relative size of elderly age cohorts in
Philadelphia will have wide-ranging implications that will be closely linked to the future
political climate and level of activism among the elderly.

Broad Implications of Population Shift

“Philadelphia has a huge aging population compared to other cities. I imagine we will
be on the forefront, leading the way for other cities on how to handle this transformation
of our city’s demographics.”

“The great uncertainty about social services is how they will be viewed in the next ten
years and beyond. Right now we are living in a war economy in which the aging are not
a high priority even within the social services system. Compared to constituencies such
as children and youth, preventative services, and major disease, the aging population is
not a high priority. We re functioning with just basic bare bones programs, even though
the system does a lot of good things. Are we going to continue in this subsistence mode or
are we going to have an opportunity to reexamine what we are doing and possibly
expand or retool?”

19



“I don’t have an optimistic outlook because of the federal issues (the war and the deficit),
the changing demographics and decreasing resources. Service providers for the aging
face the challenge of managing limited resources in a climate of competing needs.”

“The question that’s the elephant in the room down the road is what will be the political
dynamic and the value system. It could shift radically from what we know today to
socialized medicine or something like that, or alternately the political climate could shift
to a much more rugged individualism approach where everybody is out there on their
own. It will be interesting to see where it all goes.”

Post World War II Generation Impact

“Right now there is not a political outcry for an improvement in aging-related services.
But the baby boomers are just on the cusp of being service recipients. It depends on how
verbal they are going to be. Are they going to pick up on the lessons from the memories
of the ‘60s and be active? I don’t know. We are in very complacent times.”

“The baby boom generation is a little less tolerant of inferior quality and barriers to
service. They’re a more educated consumer. But there is also a dynamic that they have
difficulty accepting dependency. Over the last 20 years, dependency has gotten a bad
reputation. At some point there is a shift where you are dependent but that shouldn’t
mean necessarily disempowerment.”

“Baby boomers will want privacy, dignity and autonomy.”

“There are people who are not yet 60 now who are used to the notion that they have a
voice and should have a say in their living arrangements and everything else. As more of
these people reach old age in the next 10 or 15 years, they are going to be more likely to
speak up about the quality of services and expect more. As a result, we are going to need
to be prepared to ensure that the services we re either directly providing or
subcontracting need to be of better quality.”

“What a lot of baby boomers say they want is choice — choice on how to live their life,
and the freedom to do what they want to do, when they want to do it and how they want to
do it. This has enormous implications. They have said, ‘we are not going to have our
parents’ retirement.’”

“People who will be seniors in 2015 will be much more proactive, active consumers.
They are the 60’s generation who changed the nation. We expect them to have a clear set
of expectations about a single point of access for health care. The people who built the
unions and fought the civil rights struggles are very used to organizing. They know how it
works.”
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IV. A.3 Future Ethnic Composition
General Population

Like many cities in the U.S., the trend toward the majority of elders being of minority
status (when more than half of the combined population is non-white or Hispanic) in
Philadelphia will intensify by 2015. Woods & Poole’s data suggests that Philadelphia’s
minority populations will grow significantly between 2005 and 2015: by 38% among
Asian and Pacific Islanders (32,720 more individuals), and by 21% among the Hispanic
population (31,510 more individuals). These changes may be attributed in part to
immigration from Asian and Latin American countries (see Immigration section of this
report).

Meanwhile, Philadelphia’s white population will decline by 18% (for a projected loss of
105,310 persons) between 2005 and 2015. A slight decline of 2% is forecasted in the
number of the region’s African American residents in that decade as well (a projected
loss of 16,090 people).

Changes in each group’s population will mean that the proportion of Philadelphia’s white
residents will drop from 40% of the city’s total population in 2005 to 34% in 2015. As a
point of reference, in 1990 whites accounted for 52.1 % of Philadelphia’s residents,
according to the Brookings Institution.

The proportion of African Americans in Philadelphia will remain stable — comprising
44.2% of the total population in 2005 and increasing slightly to 44.8% in 2015. At the
same time, the growing Hispanic population will account for 12.6% of the city’s residents
by 2015, up from 10% in 2005. Asians will comprise 8.3% of the city’s population in
2015, up from 6% in 2005.

