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Abstract

This is the first nationally representative study to identify differences between adult day services
centers, a unique home- and community-based service, by racial/ethnic case-mix: Centers were
classified as having a majority of participants who were Hispanic, non-Hispanic Black, or non-
Hispanic other race/ethnicities and non-Hispanic White. The associations between racial/ethnic
case-mix and geographic and operational characteristics of centers and health and functioning
needs of participants were assessed using multivariate regression analyses, using the 2014
National Study of Long-term Care Providers’ survey of 2,432 centers. Half of all adult day centers
predominantly served racial/ethnic minorities, which were more likely to be for-profit, had lower
percentages of self-pay revenue, more commonly provided transportation services, and had higher
percentages of participants with diabetes, compared with predominantly non-Hispanic White
centers. Findings show differences by racial/ethnic case-mix, which are important when
considering the long-term care needs of a diverse population of older adults.
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Research shows differences in older racial/ethnic minorities’ use of and quality of care from
long-term care services and supports (LTSS), compared with their non-Hispanic White
counterparts. Little is known about racial/ethnic differences in characteristics of adult day
services centers (ADSC), a type of home- and community-based service (HCBS) for adults
with disabilities and their caregivers. There is little standardization among HCBS providers,
and ADSCs vary considerably in the services they provide and the communities they serve.
The characteristics of ADSCs have implications for the care of racial/ethnic minorities,
especially because ADSCs are more ethnically diverse than other forms of long-term care
such as nursing homes or assisted living facilities (Harris-Kojetin et al., 2016, 2019). Given
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the expected increase in minority populations in the United States through 2060 (Census
Bureau, 2015), and the growing importance of HCBS as an alternative for individuals who
otherwise may be institutionalized (Ng et al., 2015), ADSCs may expect to serve
increasingly diverse populations. This study is the first to provide a nationally representative
profile of ADSCs that predominantly serve racial/ethnic minorities, which builds upon
research on racial/ethnic differences in LTSS.

Racial/Ethnic Differences in Long-Term Care

A considerable body of literature shows disparities by race/ethnicity in long-term care.

Black and Hispanic older adults are less likely to use nursing homes than Whites (Thomeer
et al., 2015; Wallace et al., 1998) and racial/ethnic minorities tend to experience a lower
quality of nursing home care and to reside in racially segregated nursing homes (Campbell et
al., 2016; Smith et al., 2007). Black older adults are less likely to use hospice and palliative
care (Hazin & Giles, 2011) and Asian and Pacific Islander older adults have a lower
percentage of hospice use in the last year of life, compared with non-Hispanic Whites (Ngo-
Metzger et al., 2008).

Studies tend to show fewer racial/ethnic differences in utilization and quality of care of
HCBS, when accounting for sociodemographic characteristics, economic resources, and
health needs (Miller et al., 1996; Wallace et al., 1998). A recent study found no significant
differences in the utilization of ADSCs between Black, Hispanic, White, and Asian home
health patients, controlling for demographics and need (Brown et al., 2014). In 2014 and
2016, over 56% of ADSC participants were minorities: over 20% were Hispanic, between
15% and 17% were non-Hispanic Black, and about 19% were non-Hispanic races/ethnicities
other than Black and White (Harris-Kojetin et al., 2016, 2019). This is in contrast to the
percentages of all minorities in 2014 and 2016, respectively, using home health care (26%;
24%), nursing homes (24%; 25%), hospice (16%; 16%), and residential care communities
(16%; 19%). These studies point to the importance of HCBS as a resource for serving racial/
ethnic minorities who may have less access to or preferences for nursing home and
residential care options.

