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Purpose. Even though consumer-directed care models
are being advocated for use among elder popula-
tions, there are few data on the extent of elder interest
in participating in the management of community
long-term-care services, who they want involved in
making these decisions, or their perceptions regard-
ing the relative importance of different service
choices. In addition, little is known about how elder
preferences for consumer direction may vary by race/
ethnicity. Design and Methods. With use of a cross-
sectional research design, a sample of 731 elders
including 200 African American, 200 Chinese, 131
Latino, and 200 White Western European American
elders was investigated. New measures were created
to assess level of control desired by elders in different
areas of community long-term-care service delivery
and preference for consumer direction. Results.
Multivariate analyses found significant differences
between and within race/ethnic groups for prefer-
ences for levels of consumer-directed care. Implica-
tions. Study findings suggest that consumer direction
occurs along a continuum, with elders desiring control
over some service areas but not others, and the
importance of recognizing heterogeneity within ra-
cial/ethnic groups regarding consumer-directed care.
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Over the last decade, there has been a growing
recognition of the importance of providing elders
with opportunities to make meaningful choices in
the planning, management, and supervision of their
community long-term-care services (Capitman &
Sciegaj, 1995; Eustis & Fischer, 1992; Glickman,
Stocker, & Caro; 1997; Kane, Degenholtz, & Kane,
1999). It has been suggested that one way to increase
elders’ opportunities to make meaningful choices
about their service use and/or the direction of their
own care is to incorporate elements from consumer-
directed care models that have proved successful
with younger disabled adults (Simon-Rusinowitz &
Hofland, 1993).

Younger disabled adults have long had more
opportunities to exercise control over their care
through the use of personal assistant services
(Wallack, Sciegaj, & Long, 2002). Through these
programs, disabled persons or their surrogates can
hire, train, supervise, direct, and fire personal care
attendants on their own (Benjamin & Matthias,
2001; Doty, Kasper, & Litvak, 1996). Traditionally,
elders and their informal caregivers were not
empowered to direct their own care, primarily
because service providers and policy makers made
assumptions about their level of interest and ability
to exercise control. Over the last decade, research
has questioned those assumptions, hypothesizing
that in order for community long-term-care services
to be effective for older adults, they have to match
consumers’ preferences, rather than agency service
arrangements (Morris, Caro, & Hansen, 1998).

Even though consumer-directed care models are
being advocated for use among elder populations,
there are few data on the extent of elder interest in
participating in the management of community long-
term-care services, who they want involved in making
these decisions, or their perceptions regarding the
relative importance of different service choices. In
addition, little is knownwhether elder preferences for
consumer direction vary by race/ethnicity.
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An early study by Cohen (1992) surveyed 57 elders
regarding the importance of controlling various
details of their care. Cohen’s findings indicate the
areas of service-delivery control considered impor-
tant to younger adults with disability were not
considered important to frail elders. For example,
having control over the hiring, firing, and paying of
caregivers was not considered an important element
to the elders’ sense of independence. What was
important to the elders interviewed by Cohen was
being able to participate and negotiate their care-
services schedule. Cohen’s study remains important
because understanding the extent of elder prefer-
ences for control over different aspects of their
community long-term-care services will ensure that
elders or their families are not taking responsibility
for choices that they do not really wish to make
(Simon-Rusinowitz & Hofland, 1993).

In addition, the few published empirical studies
reporting on the possible effects of race/ethnicity on
preferences for control over the management and
delivery of community long-term-care services sug-
gest there may be differences based on race/ethnicity.
In a survey of 491 young adult and elderly
consumers, Simon-Rusinowitz, Mahoney, Desmond,
Shoop, Squillace, and Fay (1997), assessing prefer-
ences for a cash-benefit option versus traditional
agency-based services, found that Whites were half
as likely (odds ratio= .49) to be interested in a cash
benefit as African Americans (p , .01). Simon-
Rusinowitz and Mahoney (2001) report that in
a telephone survey (N = 2,140) also assessing
preferences for a cash-benefit option versus tradi-
tional agency-based services, African Americans
were 1.9 times as likely and Latinos were 1.6 times
as likely to be interested in a cash-benefit option.