Increase in the Number of Minority Elders

A shift also is occurring in the ethnic mix of Philadelphia’s 60+ population. Between
2005 and 2015, the number of minority elders ages 60 or older will rise 21% (from
116,000 to 141,000), while the number of whites in that age group will decline 10%
(from 138,000 to 124,000). During that ten year period, the number of:

e Asian and Pacific Islanders will almost double (from to 8,500 to 16,000 seniors).
e Hispanic elders will increase by more than 50% (from 10,000 to 16,000).
e African Americans seniors will rise 12% (from 96,000 to 108,000).

The rate of increase for minority seniors is even greater than the rate for the minority

population of all ages.

The same changes are rippling through the 85+ group, those most likely to need formal
services. From 2005 to 2015, the number of minority elders age 85 or older will rise 37%,
while the number of whites will drop 3% (from 19,400 to 18,800).
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Between 2005 and 2015, among individuals age 85+ the number of:

e Asian and Pacific Islanders will nearly triple (from about 500 to almost 1,500).

e Hispanics will increase 41% (from 510 to 710).
e African Americans will increase 27% (from 8,300 to 10,500).

Proportion of the Elderly Population by Ethnicity

In line with these trends, the proportion of Philadelphians ages 60+ who are white will
decline from 54% to 46.8% between 2005 and 2015. By comparison, the proportion of:
e African American Philadelphia residents will increase from 38% of this age

cohort to 41%.

e Hispanic Philadelphia residents will rise from 4% of this age cohort to 6% of this

group.

e Asian and Pacific Islanders will comprise 3% of the 60+ population in 2005,

rising to 6% of this population in 2015.

Similar changes will occur among Philadelphians age 85+. The proportion who are white
will decline from 67.5% to 59.5% between 2005 and 2015. In contrast, the proportion of
African Americans who are age 85+ will rise from 29% to 33%. Hispanic Philadelphians
will increase slightly from 1.8% of this age cohort to 2.3%. And Asian and Pacific

Islanders in the 85+ population will increase from 1.7% in 2005 to 4.6% in 2015. Due to
small sample size, the projected numbers for American Indians reported below cannot be

considered to be predictive.

These numbers suggest that more intense outreach efforts, along with culturally
competent models of caring, will be critical to serve the increasingly diverse population.

Figure 10: Changing Ethnic Composition of the General Population (All Ages)

Changing Ethnic Composition of the General Population (All Ages)
Projected Change
Ethnic Group 2005 2015 Number Percent
White 583,500 478,190 -105,310 -18
Black 648,920 632,830 -16,090 -2
American Indian 3,730 3,790 0.06 +2
Asian/Pacific Islander 85,240 117,960 +32,720 +38
Hispanic 146,980 178,490 +31,510 +21

Source: Woods and Poole, 2004
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Figure 11: Projected Changes in Ethnic Groups — Ages 60 and Over

Projected Changes in Ethnic Groups
Ages 60 and Over

Projected Change
Ethnic Group 2005 2015 Number | Percent
White 138,180 124,080 -14,100 -10
Black 96,181 108,018 +11,837 +12
American Indian 567 660 +93 +16
Asian/Pacific Islander 8,549 16,254 +7,705 +90
Hispanic 10,613 15,790 +5,177 +49

Source: Woods and Poole, 2004

Figure 12: Projected Changes in Ethnic Groups — Ages 85 and Over

Projected Changes in Ethnic Groups
Ages 85 and Over

Projected Change
Ethnic Group 2005 2015 Number Percent
White 19,410 18,840 -570 -3
Black 8,285 10,526 +2,241 +27
American Indian 60 78 +18 +30
Asian/Pacific Islander 488 1,471 +983 +201
Hispanic 510 717 +207 +41