Adult Day Services Centers

Adult day services are a growing HCBS sector in the United States, which provides services
for community-dwelling older adults with disabilities and adults with mental illness or
intellectual and developmental disabilities. Centers offer day-time social and medical care
intended to improve quality of life, reduce rates of institutionalization, and provide respite
for unpaid and informal caregivers (Anderson et al., 2014; Dabelko-Schoeny et al., 2014;
Zarit et al., 2013). ADSCs vary by state and U.S. regions, organizational characteristics,
services provided, revenue sources, and participant needs, all of which may have
implications for quality of care (Lendon & Rome, 2018; Park-Lee et al., 2015; Rome et al.,
2015). Although there seems to be similar levels of HCBS utilization by race/ethnicity, there
is little information about how ADSCs may differ by operational characteristics and services
that affect the ability to meet the needs of racial/ethnic minorities. Previous research on
ADSCs found minorities are more likely to be enrolled in for-profit centers (Park-Lee et al.,
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2015) and immigrant users of ADSCs have reported improvements in health and well-being
(Sadarangani & Murali, 2018). However, associations with other characteristics and
participant health are unknown. Given differences in U.S. regions, resources, and health
needs by race/ethnicity, it is likely that ADSCs may differ by the populations they serve.

Several regional characteristics may be related to differences by race/ethnicity, including
Census region, metropolitan statistical area (MSA) status, and the proportion of minority
populations at the county level. Studies of nursing homes have indicated that access to care
may be related to residential geography (Smith et al., 2007). Thus, U.S. regions and counties
with a higher population of minorities and metropolitan areas were expected to account for a
substantial amount of variation in ADSCs by racial/ethnic case-mix.

Center-level characteristics, including chain status, ownership status, and revenue sources,
were examined because they have been shown to be associated with disparities in nursing
home quality by racial/ethnic groups (Hillmer et al., 2005; Mor et al., 2004; O’Neill et al.,
2003). Minorities were more likely to reside in larger, for-profit, urban nursing homes
compared with Whites, and nursing homes with more minority residents had a greater
percentage of their revenue from Medicaid (Campbell et al., 2016). Differences in disease-
specific programming and services offered by ADSCs by race/ethnic case-mix were also
examined, which may have implications for meeting the needs of participants.

This study also examined differences in aggregate-level demographic and health-related
characteristics of center participants. Little is known about the health of racial/ethnic
minorities who participate in ADSCs. In general, older racial/ethnic minorities tend to have
greater levels of disability and needs for personal assistance (Nuru-Jeter et al., 2011), and
higher prevalence of chronic conditions (Hayward et al., 2000), thus predominantly minority
centers were expected to have a higher percentage of participants with health needs.

Study Importance and Aims

Little information is known about the characteristics of ADSCs and their participants,
compared with other sectors and users of LTSS, but this knowledge gap is particularly
salient for centers that predominantly serve racial/ethnic minority participants. This is the
first nationally representative study to describe ADSCs that predominantly serve racial/
ethnic minorities, focusing on characteristics of centers that have been commonly used in the
examination of quality of care among other providers of LTSS, and may ultimately inform
policy and practices in adult day services. Use of HCBS LTSS is growing, and compared
with other institutional and HCBS LTSS providers, ADSCs are the most ethnically and
racially diverse. This study has two primary aims: (a) to identify characteristics of centers
that may differ by racial/ethnic case-mix; and (b) to identify participant health and disability
needs that may differ by racial/ethnic case-mix.
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Data, Measures, and Method

Data

Measures

This study uses the 2014 survey of ADSCs from the second wave of the National Study of
Long-Term Care Providers (NSLTCP) conducted by the National Center for Health Statistics
in the United States. NSLTCP is a biennial study that produces nationally representative
statistical information about providers and service users in five major sectors of long-term
care services in the United States. The data are collected from ADSC directors or managers
at the provider level and contain information about ADSCs and aggregate-level
characteristics about participants. A census of ADSCs was obtained from the National Adult
Day Services Association’s (NADSA) database of ADSCs operating in the United States.
Eligibility criteria were assessed using a self-report screener included as part of the mailed
questionnaire packet, which identified centers that (a) were licensed or certified by the state
specifically to provide adult day services, or authorized or otherwise set up to participate in
Medicaid; (b) had one or more average daily attendance of participants based on a typical
week; and (c) had one or more participants enrolled at the center at the location at the time
of the survey. The respondents were center directors, administrators, or otherwise
knowledgeable proxies. Initial questionnaires were mailed in June 2014 and follow-up
mailings and computer-assisted telephone interviews of nonrespondents were conducted
through January 2015. For additional information about NSLTCP, see Harris-Kojetin et al.
(2016) and survey documentation (NSLTCP, 2014, 2015).

