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Abstract

Adult day care (ADC) centers provide community-based care (including meals) to frail, ethnically 

diverse older adults, many of whom are at risk for malnutrition. To support the development of 

interventions to benefit ADC users, the authors aimed to identify barriers and facilitators of 

healthy nutrition among ADC users born in Vietnam and China. Semi-structured qualitative 

interviews were conducted among ADC stakeholders to identify barriers and facilitators. Data 

were analyzed using Braun and Clarke’s six-step method and organized within the framework of 

the Social Ecological Model (SEM). Facilitators of good nutrition included adherence to 

traditional diet at the ADC center, peer networks, and access to ethnic grocers. Poor health, family 

dynamics, and loneliness all contributed to poor nutrition, as did the restrictive nature of nutrition 

programs serving ADC users in the United States. Individual, relationship, organizational, 

community, and policy level factors play a role in ADC users’ nutritional status. Targeted nutrition 

interventions should leverage culturally congruent relationships between ADC users and staff and 

include advocacy for enhancement of federal programs to support this population.

Across the United States, it is estimated that 50% of older adults are at risk of malnutrition, 

depending on the care setting (Kaiser et al., 2010). Malnutrition has serious consequences 

including morbidity/mortality, cognitive decline, hospital admission, and loss of function 

(Corkins et al., 2014; Norman, Pichard, Lochs, & Pirlich, 2008). Despite its ubiquity and 

association with poor health outcomes, malnutrition remains underrecognized and 

undertreated by clinicians (Saunders & Smith, 2010).
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The American Society for Parenteral and Enteral Nutrition recommends that all older adults 

who screen positive for malnutrition receive systematic assessment and individualized 

interventions (Mueller, Compher, & Ellen, 2011). Designing and administering person-

centered interventions requires identifying the underlying cause of malnutrition in an 

individual (Evans, 2005).

In older adults, the etiology of malnutrition is often multifactorial. Principle causes of 

malnutrition in older adults include inappropriate food intake, low socioeconomic status, 

loneliness, the presence of multiple chronic conditions, polypharmacy, or some combination 

of these factors (Tilly, 2017). The American College of Physicians has specifically called for 

an examination of policies to explore nutritional social determinants that reduce disparities 

and encourage health equity in disadvantaged communities (Daniel, Bornstein, & Kane, 

2018).

Low-income frail older adults are often cared for in community settings including adult day 

care (ADC) centers (Anderson, Dabelko-Schoeny, & Johnson, 2013). In the United States, 

more than 260,000 community-dwelling, chronically ill, and functionally impaired 

individuals are cared for daily in ADC (Fields, Anderson, & Dabelko-Schoeny, 2014). Most 

adults served by ADC in the United States are racial minorities and/or economically 

disadvantaged (National Adult Day Services Association [NADSA], 2017). Chronic 

conditions such as hypertension (46%), diabetes (31%), and dementia (46%) are highly 

prevalent among participants (NADSA, 2017). Although services differ across countries and 

states, ADC centers provide interactive, safe, and secure environments for older adults 

requiring supervised care (Conrad, Hanrahan, & Hughes, 1990; Gaugler & Zarit, 2001; 

Gitlin, Reever, Dennis, Mathieu, & Hauck, 2006). In addition to providing a social benefit, 

many ADC centers in the United States provide health and therapeutic services and 

supervision by a RN (Fields et al., 2014).

ADC centers are well positioned to recognize and address the unique contributors to their 

users’ nutritional risk. Currently, ADC meals are subsidized with funding from the U.S. 

Department of Agriculture’s (USDA) Child and Adult Care Food Program (CACFP) (Hartle 

& Jensen, 2011). Studies have shown that access to a regular meal with peers at ADC is a 

critical component of perceived health improvements among immigrant users of ADC 

(Dubus, 2017; Sadarangani & Murali, 2018). Disease-based interventions in congregate 

settings, such as ADC, have lower costs and higher levels of adherence among participants 

(Dabelko & DeCoster, 2007).