Source: Woods and Poole, 2004
Trends in Pennsylvania and Nationally

Statewide as well as nationally, the elderly population is becoming increasingly diverse.
However, Philadelphia has a substantially greater percentage of non-white elders (age 65
or above) than either Pennsylvania or the U.S. as a whole. Non-white elders comprised
9% of Pennsylvania’s population in 2000. This compares to a projection that non-white
elders will comprise 60% of Philadelphia’s ages 60+ population in 2005. From 1990 to
2000, the statewide number of Asian elders increased 115% and the number of Hispanic
elders increased 42%. (Pennsylvania Department of Aging, 2001)

Nationally, in 2003, 17.2% of adults age 65 or older were non-white or Hispanic,
including 8.1% African American, 2.7% Asian/Pacific Islander, 5.5% Hispanic, less than
1% American Indian and 0.5% identified with two or more races. (Administration on
Aging, 2003)

Insights from Community Leaders
More information, outreach and customized services are needed to address the needs of

minority elders who are isolated by their language or cultural background, according to
community leaders who serve these populations.
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Unique Needs

“Minority elders are a potent force. They want to know how to connect with the aging
system and have services better tailored for them. Minority elders have barriers to
service that include language and culture; and they re usually poor. As this population
grows, I have great concern about the ability of social service organizations to address
their needs and their isolation. We are living in very conservative times with real
pressures on our present financial social service structure.”

“[ think it behooves area organizations that service the aging and also the regular social
services network to make better connections with community-based organizations for
minority elders, such as mutual assistance organizations. Minority elders are much more
comfortable dealing with someone from their culture as a point of entry for services.”

“Ethnic senior citizens need to find a way to get their issues on the radar screen. They
should create a forum in which they can explain what their problems are to providers
and funding agencies. This would help them identify a collective way to address their
needs. The present system lacks information about what these needs and issues are, and
presupposes models that may not be relevant.”
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IV. A. 4 Immigration
Future Projections

Another factor in the changing ethnic composition of Philadelphia is the unpredictable
potential for an influx of immigrants from other countries in the next 10 years. After a
period of declining immigration in the 1970s and 1980s, Philadelphia received a surge of
newcomers of all ages in the 1990s. During that decade, the number of foreign-born
residents grew 30% -- from 104,816 to 136,000 individuals. (Patusky and Ceffalio, 2004)
Today, foreign-born residents comprise 9% of the city’s population, while they account
for 4% of Pennsylvania residents and 11% of the U.S. population. (Camarota, 2003 and
Patusky and Ceffalio, 2004) These data are for all ages, not just the elderly population.

Although it is impossible to predict whether Philadelphia will receive a comparable
number of immigrants between 2005 and 2015, the City’s recent experience may
continue. New immigrants commonly choose communities where others from their
homeland have settled recently, and where it is easier to become part of the social and
economic fabric. (Singer, 2004) According to the University of Pennsylvania’s Fels
Institute of Government, if Philadelphia’s foreign-born population were to increase from
2000 to 2010 at the same rate as from 1990 to 2000, the city’s foreign-born population
would increase from 136,000 in 2000 to 177,000 individuals in 2010.

However, projecting immigration trends ten years out or farther is complex (and rarely
done) because of the many uncertain variables involved. Whether or when a major social,
political or catastrophic event in another part of the world will lead to immigration to
Philadelphia cannot be predicted. As just one illustration, who would have anticipated
that the Iron Curtain would fall in the 1980s, and that Philadelphia would become a major
destination for immigrants from the former Soviet Union?

The largest groups of foreign-born now residing in Philadelphia are immigrants from the
former Soviet Union, Vietnam, China, India and Jamaica. (Patusky and Ceffalio, 2004) In
addition, there is a small, but growing percentage of Mexican and Central American
immigrants in Philadelphia. These immigrants are likely to stay in this community as they
age. As a result, they will influence the future ethnic composition of Philadelphia’s
elderly population.

Philadelphia’s immigrant populations tend to cluster in five areas of the city (according to
Fels):

e South Center City, where there is a mix of immigrants from China, India and
other countries;

e South Philadelphia, with Vietnamese, Cambodian and Italian residents;

e Southwest Philadelphia, where there are sizable percentages of Vietnamese,
African and Cambodian immigrants;
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e Far Northeast, with residents from Russia, Ukraine, India and other Eastern
European countries; and

e Olney/Oxford Circle area, which has immigrants from a variety of countries,
including India, Philippines, China, Vietnam and various Caribbean and South
American countries.