In addition, the findings of a study conducted by
Blackhall, Murphy, Frank, Michel, and Azen (1995)
that explored the effect of race/ethnicity on attitudes
toward hospital-patient autonomy provide some
insight into the importance of this area for under-
standing elder preferences for consumer direction
in community long-term care. Blackhall and col-
leagues conducted interviews with 800 elders evenly
divided among African Americans, European Amer-
icans, Korean Americans, and Mexican Americans.
One topic area covered in these interviews regarded
the issue ofwho should make the decision regarding
life-prolonging technology (the elder or the family).
Blackhall and colleagues report significant racial/
ethnic differences, with Korean American and
Mexican American elders favoring a more family-
centered model of decision making rather than the
more traditional patient-autonomy model. They
conclude that physicians in these situations should
ask the elder whether they prefer to make decisions
independently or whether they prefer that their
family be involved in this process.

Because of the growing heterogeneity of the elderly
population, efforts to develop meaningful consumer-

directed options need more knowledge on both the
extent of elder preferences to assume control and
whether there are possible racial/ethnic variations.
The purpose of this studywas to begin to explore these
areas. The study surveyed 731 elders (200 African
American, 200 Chinese, 131 Latino, and 200 White
Western European) and examined whether their
preferences for consumer-directed carediffered.These
four groups were selected based on the Blackhall and
colleagues (1995) report of racial/ethnic group differ-
ences in medical decision making. Extending the
findings of Blackhall and colleagues to community-
based long-term-care services for elders, we hypoth-
esized that White and African American elders would
be more likely to choose consumer-directed models
that increased individual decision making.

To test for potential differences, respondents were
asked to select between three different models (Cash
and Counseling Model, Negotiated Care Manage-
ment or Social Health Maintenance Organization
[SHMO]-Like Model, and Traditional Case-Man-
agement Model) and to rank them in terms of which
one they liked the best overall. The three models
were selected because they offer different levels of
consumer control. The following is a brief de-
scription of each.

The Cash and Counseling Model represents one
of the most unfettered forms of consumer direction,
offering consumers cash allowances in lieu of
agency-delivered services. Individuals in this model
could use the cash to purchase services to meet their
own needs from independent providers, including
friends and family if so desired. Also available in this
model is a counselor who provides the individual
information, training, and advice to assist with
planning and managing community long-term-care
services. In addition, the consumer has the option of
having a fiscal intermediary agent who attends to
paying the long-term-care worker and performs
other duties associated with being an employer.

The Negotiated Care Management or SHMO-
Like Model gives the consumer a heightened level of
control within an agency service-delivery frame-
work. The mechanism for consumer direction in this
model is an individual spending budget for services.
How the budget is allocated is negotiated between an
agency/care manager and the consumer. In this
model, the care manager becomes a consultant to
and resource for the consumer, helping him or her to
make viable caregiving arrangements (Leutz, Capit-
man, MacAdam, & Abrahams, 1992). The meaning-
ful choices of consumers are supported in this
program not only by allowing them to express
service preferences but also by negotiating their
levels of service in response to a known benefit limit
(Leutz et al., 1992).

The Traditional Case-Management Model has
been seen as the least consumer directed. Although in
this model, the consumer is consulted regarding the
type and timing of their services, the agency
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representative has final decision-making power over
what services and schedule the consumer receives.
The agency also takes responsibility for choosing,
finding, and purchasing the services for the consumer.