To leverage the ADC center’s capacity and address malnutrition among ADC participants, 

factors that drive their behaviors and practices around nutrition need to be examined. The 

purpose of the current study was to identify barriers and facilitators of malnutrition risk 

reduction among Chinese and Vietnamese older adults in the adult day health care setting 

using the Social Ecological Model (SEM) for nutrition (Gregson et al., 2001).
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CONCEPTUAL MODEL

The SEM was developed to understand how the interplay among individuals, groups, 

communities, and policies determine behaviors (McLeroy, Bibeau, Steckler, & Glanz, 1988). 

The current authors used the SEM to identify individual, relationship, community, 

organizational, and societal/policy level factors that enhance or attenuate nutritional risk. 

Individual-level factors are specific to a person (McLeroy et al., 1988); these include 

personality, behaviors, attitudes, and biology. Relationship-level factors refer to connections 

between individuals; these include the role of social networks (e.g., family, friends, peers, 

culture) in influencing behaviors (Song, Simon, & Patel, 2014). Community-level factors 
refer to interplay between institutions within a person’s built environment. For the current 

participants, these included ADC, local grocers, housing, and transportation. Organizational 
factors are reflected within rules and regulations that govern how an organization is 

operated, specifically, ADC (Song et al., 2014). Policy factors are state and national laws 

that determine how health and nutrition services are provided (McLeroy et al., 1988). Given 

the multifactorial etiology of malnutrition, the current authors purposefully chose the SEM 

to identify multilevel barriers and facilitators of healthful nutrition in ADC users to inform 

future development of targeted interventions that attenuate nutritional risk.

METHOD

In this exploratory descriptive pilot study, the authors used semi-structured qualitative 

interviews to support indepth exploration of barriers and facilitators of nutritional risk in 

ADC centers serving ethnically diverse persons. To obtain an interdisciplinary multi-

stakeholder perspective, the authors engaged in purposeful sampling. The authors invited the 

ADC’s registered dietician, RNs, social workers, a community health worker, and 

administrators at two sister ADC centers that predominantly service Chinese and 

Vietnamese older adults in Northern California to participate in 1-on-1 interviews with the 

first author (T.R.S.). In addition, the authors invited ADC users who have been enrolled for 

≥6 months and family caregivers to participate as well.

The interview guide was developed collaboratively by the first author and ADC 

administrators to ensure questions were pertinent and relevant to stakeholders involved in 

research and practice. The initial guide was further reviewed and edited by the President of 

the California Association for Adult Day Services [Query #1: Are the President and the 
principle investigator the same person?], the principal investigator of the Center for Study 

of Asian American Health at New York University School of Medicine to ensure the 

questions were coherent, comprehensive, and relevant to study participants. Sample 

interview questions can be found in Table 1.

All interviews were conducted in a closed-door private room at the ADC center. An in-

person certified medical interpreter was hired to assist the first author in conducting 

interviews with clients and caregivers with limited English proficiency. Interviews were 

recorded and subsequently transcribed verbatim by a professional transcription company 

after any potential identifiers had been removed from the recording. In addition to 

transcribing the interviews, the transcription company also translated the original recording 
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into English whenever necessary. This translation served to cross-check that the initial 

interpretation was accurate and allowed participants’ original verbatim commentary to be 

used for analysis.

Ethical approval for the current study was obtained by the university committee on activities 

involving human subjects at the first author’s institution. Participants were not required to 

participate and provided written consent only after the study was explained to them and all 

their questions were answered in their preferred language. Participants received a $25 

incentive for participating in the study.

Data Analysis

Coding of interview data was conducted using Dedoose®, a qualitative software program. 