Given patterns of resettlement, immigrants may be drawn to these neighborhoods as they
arrive in the city.

Among Philadelphia residents age 60 years and older, approximately 13% were born
outside the 50 United States. (IPUMS, 2000) Approximately 2.2% are from Puerto Rico
(and therefore are American citizens), 2.4% are from the former Soviet Union, and 8.1%
are from other countries. Among Philadelphia residents age 50 to 59, 4.5% are originally
from Puerto Rico, double the percentage in the older age group. The percentage of 50 to
59 year olds coming from other countries is similar to the origin of those ages 60 and
above. (Glicksman and Norstrand, 2004)

Most of the foreign-born elderly in Philadelphia came to the city when they were in their
working years or younger. In fact, many have been in the United States for 21 years or
more. Just 1% of those age 60 or older, and 2% of those 50 to 59, arrived in this country
in the last five years. (Glicksman and Norstrand, 2004)

Relatively little detailed information is available about the size of the elderly population
by country of origin, or about the specific needs of each group. However, five issues
pertaining to elderly immigrants stand out.

e Linguistic isolation is a significant problem for the foreign-born elderly.
Currently, 5% of immigrants age 60 or older identify themselves as linguistically
isolated, meaning that they may speak English but not well or that they do not
speak it at all. The problem is particularly acute among Spanish-speaking adults
age 60 or older, 41% of whom report linguistic isolation. The same is true for
26% of Italian-speaking older adults. (Glicksman and Norstrand, 2004)

Linguistic isolation is less pervasive among immigrants age 50 to 59, of whom
3.8% identify themselves as linguistically isolated. The problem is most serious
for Spanish speakers in this age group, 19% of whom report linguistic isolation,
and Russian speakers, 65% of whom report linguistic isolation. (Glicksman and
Norstrand, 2004)

Given the limited English skills of many new immigrants, and the increasing
variety of languages, the health care and social service network will be challenged
to continue to find ways to provide information and deliver services in the
languages of the major immigrant groups. Diverse immigrant groups have diverse
customs and cultures, and diverse views of and experiences with the health care
and social service systems. There will be a continuing need for outreach programs
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sensitive to these diverse linguistic and cultural backgrounds and for social
services that are provided in a culturally competent context. (Singer, 2004)

The Spanish speaking and Asian subgroups are themselves comprised of
culturally and linguistically diverse groups. In the past, Philadelphia’s Spanish-
speaking population has primarily come from Puerto Rico; but in recent years,
there has been an increase in the number of immigrants from other Latin
American countries. The Asian community always has consisted of immigrants
from many different countries, each with its own languages, cultures and
historical experiences. (Glicksman and Norstrand, 2004)

Linguistic minorities are not necessarily counted or identified as ethnic minorities.
Immigrants from countries such as the former Soviet Union may appear ethnically
Caucasian; but they are still linguistically and culturally isolated. These “non-
minority” immigrants need to be better understood, especially since a third wave
of migration from that part of the world is underway. (Glicksman and Norstrand,
2004)

New immigrants are likely to need income support and assistance with benefits
eligibility. Poverty is a reality for many immigrants. Poverty levels for the
foreign-born tend to outstrip those of people born in the U.S. Immigrant
households tend to have greater welfare use and more uninsured individuals.
(Camarota, 2003) Issues of citizenship and eligibility for a variety of public
benefits are likely to become more of an issue for the Latino community as more
immigrants come from countries other than Puerto Rico (migrants from Puerto
Rico are eligible for U.S. government benefits due to their status as citizens).

The recent surge of immigration to Philadelphia means enriched cultural diversity
for the City. It also means fresh entrants to the workforce who may seek jobs in
eldercare, an area where the needs already are pressing and will continue to be for
at least the next 30 years. Some new immigrants are highly skilled medical
professionals, while others are unskilled but may be attracted to entry-level work
in the health care and social service fields.