In addition to the NSLTCP, 2014 county population estimates, by race and ethnicity, were
used (U.S. Census Bureau: https://www.census.gov/programs-surveys/popest/data/
tables.html). The county estimates were linked to the individual ADSCs such that each
ADSC had variables indicating the percentage of Hispanic, non-Hispanic Black, non-
Hispanic White, and non-Hispanic other races populations of all ages, in the county where
the ADSC was located.

Sample.—The sampling frame consisted of 5,443 ADSCs; of these, 618 centers were
invalid, out of business, or ineligible based on screener questions included in the
questionnaire. Of the remaining 4,825 centers, 2,763 eligible centers completed the
questionnaire, with a response rate of 58.0% (NSLTCP, 2015).

From the total of 2,763 respondents, there were 2,432 centers where more than 50% of
enrolled participants were of the following four mutually exclusive racial/ethnic categories:
Hispanic (7= 292), non-Hispanic Black (7= 411), non-Hispanic other (7= 195), and non-
Hispanic White (7= 1,534). About 331 centers where the percentage of enrolled participants
was not more than 50% for any of the four race/ethnicity categories were excluded from
analyses, to focus on centers that served specific racial/ethnic groups.

ADSCs predominantly serving a race/ethnicity category.—Race/ethnicity data
were collected by asking how many participants are in one of several categories of race and
ethnicity. Centers were categorized as “predominantly serving” one of four racial/ethnic
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groups where more than 50% of enrolled participants were non-Hispanic White; Hispanic;
non-Hispanic Black; or “non-Hispanic other” (including non-Hispanic Asian, non-Hispanic
American Indian or Alaska Native, non-Hispanic of two or more races, and non-Hispanic
Native Hawaiian or Other Pacific Islander). Three indicator variables were then created to
compare each of the predominantly serving minority centers to predominantly serving non-
Hispanic White centers. These race and ethnicity variables are based on percentages
obtained by dividing the number of participants in the specific race and ethnicity category by
the total number of participants in the center. The average distribution in each racial/ethnic
category showed high percentages of participants of the corresponding race/ethnic group and
small percentages for the other three noncorresponding groups. For predominantly non-
Hispanic White centers, on average, 82.9% of participants were non-Hispanic White, 8%
non-Hispanic Black, 5.3% Hispanic, and 3.4% other race/ethnicity. In predominantly non-
Hispanic Black centers, 79.5% of participants were non-Hispanic Black, 15.7% non-
Hispanic White, 3.1% Hispanic, and 1.5% other race/ethnicity. For predominantly Hispanic
centers, 90% were Hispanic, 5.6% non-Hispanic White, 2.6% non-Hispanic Black, and 1.9%
other participants. For predominantly other centers, 88.8% were other race/ethnicity, 5.4%
non-Hispanic White, 4% Hispanic, and 1.7% non-Hispanic Black.

The cutoff of more than 50% was chosen as a simple, mutually exclusive categorization that
allows for a comparison of each race/ethnic group separately. Concentrating on these centers
could support culturally driven programming, tailoring of services to the unique needs of a
specific community, and the identification of differences in characteristics and service
elements that may underscore disparities. This division was also sensitive to statistically
significant differences among the independent variables, compared with a higher cutoff. A
cutoff of more than 75% was tested and the same variables had the same direction of
statistically significant effects as when using the >50% cutoff with larger odds ratios. Lower
percentage cut points and percentiles were also considered but cutoffs of 25% to 50% did
not represent mutually exclusive comparison categories. This strategy was similar to
research on nursing home case-mix of racial/ethnic minorities that operationalized a high
concentration of minorities as more than 35% of residents (Campbell et al., 2016), though
this study uses a higher cutoff for a “high concentration.”