Analysis was guided by Braun and Clarke’s (2006) [Query #2: Please provide a reference 
for this citation.] six-phase approach inclusive of (a) familiarization, (b) generating codes, 

(c) constructing themes, (d) defining themes, (e) revising themes, and (f) producing the 

report. In Phase 1, the first and second authors (T.R.S., J.J.J.) read all transcripts to 

familiarize themselves with the data. In Phase 2, codes were generated deductively based on 

published research focused on nutritional care of persons with dementia. The first and 

second authors worked collaboratively to generate an initial codebook and met weekly to 

review and discuss coding and create and revise codes when necessary. In Phase 3, the codes 

were grouped into themes based on the study’s framework, and in Phase 4, the themes were 

defined in relation to the current study by the first author. These themes were crosschecked 

by the second author and collaboratively revised in Phase 5. Phase 6 comprised the written 

manuscript.

RESULTS

The current study sample (N = 13) comprised RNs (n = 2), a licensed clinical social worker 

(n = 1), a registered dietician (n = 1), a community health worker (n = 1), ADC users (n = 5), 

and family caregivers (n = 3). Several barriers and facilitators of nutritional risk among ADC 

users emerged from the qualitative analysis. Each of these were organized within the five 

levels of the SEM and are presented in Table 2 (barriers) and Table 3 (facilitators).

Individual-Level Barriers

Mental Health Conditions.—ADC users had depression, anxiety, and other conditions 

that were associated with poor appetite and consequent undernutrition. An ADC RN 

described, “For those with depression, anxiety, well they don’t eat as good as those regular 

diets…. For those really depressed, we have to encourage them to eat. They just eat about 

30%, 40% older adults.” RNs and the registered dietician suggested that addressing the 

underpinnings of older adults poor mental health was essential to any nutritional 

intervention.

Education Level.—ADC users, all of whom were late-life immigrants to the United 

States, often had little formal education, which corresponded to poor health literacy. This 

forced RNs and the registered dietician to reexamine their approach to dietary education: 
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“…when you talk about nutrition, when you talk about vitamin, mineral, fiber, they don’t; it 

doesn’t get into the brain. They don’t quite understand….”

Limited English Proficiency.—ADC users spent most of their lives in their native 

countries, Vietnam and China. They reported difficulty communicating in English, which 

made accessing community resources and navigating complex bureaucracies to obtain 

government benefits challenging. A community health worker, who assisted ADC users in 

applying for government nutritional programs, said, in reference to ADC users: “They’re all 

monolingual, and so they’re very dependent on their caregiver…they don’t understand the 

system. They don’t speak the language.”

Impaired Physical Function.—ADC users’ physical function was compromised due to 

age-related disorders, such as Parkinson’s disease, limiting their ability to shop for, prepare, 

and consume food. Outside the ADC center, many users were dependent on caregivers to 

assist with grocery shopping and meal preparation.

Impaired Cognition.—Stakeholders noted cognitive impairments compromised proper 

nutrition. Cooking at home was a safety hazard for ADC users with cognitive impairment. In 

the ADC center, users with cognitive impairment refused meals due to lack of taste or 

familiarity. Users also found the busy mealtime environment overwhelming and distracting.

Poor Oral Health.—Poor oral health compromised ADC users’ ability to chew and 

swallow. Those with issues swallowing required 1-on-1 assistance at mealtime. Users 

described tooth loss, mouth pain, and experiencing a choking sensation when swallowing. 

Many ADC users who required pureed food at mealtime said the appearance of their food 

was not appetizing.

Culturally Derived Food Palate.—ADC users were accustomed to eating foods that 

reflected their traditional diets. However, some foods did not conform to dietary guidelines 

and were not served. Fatty pork, white rice, and salty fish were among users’ favorite foods, 

which were not provided at the center. In addition, interviewees reported high levels of 

lactose intolerance and a distaste for overly sweet items among ADC users. Staff 

emphasized supplemental shakes (e.g., Ensure®) were important in gaining and maintaining 

a healthy weight in users, but most could not digest them and found the taste prohibitively 

sweet: “[If] I was a company [I] would create something like Ensure for the Asian 

population, because the flavors…it’s too sweet for them.”