Figure 1 illustrates the analytic framework used
to examine elder preferences for consumer direc-
tion using the three management alternatives de-
scribed above. Because the research in the area of
elder preferences for consumer direction is not
extensive, the study used this framework to pursue
the following general study questions: What indi-
vidual characteristics might determine an elder’s pre-
ference regarding consumer direction in community
long-term care? Are there significant racial/ethnic
differences in elder preferences for consumer direc-
tion? Finally, are there significant interactions
between race/ethnicity and individual characteristics
on elder preferences for consumer direction?

Methods

Sample

The study recruited elders for this study through
three community-based service-provider agencies.
The three agencies (Greater Boston Chinese Golden
Age Center, LaAlianza Hispania, and Central Boston
Elder Services) were selected because they provide
home- and community-based services to the different
racial/ethnic groups of elders. To both minimize
intrusion and maximize confidentiality, the respec-
tive agencies identified the pool of eligible elders and
recruited study participants. To be selected, the elder
had to be receiving services for the prior 12 months
to assist with at least one activity of daily living.
Because the study attempted to control for economic
status, the elders also had to be Medicaid eligible.
Finally, given the nature of the survey, elders who
showed signs of cognitive impairment at last
assessment were excluded. The research team was
given access only to elders who satisfied the

screening criteria and who agreed to participate in
the study. The 731 elders were interviewed between
September 1997 and February 1999. Included in this
number were 200 African American, 200 Chinese,
131 Latino, and 200 White Western European
American elders.

Procedure

The survey was administered through face-to-face
interviews. Interviews lasted between 30 and 40 min.
Master’s-level social work and public health students
were recruited and trained to administer the survey to
the Chinese, African American, and White elder
populations. Latino elders were recruited and trained
to conduct interviews in that population. Because
English was not the first language for either the
Chinese or the Latino elder population, the interviews
were conducted in the elders’ native language with the
appropriate dialect. Upon completion of the inter-
view, participants received a small financial gift of $20.

Measures

The survey instrument developed for this study
collected descriptive demographic data as well as
health and functional status data. Questions were
drawn from existing instruments or developed
specifically for this study. Original questions were
designed to measure elder preferences for consumer
direction in community long-term care in the areas
of service-delivery management, informal caregiver
roles in long-term-care decisions, and consumer
information needs. The participating community-
based organizations translated the survey instrument
into the appropriate dialects for their Latino and
Chinese populations. Individuals not connected to
the community-based organization then translated
the survey back into English. In addition, small

Figure 1. Analytical framework. CLTC= community long-term care.
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groups of elders from each of the four racial/ethnic
groups were used to pilot test the survey instrument
and to resolve any potential problems with the
overall survey approach.

Dependent Variable (Elder Preferences for Con-
sumer Direction).—This measure was defined as the
level of control elders want in the organization,
planning, and management of their community long-
term care. Respondents were read three brief
descriptions of new approaches to managing the
delivery of their services (Table 1) and asked to
identify the approach they liked the best overall.
New Approach 1 described the Cash and Coun-
seling Model, New Approach 2 described the
Negotiated Care/SHMO-Like Model, and New
Approach 3 described the Traditional Case-Man-
agement Model.

IndependentVariables.—Sociodemographicchar-
acteristics, living situation, health/functional status,
and current satisfaction with services were included
as independent variables because of their possible
influence on elder preferences for consumer di-
rection. Additional variables included measures of
elder desire for domain/activity-specific control in
such areas as service and worker management and
consumer information. Table 2 and the following
briefly describe the independent variables that re-
quire definition.

Living Situation.—Because the study was inter-
ested in the influence of the existence of possible
informal supports on elder preferences for consumer
direction, a measure of living situation was created.
To determine the living situation, respondents were

asked whether they lived alone or, if not, with whom
(e.g., spouse, other relative, friend, or other). For
analytic purposes, living situation was dichotomized
(1 = living alone, 0 = living with others).