Regional Characteristics

Three measures were included to account for the regional characteristics: U.S. Census
regions, MSA, and county-level racial/ethnic minority populations. Region was measured by
grouping of coterminous states into geographic areas corresponding to groups used by the
U.S. Census Bureau (see: http://www.census.gov/geo/maps-data/maps/pdfs/reference/
us_regdiv.pdf). Region consisted of Northeast, Midwest, South, and West and was included
in the logistic regression model with Northeast as the referent category. MSA was delineated
using the Office of Management and Budget definition and was coded to compare
metropolitan and nonmetropolitan areas. MSA was excluded from logistic regression
analyses of predominantly Hispanic and predominantly other race/ethnicity models because
of small cell sizes. The 2014 Census county-level population included three variables:
proportion of Hispanics of any age per county, proportion of non-Hispanic Blacks of any age
per county, and proportion of non-Hispanic other races and ethnicities of any age by county.
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ADSC Characteristics

Five concepts were measured to account for center characteristics. First is whether the center
was part of a national or regional chain. Second, the type of ownership of the center was
categorized as for-profit and nonprofit or government. Third, disease-specific programming
included four measures indicating whether a center offered each of the following programs
for: Alzheimer’s disease or other dementia, depression, diabetes, and cardiovascular disease.
Fourth, four measures indicated whether or not a center provided each of the following
services: transportation to and from the center, to medical appointments or to social
activities; nursing or skilled nursing services; social work services; and physical,
occupational, or speech therapies. Services were provided by paid center employees or
arranged for or paid for by outside providers. Services for which the center only provided
referrals were not considered to be provided by the center. And fifth, revenue sources
included three items measured as the percentage of revenue received from the following
three sources: Medicaid (including Medicaid managed care programs), other government
sources (not Medicaid or Medicare), and self pay by the participant or family.

Participant Characteristics

Method

Four concepts were measured to account for participant characteristics that are important
indicators of health and disability needs of ADSC participants. Aggregate participant
characteristics included the percentage of participants per center with these characteristics:
female; aged 65 and older; difficulty eating, dressing, bathing, toileting, and walking; and
with each of the following diagnosed health conditions: intellectual or developmental
disabilities (IDD), Alzheimer’s disease or other dementias, severe mental illness, depression,
cardiovascular disease, and diabetes.

This study included bivariate analyses, followed by multiple logistic models to further
examine associations while adjusting for all regional, center, and participant characteristics.
The bivariate analyses examined all characteristics among centers belonging to each of the
three racial/ethnic groups to compare each minority group to the non-Hispanic White group.
Differences were evaluated using chi-square tests for categorical provider-level variables and
ttests for percentages of revenue sources and participant-level variables that represent the
mean percentage of participants having the relevant characteristics. Three logistic regression
analyses were used to identify statistically significant associations between each of the
characteristics and centers predominantly serving each racial/ethnic minority: (a)
predominantly Hispanic centers, compared with predominantly non-Hispanic White centers;
(b) predominantly non-Hispanic Black centers, compared with predominantly non-Hispanic
White centers; and (c) predominantly non-Hispanic other race/ethnicity centers, compared
with predominantly non-Hispanic White centers. In these models, the racial/ethnic minority
group was entered as the dependent variable to test associations while controlling for all of
the characteristics (geographic, county-level racial/ethnic populations, center-level, and
participant-level characteristics), which were entered as independent variables.

Analyses accounted for the complex survey design of the 2014 NSLTCP. Weights were used
to adjust for unknown eligibility status of nonresponding ADSCs and for nonresponse bias.
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Results are nationally representative. See the 2014 NSLTCP readme documentation for
details about the weighting methods (NSLTCP, 2015). All analyses used Stata/SE, version
14 (StataCorp, 2015) and applied appropriate weights. Cases with missing data ranged from
1% to 4.2% per variable. Only cases with no missing data on all analysis variables were used
in the logistic regression models, resulting in a reduction of approximately 8% of cases in
each model.

About 40% of ADSCs had a population that was at least 50% made up of a single racial/
ethnic minority: 13% of centers were predominantly Hispanic, 17% were predominantly
non-Hispanic Black centers, 9% were predominantly other non-Hispanic minority centers,
and 61% were predominantly non-Hispanic White centers. Table 1 shows the profiles of
characteristics for each predominantly minority center and denotes statistically significant
differences as compared with predominantly non-Hispanic White centers. Compared with
predominantly non-Hispanic White centers (79.5%), a higher percentage of predominantly
Hispanic (91.9%) and predominantly non-Hispanic other centers (93.3%) were in MSAs.
Predominantly Hispanic (74.8%) and predominantly non-Hispanic Black (68.4%) centers
were mostly located in the South and predominantly non-Hispanic other centers were mostly
located in the West (62.1%), compared with predominantly non-Hispanic White centers that
were more evenly distributed across the country. Compared with predominantly non-
Hispanic White centers, a higher percentage of all three groups of predominantly racial/
ethnic minority centers were for-profit (Hispanic: 77.4%; non-Hispanic Black: 52.5%; non-
Hispanic other: 64.7%; non-Hispanic White: 31.8%) and received a higher percent of
revenue from Medicaid (Hispanic: 77.1%; non-Hispanic Black: 67.8%; non-Hispanic other:
69.5%; non-Hispanic White: 41.5%). All three groups of predominantly racial/ethnic
minority centers had a lower percentage of revenue from other government sources and from
self pay, compared with predominantly non-Hispanic White centers.