Autonomy.—There was consensus among study participants that although certain foods 

exacerbate nutrition-related chronic illness (e.g., type 2 diabetes mellitus, cardiovascular 

disease), older ADC users would benefit from person-centered nutrition that supports greater 

autonomy with respect to food choices. Per the registered dietician, “there’s a 

misunderstanding on the [caregivers’] part because of their own guilt…that they’re not 

willing to just let the participant eat whatever they want to, enjoy the quality of their life, 

which actually is vital.”
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Polypharmacy.—ADC users were on multiple prescription medications, some of which 

had the unintended side effects of suppressed appetite and nausea. Polypharmacy 

contributed to compromised food intake and poor appetite. RNs often intervened by 

contacting the ADC users’ physicians to request a medication change when they saw 

negative effects on appetite.

Relationship-Level Barriers

Family Dynamics.—Many ADC users lived in intergenerational households which, 

occasionally, fostered a complex family dynamic, particularly around mealtime. Rather than 

being a source of support, staff members described common complaints of isolation from 

ADC users. A social worker described a specific instance in which an ADC user was 

confined to her bedroom at mealtime because other members found her pureed meals to be 

unappetizing. “Yesterday, I was talking to a lady…. She lives with more than 10 people in 

her family…. They don’t want [her] to eat together with them in the dining room. …she’s 

dining alone in a house full of people.”

Loneliness.—Outside of the center, ADC users most often consumed meals by 

themselves. Caregivers and family members were most often not present to provide support 

at mealtime. This was inconsistent with Chinese/Vietnamese cultural norms, which, 

according to the social worker, support shared family-style meals. This isolation translated 

into feelings of loneliness, which suppressed appetite and reduced users’ desire to eat 

[Query #4: Okay as edited?].

Community-Level Barriers

Transportation.—For ADC users, cost of food was less of a problem than physically 

obtaining food. Most ADC users did not drive or have access to a car. Navigating public 

transportation was difficult due to physical impairments and language barriers, though some 

participants were able to use public buses: “…I don’t have transportation to go [to the store]. 

We don’t have any vehicles. We travel by bus.”

Neighborhood Safety.—Interviewed staff members described some neighborhoods as 

unsafe, which created difficulties for ADC users leaving home. This limited access to food 

outside the ADC center contributed to loneliness and isolation. The registered dietician 

stated: “Some of them live in pretty bad neighborhoods…some of the areas they live in are 

dangerous…they’re isolating themselves because of the safety issues that they might be 

encountering….”

Home-Delivered Meal Programs.—Outside the ADC center, users did not take 

advantage of home-delivered meal programs (e.g., Meals on Wheels America©) because 

unlike other non-profit organizations, they did not offer culturally appropriate foods. Thus, 

ADC users relied on caregivers to obtain and/or prepare meals.

Organizational-Level Barriers

Inability to Bring Outside Food into the ADC.—ADC policies prohibit outside food, 

ensuring that ADC users are eating healthful meals at the center. However, ADC users 
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suggested some foods were bland and they would consume more if they were able to bring 

their own food or condiments.

Inability to Take ADC Food Home.—Excess food was thrown out by the ADC center 

whether it was consumed or not as part of safe-handling practices. However, those who had 

difficulty preparing meals at home stated that they would benefit by taking their leftovers 

and extra meals home.

Lack of Onsite Kitchen.—Not having a kitchen onsite meant all meals were provided by 

an outside vendor, which significantly reduced optionality and did not allow users to be as 

involved in preparing or choosing daily meals.

Repetitive Menu Offerings.—ADC center menus were posted and cycled through on a 

monthly basis. Participants expressed dissatisfaction with the repetitive nature of meals and 

lack of variety with respect to offerings.

Policy/Societal-Level Barriers

Child and Adult Care Food Program Restrictions.—The CACFP provides partial 

subsidies to the ADC center to serve meals to clients, but meal components must follow 

program guidelines. Generally, CACFP meal components are based on general dietary 

guidelines for Americans (Murphy, Yaktine, Suitor, & Moats, 2011). Regulations require (a) 

inclusion of low-fat or non-fat milk, (b) sodium restrictions, and (c) reductions in added 

sugars. These three components were problematic in the study sample because most Asian 

ADC users were lactose intolerant and had an impaired sense of taste. ADC staff members 

reported meeting program guidelines for only partial subsidies was not cost-efficient.