Health and Functional Status.—Self-assessed
health status was measured using the global health-
assessment question and the Health-Perception Scale
of the 36-Item Short Form (SF-36) (Ware, Snow,
Kosinski, & Gandek, 1993). The global health
question asks the respondents to assess their health
from five possible choices ranging from excellent to
poor. For analytic purposes, health status was also
dichotomized (1 = excellent/very good/good, 0 =
fair/poor). Functional status was measured using the
SF-36 Physical Functioning Scale, which asks how
limited a person is in 10 daily activities such as
running, walking, lifting, carrying, climbing, bath-
ing, and dressing. Depending on an individual’s
limitations, the scale ranges from 10 (very limited) to
30 (not limited). The psychometric properties of the
scales making up the SF-36 are well documented, and
the Cronbach’s a (a = .87) found in this study is
consistent with the reported literature (McHorney,
Ware, & Raczek, 1993; McHorney, Ware, Rogers,
Raczek, & Lu, 1992; Ware, Kosinski, Bayliss,
McHorney, Rogers, & Raczek, 1995).

Service Satisfaction.—Two measures of service
satisfaction were originally created. First, a four-item
scale was developed to measure the respondent’s
overall satisfaction with current community long-
term-care services (Cronbach’s a = .82). Items in-
cluded questions regarding satisfaction with amount,
type, and timing of services and respondent’s ability
to make changes to service arrangements. Second,

Table 1. Consumer-Directed Care Model Descriptions

Approach Description

New Approach 1 (Cash and Counseling Model) In this approach, you will receive a monthly cash payment,
along with some information, training, and advice to
help you plan and manage your own care services. In
this approach, you can also get advice and training
from a counselor to learn how to locate, hire, train,
schedule, and manage your worker. If you choose, you
can also learn how to fill out tax forms for the worker
and perform other duties of being an employer. Or,
you may have an expert fill out tax forms and do the
payment part of the job for you.

New Approach 2 (Negotiated Care Management/SHMO-Like Model) The agency gives you a set budget based on your needs.
Together with the agency, you decide what services and
what schedule you want. The agency then takes the
responsibility for finding and purchasing the services
with you.

New Approach 3 (Traditional Care-Management Model) After speaking with you, the agency decides what services
and schedule you will get. The agency takes
responsibility for choosing, finding, and purchasing the
services you need.

Note: SHMO= Social Health Maintenance Organization.
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a three-item scale was created to measure elder
satisfaction with their current control over current
community long-term-care services (Cronbach’s a=
.82). Items included questions regarding satisfaction
with involvement in deciding the amount, type, and
timing of services. Because these two individual scales
were highly correlated (Pearson correlation=.68, p=
.000), the scales were combined to make a measure of
service satisfaction (Cronbach’s a=.84) (Table 3).

Desire for Information.—Because it is generally
accepted that elderly consumers need adequate
information to make meaningful community long-
term-care decisions (Kane et al., 1999), a four-item
desire-for-information measure was developed
(Cronbach’s a = .84). Items included questions
regarding whether the respondent would like to
receive information regarding types of services
available to them, service agencies and workers,
and the experiences of others with either these
services or providers.

Locus of Control.—A measure was created to
gauge the level of control respondents felt they had
over their lives. This measure was created because the
study assumed that elder preferences are shaped in
part by the particulars of the individuals’ situations
including (a) how they perceive their care needs, (b)
their understanding of the range of choices available
to them to satisfy these needs, (c) what makes for
a meaningful choice among the options available, and
(d) how their decisions are considered and respected
(or not respected) by others. To measure the
respondents’ sense of general control in their lives,
a five-item scale was created that included three items
from a Mastery Scale developed by Pearlin, Lieber-
man, Menaghan, and Mullin (1981) as well as two
additional new questions (Cronbach’s a= .69).