Overall, a higher percentage of predominantly Hispanic, non-Hispanic Black, and non-
Hispanic other centers provided disease-specific programming compared with
predominantly non-Hispanic White centers. Compared with predominantly non-Hispanic
White centers, a lower percentage of predominantly Hispanic centers provided social work
(32.3%; non-Hispanic White: 51.1%) and therapeutic services (30.1%; non-Hispanic White:
50.0%).

A higher percentage of participants in all three groups of predominantly racial/ethnic
minority centers were women (Hispanic: 61.7%; non-Hispanic Black: 62.3%; non-Hispanic
other: 66.0%), compared with 57.4% of participants in non-Hispanic White centers. All
three groups of predominantly racial/ethnic minority centers had comparable or lower
percentages of participants with IDD, Alzheimer’s disease or other dementias, and severe
mental illness, compared with non-Hispanic White centers. Predominantly racial/ethnic
minority centers had higher percentages of participants with depression, cardiovascular
disease, and diabetes, compared with non-Hispanic White centers, with the exception of
non-Hispanic Black centers that had a lower percentage with depression. All three groups of
predominantly racial/ethnic minority centers had a comparable or lower percentage of
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participants with activity of daily living (ADL) limitations, except non-Hispanic other
centers had a higher percentage of participants needing assistance with walking (38.4%),
compared with predominantly non-Hispanic White centers (33.7%).

Table 2 shows odds ratios with confidence intervals from each of the three logistic
regression models. Many of the statistically significant differences found in the bivariate
analyses were no longer statistically significant after adjusting for all of the characteristics.

Predominantly Hispanic Centers Compared With Predominantly Non-Hispanic White

Centers

Table 2 shows that, as expected, predominantly Hispanic centers were more positively
associated with counties having higher percentages of Hispanics and non-Hispanic other
racial/ethnic minorities. Predominantly Hispanic centers were more likely to be in the South
(odds ratio [OR] = 2.55, p<.01), but less likely to be in the West (OR = .15, p<.001) than
in the Northeast. Compared with predominantly non-Hispanic White centers, having a
predominantly Hispanic case-mix was positively associated with centers that provide
transportation services (OR = 3.87, p < .05) and negatively associated with centers that
received revenue from other government (OR = .99, p < .05) and self pay sources (OR = .97,
p<.001). Predominantly Hispanic centers were associated with having more female
participants (OR = 1.02, p < .05) and participants diagnosed with diabetes (OR = 1.04, p
<.001). Predominantly Hispanic centers were associated with having fewer participants
diagnosed with depression (OR = .97, p< .001) and cardiovascular disease (OR = .98, p
<.01); and greater odds of having participants diagnosed with diabetes (OR = 1.04, p<.05).

Predominantly Non-Hispanic Black Centers Compared With Predominantly Non-Hispanic
White Centers