Cost of Nutritional Supplements.—Nutritional supplements for underweight clients 

was costly for participants. Government insurers no longer reimbursed or subsidized 

nutritional supplements, creating financial burden for the study sample. The nutritionist 

provided education, but said, “I tell the family to go buy it. Okay, and some of the family 

members are very good. They will go and buy it, but some of the family members, it’s a cost 

issue.”

Lack of Physician Training in Nutrition.—CACFP guideline exceptions were made for 

physicians’ order for special diets. However, ADC users’ nutritional status was commonly 

overlooked by their physician. For example, in users with advanced dementia, for whom 

clinical guidelines (Volkert et al., 2015) recommend a liberalized diet, the registered 

dietician reported they were still required to adhere to a stringent diet. Facilitators of healthy 

nutrition found among ADC users are displayed in Table 2.

Individual-Level Facilitators

Culturally Based Perceptions of Food and Mealtime.—ADC users viewed food as 

nourishing, as a source of strength, and believed it was essential to well-being. As one 

caregiver stated, “She still eats because she’s very concerned about her health. She said, ‘If I 

don’t eat, I get weak.’” Food was associated with joyful celebrations, and meals were 
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described as “not just putting food in your mouth.” Shared mealtime often elicited memories 

and feelings of camaraderie in users.

Life History.—Although some participants stated strong food preferences, others were 

more accepting of what was served. Multiple participants endured famine in their native 

country due to political turmoil, making them less particular with food choices. As one ADC 

user described, “Some people said [about food at the center] there’s no taste, it doesn’t taste 

good…. I think they were not like me—when I was small, I experienced hunger.”

Budgeting.—Because many ADC users had experienced poverty in the United States and 

in their native country, they were frugal with respect to spending on food. They purchased 

foods from lower cost non-traditional grocery stores to accommodate their budgetary needs.

Adherence to Traditional Non-Western Diets.—Adherence to a traditional Chinese or 

Vietnamese diet meant that ADC users had a greater proportion of vegetables in their meals. 

Although ADC users were amenable to traditional American foods, they were less inclined 

to take advantage of inexpensive highly processed fast foods.

Relationship-Level Facilitators

Caregiver Support.—Caregivers shopped for groceries, prepared meals, and provided 

encouragement and emotional support at mealtime. A caregiver said of his spouse, “For 

example, if she eats just a little, I would put more food on her dish and tell her to eat more to 

be healthier. So, she finishes them.” Others prepared and froze meals for ADC users, 

transported them to the grocery store, assisted with feeding, or simply provided them with 

company while eating.

Peer Networks.—Clients consistently stated they eat more than they might otherwise 

because of the social aspect at mealtime. Peers encouraged each other to eat, which was 

more effective than staff member encouragement. According to the social worker, “…when 

you’re sitting at a table, you have some pressure, which is a good social pressure… I mean, 

for staff to say it, it’s very different from the friends saying it and it works.”

Community-Level Facilitators

Access to Ethnic Grocery Stores.—ADC clients reported access to local grocery 

stores within their neighborhood as beneficial. These small grocers and street vendors 

provided fruits, vegetables, and traditional Vietnamese and Chinese foods at a significant 

discount relative to formal grocery stores and were users’ preferred source of produce.

Assistance from Non-Profit Organizations.—Although the home-delivered meals 

program was not well-suited to the dietary preferences of ADC users, other non-profit 

organizations, including local food banks, supported their nutritional needs. The registered 

dietician described one program that distributed groceries to ADC users in their apartment 

complex, providing shelf-stable items as well as fresh produce on a weekly basis.
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Organizational-Level Facilitators

Interdisciplinary Staff.—Access to the ADC center’s interdisciplinary team allowed 

users to benefit from a comprehensive approach to nutrition and wellness. RNs managed 

chronic conditions and provided general dietary education. This education was essential to 

preventing complications of chronic disease. The registered dietician provided specialized 

nutritional screening, care, and counseling based on the RNs’ referral. The social worker 

ensured users had access to food outside the center and connected them with local resources. 