For the eldercare field and other potential employers of immigrants to be able to
capitalize on the presence of new workers, there will be a need to provide new
immigrants with general education as well as training in job-related skills and
English language competency. (Singer, 2004)



Figure 13: Immigrants, Refugees, and Asylum-Seekers in the Philadelphia Metropolitan Statistical Area

Number of Immigrants, Refugees, and Asylum-Seekers
in the Philadelphia Metropolitan Statistical Area from 1992 — 2001
1992 - 2001 2001
Soviet Union, Russia & Ukraine 24,838 1,791
India 11,796 2,012
Vietnam 11,161 885
China & Hong Kong 9,913 1,262
Korea 4,409 583
Mexico 4,174 658
Philippines 4,150 409
Jamaica 3,786 334
UK 3,437 356
Poland 2,839 198
Dominican Republic 2,226 231
Haiti 2,020 181
Pakistan 1,950 277
Canada 1,898 300
Total 130,683 14,796

Source: Patusky and Ceffalio, 2004

! The Philadelphia MSA includes Philadelphia, Bucks, Chester, Delaware and Montgomery counties
in Pennsylvania; Burlington, Camden, Gloucester and Salem counties in New Jersey; New Castle
county in Delaware and Cecil county in Maryland.

The data in the table above (taken from the Fels report) show that during the composite period
from 1992 to 2001, the Soviet Union (with Russia and Ukraine) was the largest single source of
immigrants to the Philadelphia Metropolitan Statistical Area followed by India, Vietnam, and
China (with Hong Kong). In 2001, India topped the list, followed by Ukraine combined with the
Soviet Union and Russia, China (including Hong Kong) and Vietnam.

Insights from Community Leaders

Senior service providers face unique challenges associated with their efforts to serve
elderly immigrants, according to community leaders. They point to creative ways, both
formal and informal, to address this diverse population’s needs.

Overcoming Language and Cultural Barriers

“Organizations need to hire as diverse a staff as possible, but diversity doesn’t inherently
mean better. People need to have a basic understanding of the human need for courtesy
and respect, the need to sit down and explain services.”

“Many agencies still are not providing adequate language access. Growing immigrant

groups such as the huge Russian, Latino and Asian populations have increasing issues
relating to social access.”
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“A lot of companies say ‘we want diversity taught to our staff,” and they do it. The staff
may learn it, but top management doesn’t get it. I think senior management should attend
a lot of these diversity training sessions.”

“Health literacy should be addressed for different languages and cultures so that they
can take charge in a doctor’s office versus feeling totally overwhelmed.”

“Many immigrants don’t know that there are services available to support older adults
such as home health care. Or they feel reluctant to place their parents in nursing homes.
Ten years from now that thinking is going to change. They are going to start reaching out
for help. As organizations meet federal regulations for culturally and linguistically
appropriate language and translations in their literature, immigrant communities will
begin to use those services more and more often.”

“Physicians need to be more culturally competent. Providers need to tailor services to
non-English speaking populations. As culturally distinct immigrant populations age, we
need to understand, interpret and respect their folk medicine and integrate that into how
we care for them. To work with the Latino, Chinese, or Cambodian communities, for
instance, you need to see that there are some commonalities, but there are also issues
that are really different. There are a lot of challenges around language and culture, and
we need to put a lot more energy into training people who go into aging to work with
people from different cultures.”

“There are not enough social workers who speak Spanish or Asian languages. While
serving Hispanic elders is somewhat easier because they come from many countries but
speak one language, Asians have many different languages and distinct ethnic groups.
We can’t hire people who speak every language spoken by our elderly clients, but we do

t’j/, i

“The Asian community is really growing and has significant needs and language barrier
issues. You can’t serve that population without an interpreter. We 're seeing growing
numbers of Chinese, Cambodian and Vietnamese elders. The Indonesian population has
grown in the last few years, as well.”

“When you can’t have a professionally trained bilingual staff, it’s useful to have people
who have some understanding of the culture and the language. Even having bilingual
volunteers would be very useful.”

“One effective way to reach out and educate people from different cultures is to find
younger people who speak the language, who understand the culture, and who are
credible sources of knowledge and information to educate the immigrant population,
dispel myths, and get them access to services.”