Table 2 shows the results for predominantly non-Hispanic Black centers compared with non-
Hispanic White centers. They were more likely than predominantly non-Hispanic White
centers to reside in counties with higher percentages of Hispanic, non-Hispanic Black, and
non-Hispanic other minorities. Centers with a predominantly non-Hispanic Black case-mix
were positively associated with being located in a MSA (OR = 2.44, p<.001) and located in
the Midwest (OR = 1.97, p<.05) and South (OR = 3.33, p< .001), compared with the
Northeast. Compared with predominantly non-Hispanic White centers, predominantly non-
Hispanic Black centers were positively associated with for-profit centers (OR =1.42, p
<.05) and centers that provide transportation services (OR = 2.93, p < .01); but negatively
associated with centers that provide programs for cardiovascular disease (OR = .52, p<.50)
and receiving self pay revenue (OR = .95, p<.001). In terms of participant characteristics,
compared with predominantly non-Hispanic White centers, predominantly non-Hispanic
Black centers were associated with centers having more female participants (OR = 1.02, p
<.001) and participants with diabetes (OR = 1.03, p<.001). They were associated with
centers having fewer participants age 65 and over (OR = .98, p<.001); and fewer
participants diagnosed with intellectual and developmental disabilities (OR=.98, p<.001) and
depression (OR = .97, p<.001).
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Predominantly Non-Hispanic Other Centers, Compared with Predominantly Non-Hispanic
White Centers

The third section of Table 2 shows that predominantly non-Hispanic other centers were
located in counties with higher percentages of Hispanic, non-Hispanic Black, and non-
Hispanic other minorities and were more likely to be located in the Midwest (OR = 2.52, p
< .05) than in the Northeast. Compared with predominantly non-Hispanic White centers,
centers with predominantly non-Hispanic other case-mix were positively associated with
for-profit centers (OR = 1.98, p<.01) and centers that provide programs for diabetes (OR =
4.97, p<.01). They were negatively associated with centers receiving self pay revenue (OR
=.96, p<.001). Predominantly non-Hispanic other centers were associated with centers
having more female participants (OR = 1.04, p < .001) and participants age 65 and over (OR
=1.02, p<.01). Predominantly non-Hispanic other centers were negatively associated with
having participants with difficulties bathing (OR = .99, p < .05); toileting (OR = .98, p
<.01); diagnosed with intellectual and developmental disabilities (OR = .97, p < .001);
diagnosed with Alzheimer’s disease or other dementias (OR = .98, p < .01); diagnosed with
severe mental illness (OR = .97, p<.01); and diagnosed with depression (OR = .97, p
<.001). Predominantly non-Hispanic other centers were positively associated with having
participants with difficulty walking (OR = 1.01, p < .01) and diagnosed with diabetes (OR =
1.02, p< .05).

Discussion

Using survey data on ADSCs from the 2014 NSLTCP, this study examined the
characteristics associated with ADSCs where more than 50% of currently enrolled
participants were Hispanic, non-Hispanic Black, or non-Hispanic of other races,
respectively, compared with ADSCs where more than 50% of enrolled participants were
non-Hispanic White. The findings showed some differences by the racial and ethnic
categories, even when accounting for regional differences and county-level percentages of
racial and ethnic minority populations. Some differences were found by region, center-level
characteristics, and characteristics of participants.

As expected, being in MSAs was associated with centers predominantly serving non-
Hispanic Black adults. Centers in counties with higher percentages of minorities were more
likely to predominantly serve the three minority groups. The South was more likely to have
centers that predominantly served Hispanic and non-Hispanic Black participants, whereas
centers predominantly serving participants of other race/ethnicities were in the Midwest.

In terms of center characteristics, for-profit ADSCs were associated with predominantly
minority centers (specifically, non-Hispanic Black and other race/ethnicity); centers
providing transportation services were more likely to be predominantly non-Hispanic Black
and other race/ethnicity centers; and programming for diabetes was more likely in
predominantly other race/ethnicity centers, compared with predominantly non-Hispanic
White ADSCs. However, centers having cardiovascular programs were less likely in
predominantly non-Hispanic Black centers. The percentage of self-pay revenue sources was
lower in predominantly minority centers.
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Previous research on nursing homes shows that racial/ethnic minorities are more likely to
reside in for-profit nursing homes and that nursing homes serving minorities had a greater
percentage of their revenue from Medicaid (Campbell et al., 2016). Several studies have
concluded that for-profit status and disproportionate reliance on Medicaid as a revenue
source can be associated with quality deficiencies in nursing homes (Hillmer et al., 2005;
Mor et al., 2004; O’Neill et al., 2003). As little is known about ADSC quality, particularly
about possible disparities for racial/ethnic minority participants, we do not know whether
these characteristics have similar quality implications for ADSCs. The differences in
revenue sources, programming, and services offered between predominantly minority and
non-Hispanic White ADSCs are a new finding, suggesting some differences in resources and
services for different populations.