Exercise programs, led by physical therapists, were consistently participants’ favorite aspect 

of the ADC center and this stimulated appetite. Occupational therapists supported those with 

eating and feeding difficulties. Therefore, coordinated interdisciplinary care was a 

fundamental component of good nutrition.

Culturally Tailored Menu.—The meals provided at the ADC were tailored to the cultural 

preferences of the Chinese and Vietnamese clientele. Traditional food provided users with a 

sense of familiarity that enhanced their experience at the ADC. Most ADC users believed 

that if the ADC did not offer traditional foods, they and their peers would not attend.

Policy/Societal-Level Facilitators

Government Subsidized Programs.—Government subsidized programs, including 

Supplemental Security Income (SSI) and California’s In-Home Supportive Services (IHSS) 

program, were critical to meeting the complex nutritional needs of ADC users. Most ADC 

users relied on SSI and low-income housing. Many participants depended on these subsidies 

to eat and live. At the time of the current study, older adults in California who received SSI 

benefits were unable to apply for California’s Supplemental Nutrition Assistance Program, 

known as CalFresh. Therefore, ADC users exclusively relied on SSI to purchase food. 

Housing subsidies and Medi-Cal (California’s Medicaid program) freed additional income 

to spend on health and medical care. IHSS, a state-wide program administered at the county 

level, was also critical to ADC users’ ability to remain in the community. IHSS workers 

provide personal care services that are fundamental to proper nutrition, including assistance 

with feeding, meal preparation, and grocery shopping. Users can choose their IHSS workers; 

this means they can hire paraprofessionals or family caregivers who would otherwise be 

uncompensated for this work.

DISCUSSION

The purpose of the current study was to identify barriers and facilitators of malnutrition risk 

reduction among ethnically diverse older adults in the adult day health care setting using the 

SEM. The authors identified many strengths within the design of the ADC center and within 

ADC users’ cultural context and surrounding communities that facilitated healthful nutrition. 

However, barriers at every level, especially the policy level, challenged the ADC center’s 

ability to maximize the effectiveness of nutritional programs to their users.

The design of the ADC center itself, which is focused on socialization, lends itself to strong 

peer networks and a supportive mealtime environment. ADC participation is associated with 

reductions in loneliness and isolation, which are known risk factors for malnutrition (Boulos, 
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Salameh, & Barberger-Gateau, 2017; Locher et al., 2005). In the current study, participants 

ate more when encouraged by friends. The ADC center also promoted healthful nutrition by 

developing menus catering to traditional Chinese and Vietnamese diets. Not only were these 

meals culturally appropriate, their components (vegetables and lean proteins) were healthier 

than Western alternatives (Wong et al., 2019). ADC staff also emphasized unique aspects of 

participants’ culture and life histories in their efforts to support nutrition. ADC users, for 

example, received a hearty slow-boiled soup each day, which they believed to have healing 

qualities. ADC staff also marked cultural celebrations, such as Chinese New Year, with 

festive celebratory meals.

The ADC center benefitted from having an interdisciplinary team (IDT) of a registered 

dietician, social worker, and RNs who could identify nutritional issues, counsel and educate, 

and connect users to appropriate local resources. Results illustrate that the IDT provide these 

services in a manner that caters to participants’ limited English proficiency and low levels of 

health literacy, which would otherwise serve as barriers to healthy nutrition (Ahn, Park, & 

Kim, 2018; Ali & Watson, 2018). The IDT plays a critical role in the ADC center’s ability to 

manage chronic conditions and facilitate care coordination through the integration of health 

and social services, including nutrition programs.

Social services were vital to reducing participants’ risk of malnutrition. ADC users 

benefitted from government programs such as IHSS worker subsidies, housing assistance, 

and SSI (Keller, Dwyer, Edwards, Senson, & Gayle Edward, 2007; Zhu & An, 2013). 