“We should look at Oregon’s demonstration programs for “cash and counsel’ through
which they allow consumers to choose and hire their own personal care aides. Often
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they re individuals from the same culture who speak the same language as the
consumer.”’

“We will have professionals in the aging network who are able to deal with the diversity,
who are bilingual, bicultural and multi-cultural. But the real challenge will be whether
the system that will be in place will be friendly to people of diverse cultures and
backgrounds.”

“We need to develop a more diverse mental health professional pool — especially one that
offers language diversity and cultural competence. How many Cambodian or African
licensed clinical social workers do we have? How do we attract more people from these
populations to obtain this training? This is a double-edged sword.: to the extent that
diverse elders are impoverished, there won'’t be funds to pay for mental health services.
Until every person, whatever the income, has decent mental health and health insurance
through which providers can be paid, only then can you encourage ethnic young people
to enter these professions.”

“If you tour our health care system, it serves people from all continents, all demographic
groups and cultures. Overcoming cultural and language barriers is one of the greatest
challenges we face for our health care system — particularly in the Asian population
which has really increased in Philadelphia and which includes a number of very diverse

2

groups.

“In one program serving an older Korean population, having Korean workers through
Title V who were bilingual helped draw in the Korean population. That encouraged older
Korean people in the community to come to the center for assistance.”

“Technology is going to help. For instance, our organization has one telephone line that
is dedicated just to the Korean community. The phone is answered in Korean
electronically, and each call is distributed to a Korean-speaking person who can handle
callers’ particular problems or questions.”

“Our company is putting together a computerized language system that’s programmed
for emergency rooms where people will go in, see a video in their language of what to
expect, what kinds of forms they have to fill out, and also that explains that the
information patients share will be kept confidential. This program will be set up to
translate information back and forth electronically both ways between the patient and the
care provider. We hope eventually that this computerized language system could be used
for assessments where our staff members would go into the community and get
information from clients even when they don’t speak the same language.”

“Even our food service should reflect a respect for the diversity of our elderly clients. We
need to expand our meal options. We have kosher meals, but we also need Halal, Latino,
Laotian, Vietnamese and Thai meals. That’s a real challenge in terms of budgets and
capacity but it’s an important goal.”
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Immigrants’ Unique Needs

“Senior centers need more English as a second language classes for adults that are not
Just limited to the over 60 population.”

“Some immigrants’ families follow a pattern in which the children moved away for their
careers but weren’t able to take their parents with them. Those parents are left isolated
and need other types of caregiving arrangements. Maybe we will have to have some kind
of housing arrangements for them or centers or groups where they would feel less
isolated and have someone to take the place of the caregiver.”

“Immigrants don’t have the income, and may not even have the health benefits of the
public health system that we have had in the U.S. They are poorer, not as healthy, and
have a language barrier. These are all barriers to healthy aging.”

New Populations

“I’m seeing for the first time a lot of older people who are immigrants from communities
that are having a presence in Philadelphia for the first time. These are people who don’t
use the systems and are under the radar of demographers and official head counters such
as the U.S. Census. I see a lot of Arab elders in the city. Ten years ago, I rarely saw any.
There are a lot more Dominicans, older Columbians and elderly people from other
places in South America coming here to retire.”

“Philadelphia has not captured its share of foreign immigration relative to lots of other
major cities. This, in part, is what’s driving or is responsible for the population loss in
the city. However, in the future, immigrants even at the modest levels coming to
Philadelphia today will become a higher percentage of Philadelphia’s population —
particularly due to the forecasted Caucasian out-migration.”

“We have to adjust and respond to the continually changing demographics. We try to
anticipate where will our future immigrants come from. We are looking forward to
another influx of Muslims coming in. A lot of people don’t understand the cultural
thinking of the Muslim community, and we need to.”
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IV.A.5 Gender

The projected future ratio of women to men in Philadelphia is weighted more strongly
toward women than comparable projections nationally. This is true for each of the four
age groups profiled (55+, 65+, 75+ and 85+), both in 2005 and in 2015.

Although men are living longer (Social Security Administration, 1995; Siegel, 1996), this
gender imbalance continues in nearly unchanged proport