All three groups of the predominantly racial and ethnic minority centers had a higher
percentage of participants with diabetes, which is consistent with a higher prevalence of
diabetes among Hispanic, non-Hispanic Black, and other minorities (Centers for Disease
Control and Prevention, 2020). Predominantly minority centers either showed no differences
or had lower percentages of the other health-related characteristics, compared with
predominantly non-Hispanic White ADSCs. These findings seem in contrast to research
showing that Black and Hispanic older adults, in general, are more likely than White older
adults to have Alzheimer’s disease and cognitive impairment (Alzheimer’s Association,
2019; Lines et al., 2014), to have more symptoms of depression (Skarupski et al., 2005), and
more likely to die from cardiovascular disease (Heron & Anderson, 2016). However, ADSC
participants tend to be younger and have lower rates of Alzheimer’s disease, depression,
heart disease, and ADLs, compared with users of other long-term care providers (Harris-
Kojetin et al., 2016, 2019). The findings in this study may indicate racial/ethnic minority
users of ADSCs may be different from minority users of other long-term care providers or
the general population of older adults of racial/ethnic minority groups. Trends in certain
health conditions, such as the projected increase in Alzheimer’s disease/dementia among
older adults from 5.8 in 2020 to 13.8 in 2050 (Alzheimer’s Association, 2019), may impact
the types of LTSS that minorities use.

This study was descriptive and causal relationships cannot be drawn. Nor can the findings
determine whether differences by race/ethnic case-mix were due to centers responding to the
needs of their participants or whether centers were more likely to have participants of a
particular race/ethnicity enrolled because of the services they provided and the community
in which the center is located. For example, transportation services may be more prevalent in
locations that have fewer public transportation options or private car ownership, but some
centers may be more likely to provide transportation services when enrolled participants
have the need, regardless of community-level transportation infrastructure. Due to the
aggregate-level of participant information based on the survey design, the analyses cannot
control for individual-level demographic, behavioral, psychosocial, attitudinal, or enabling
factors that may be associated with racial/ethnic minorities’ use of ADSCs. The comparisons
between predominantly minority centers and predominantly non-Hispanic White centers,
both in bivariate analyses and by examining odds ratios from the logistic regression models,
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show small, but statistically significant differences in some cases, whereas other differences
may seem larger, yet do not meet statistical significance at p < .05. This article excluded the
category of centers that did not primarily serve any one racial and ethnic group because the
focus was on comparing specific racial and ethnic groups; however, these diverse centers
may also represent a unique group of ADSCs to include in future analyses.

Despite these limitations, the study used the latest data on a census of ADSCs in the United
States. The analyses uniquely account for regional and community-level characteristics
along with center-level and participant characteristics.

Conclusion

Overall, this study showed that predominantly minority centers were very similar to
predominantly White centers, but there were several key differences by center- and
participant-level characteristics. All three groups of predominantly minority ADSCs were
more likely to be for-profit, received a lower percentage of revenue from self pay, and had a
higher percentage of participants with diabetes. Given that a higher percentage of
participants of ADSCs were racial/ethnic minorities in 2014 and 2016, compared with other
long-term care sectors, ADSCs have the potential to provide needed services to a growing
population of disabled and aging racial and ethnic minorities.

Over the years, ADSCs have undergone policy changes, including Medicare Advantage
coverage (Span, 2018) and increased use of Medicaid HCBS waiver programs (Fabius et al.,
2019; Gorges et al., 2019). Some studies have examined how these ongoing shifts from
institutional settings to the community and variations in state funding sources may produce
racial/ethnic disparities in HCBS use (Fabius et al., 2019; Gorges et al., 2019). In 2020,
LTSSs were significantly affected by the novel coronavirus pandemic, leading to many
operational changes and closures of ADSCs. Coronavirus disease 2019 disproportionately
affects older adults, those with pre-existing conditions, and racial and ethnic minorities in
the United States (Gardner et al., 2020; Laurencin & McClinton, 2020) and the pandemic
may have a lasting impact on ADSCs and racial/ethnic minority participants. Findings from
this study can help fill the current knowledge gap on racial/ethnic differences in the use of an
important HCBS, and provide a baseline for studying diverse users of ADSCs.
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