Furthermore, ADC staff worked to ensure participants were receiving and benefitting from 

these subsidies. In addition, ADC RNs reported educating and training IHSS caregivers to 

prepare healthful meals.

Placing ADC centers in ethnically and culturally diverse neighborhoods is an essential part 

of promoting good nutrition. Consistent with other studies, living in an ethnic enclave 

promoted healthful eating (Osypuk, Diez Roux, Hadley, & Kandula, 2009). Access to ethnic 

grocers with affordable, healthy, culturally appropriate items allowed users to use their fixed 

incomes to purchase nutritious foods. Notably, at the time of the current study, older 

Californians who received SSI benefits were ineligible for CalFresh, the state’s 

Supplemental Nutrition Assistance Program. This policy was changed, effective June 1, 

2019, allowing individuals to receive both types of benefits (Department of Social Services, 

n.d.). The authors anticipate that this will positively impact users’ health by expanding 

access to healthy food and freeing up additional funds for medical care and supplies, such as 

nutritional supplements that ADC users found to be prohibitively expensive.

Although the ADC center has many strengths that facilitate healthy nutritional habits, many 

barriers limit their effectiveness but also present areas that would benefit from targeted 

interventions and further study. At the individual level, poor oral health, cognitive 

impairment, polypharmacy, and impaired function disproportionately affected ADC users 

and are all well-established risk factors for malnutrition. Stressful family dynamics, which 

are common in intergenerational immigrant households, often left users feeling isolated in 

their own homes, particularly if they also live in unsafe neighborhoods, which many current 

users did (Sadarangani & Jun, 2015). The dynamics at home and in the community 
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exacerbated mental health conditions, such as depression and anxiety, which had 

implications on ADC user’s diet.

Loneliness and isolation in the community underscore the importance of the ADC center as 

a buffer for anxiety and depression, which contribute to changes in appetite; however, the 

ADC center must work to overcome organizational barriers. Lack of an onsite kitchen, 

repetitive menus, and well-intentioned but restrictive policies that do not allow participants 

to bring food in and out of the center may be negatively affecting intake and working against 

achieving person-centered nutrition. The ADC center should be tasked with examining how 

their policies can be adjusted to compromise and promote intake.

Perhaps the greatest challenge for the ADC center to overcome is the restrictive nature of the 

CACFP and the low levels of reimbursements described by ADC staff. Changes to CACFP 

nutrition standards were made in April 2016, the first time since the program began in 1968 

(USDA Food and Nutrition Service, n.d.). These important changes centered on increasing 

fruits, vegetables, and whole grains, and reducing sugar and saturated fats. However, it 

appears that the ADC center struggled to meet these guidelines within the context of users’ 

culturally derived palettes without compromising taste. Strict rules around fat, sugar, and salt 

contact may benefit those with cardiovascular disease, but they may negatively affect 

participants who are underweight or whose sense of taste is compromised. Physicians often 

do not recognize these nuances and do not order liberalized diets to work around CACFP 

regulations. More communication and coordination between ADC staff and primary care 

providers is needed. Furthermore, results illustrate that older adult minorities who are 

currently receiving CACFP meals at their center may not be receiving the full caloric benefit 

of CACFP meals if the required components are not culturally appropriate.

The USDA offers little guidance on how to make meals culturally relevant within the context 

of the program’s requirements and appeal to diverse palettes. For example, 8 ounces of milk 

(or 6 ounces of yogurt) must be offered at breakfast and lunch. However, it is difficult for the 

ADC center to support preferences and calcium requirements of East Asians through milk, 

as 90% of Asians have reduced ability to digest lactose (U.S. National Library of Medicine, 

n.d.). Therefore, it is vital that CACFP administrators offer more information on how to 

maximize program offerings to meet the unique nutritional needs of ethnically diverse older 

adults.

LIMITATIONS

The current study, although novel, is limited by several factors. The small sample and 

inclusion of two sister ADC centers limits generalizability of study findings. It is important 

to note that ADC centers vary considerably in their capacity and resources with respect to 

meal service (e.g., presence of on-site kitchen), and those represented herein do not capture 

this variability. The fact that the ADC center that participated in the current study 

predominately serves East Asian older adults means these findings do not capture the 

experiences and nutritional needs of ADC users in more heterogenous settings that can 

[Query #5: Or cannot?] readily cater to preferences of a single ethnic group.
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Future studies should evaluate the needs of users in these types of settings to better 

understand how to cater to diverse adults. Large scale quantitative surveys of ADC users’ 

food preferences, nutritional risk factors, and ADC administrators’ ability to comply with 

CACFP guidelines are also an important future direction for research. Finally, the study 

conceptual model, which provided a comprehensive framework within in which the authors 

could organize their findings, was also somewhat limiting. Findings are guided by the 

structure of the SEM and may not include factors that exist outside of the model’s levels.

CONCLUSION

ADC centers are emerging as a vital source of long-term care for ethnically diverse older 

adults and can play a critical role in meeting the nutritional needs of their users. Results, 

although limited to East Asian immigrants, suggest that barriers at the individual, 

relationship, community, organizational, and policy level may prevent the ADC center from 

providing person-centered nutritional care to their diverse users. Standardized nutritional 

screening and enhanced communication between the IDT and primary care providers are 

simple practice changes that can leverage the strengths of the ADC center as a provider of 

nutritional services. However, further research into the development of culturally appropriate 

nutrition interventions at the ADC center and the policy impact of CACFP and other 

nutrition programs on the health of older adult immigrants, particularly those from East 

Asia, is warranted.
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Table 3

Facilitators of Healthy Nutrition Among ADC Users set within the Social Ecological Model

Facilitators of 
Healthy

Nutrition
Theme Excerpt Stakeholder

Individual 
Facilitators

Culturally Based 
Perceptions of Food 
and Mealtime

“They taught me what to eat… I feel that by doing so, my spirits are better and 
my mind is sharper. And I fall less often.” ADC User

“In these different cultures, I would say that food is very important… it’s very 
much a time to just bring everyone together and share that time together.” CHW

Life History “I was almost starved to death…there were only grass, straw…using a teacup 
for soup…the grass…each strand.” ADC User

Budgeting “Vietnamese in general often saves for the rainy days. That’s why I always have 
enough money.” ADC User

Adherence to 
Traditional Non-
Western Diets

“…they probably prefer Chinese food…Most of our clients prefer rice with 
some vegetable, with some meat.” RN

Relationship 
Facilitators

Caregiver Support “…but I like how my daughter prepare my food for me. When it’s ready for me, 
when I need it, I just put it in the microwave because my daughter knows 
what’s good for me and what the doctor wants me to eat. It’s more convenient. I 
like my daughter’s food.”

ADC User

Peer Networks “…if she can have people next to her eating, feeding themselves, then that 
might stimulate, to initiate her to do the same thing as the others. Maybe that 
will encourage her to eat too.”

RN

Community 
Facilitators

Access to Ethnic 
Grocery Stores

“I go to Chinese and Vietnamese supermarkets…things are cheaper. Grocery at 
American supermarkets like Lucky is really expensive.” ADC User

Assistance from 
NonProfit 
Organizations

“…we get some non-profits… they provide free meal, we try a three month try 
to give free meal for those clients that they can bring home with it.” RN

Organizational 
Facilitators

Interdisciplinary Staff “Sometimes, if I hear that nobody eats this or that, or they complain a lot…the 
floor staff will let me know, and then I will tell the kitchen…I’ll give feedback 
to the kitchen, so that is addressed.”

Nutritionist

Culturally Tailored 
Menu

“Generally, it’s Asian style, meaning they’ll always have rice. The menu, it’s 
Asian style…” Nutritionist

Policy/Societal 
Level Facilitators

Government 
Subsidized Programs

“The government offer me retirement money. They also give me the rent cost 
and money to buy grocery and clothes.” ADC User

“…a lot of them do have like IHSS workers, caregivers that are with them for a 
certain number of hours a day…They’ll just prepare the food, make sure it’s all 
set up for them.”

Nutritionist
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