Desire for Control.—Three measures were created
to gauge the level of control desired by the
respondents over their worker, service package,
and community long-term-care service decisions. A
four-item scale was created to measure elders’ desire
for control over decision making (Cronbach’s a =
.83), incorporating questions regarding the recruit-
ment, hiring, termination, and training of their
service workers. A three-item scale measuring desire
for control over service planning (Cronbach’s a =
.91) was also created. Questions in this scale asked
respondents whether they would want complete
control in determining the types of services they
receive, making decisions related to their services,
and setting their service schedule. Finally, an eight-
item scale measuring desire for worker supervision
was also created (Cronbach’s a= .85). Questions in
this scale asked respondents whether they wanted
responsibility for worker recruitment, training,
payment, and the paperwork associated with em-
ployment of an individual.

Correlation Between New Measures.—To de-
termine the relationship between the new measures
created for the study, a correlation analysis was
performed (see Table 3). As reported in Table 3,
there were significant correlations between the
different measures. For example, desire for informa-
tion was significantly correlated with desire for
worker control (p , .001), desire for service control

Table 2. Definitions and Reliability for New Scale Measures

Measures and Definition M (SD) Reliabilitya

General locus of control (range
5–25): sum of 1 ¼ strongly agree,
2 ¼ agree, 3 ¼ neither agree nor
disagree, 4 ¼ disagree, 5 ¼
strongly disagree on five items
related to general control in one’s
life. The higher the score, the
greater the sense of being
in control. 15.7 (3.8) .69

Service control (range 0–3): sum
of 0 ¼ no and 1 ¼ yes on three
items related to wanting complete
control regarding service choices,
decisions, and scheduling. The
higher the score, the greater the
desire for service control. .98 (1.3) .91

Worker control (range 0–8):
sum of 0 ¼ no and 1 ¼ yes on
eight items related to wanting
complete control regarding hiring,
training, and paying service
workers. The higher the score,
the greater the desire for control
over the worker. .32 (.87) .85

Decision control (range 0–4):
sum of 0 ¼ wanting assistance
and 1 ¼ wanting complete control
on four items regarding service and
worker decisions. The higher the
score, the greater the desire for
making service and worker
decisions independently. .42 (1.1) .83

Desire for information
(range 0–4): sum of 0 ¼ no and
1 ¼ yes on four items related to
desire to receive information on
experiences of others. The higher
the score, the greater the desire
for information. 1.4 (1.4) .84

General service satisfaction (range
7–35): sum of 1 ¼ strongly agree,
2 ¼ agree, 3 ¼ neither agree nor
disagree, 4 ¼ disagree, 5 ¼ strongly
disagree on seven items related to
amount, type, and scheduling of
services, ability to change service
package, current involvement in
service selection, decisions regarding
service amount, and scheduling
decisions. 15.3 (5) .82

aReliability was measured as internal consistency using
Cronbach’s a.
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(p , .001), and desire for decision control (p , .01).
Likewise, desire for decision control was significantly
correlated with desire for worker control (p , .001),
desire for service control (p , .001), and locus of
control (p , .001). Finally, desire for worker control
was significantly correlated with desire for service
control (p , .001), desire for decision control (p ,
.001), and locus of control (p , .01).

Certainly, these significant correlations should be
expected (e.g., desire for worker control would have
a significant relationship with service control and
decision control). The question for the study at this
juncture was whether any of the correlations were of
sufficient magnitude that might indicate the mea-
sures were not independent constructs. As reported
in Table 3, desire for service control has a strong
correlation with desire for information (Pearson
correlation = .42). Also, desire for service control
and desire for decision control have strong relation-
ships with desire for worker control (Pearson
correlation = .48; Pearson correlation = .42,
respectively). However, none of the correlation
scores between these measures indicates they are
measuring the same construct. As a result, the
respondent’s score for each of these scales was used
as an independent variable.

Results

Descriptive Results

For the descriptive analysis, one-way analyses of
variance (ANOVAs) and v2 tests were performed to
compare differences among the four race groups and
between gender groups. In addition, Duncan post-
hoc tests were computed to examine statistical
differences between the four racial/ethnic groups.
Significant racial/ethnic differences in life situation
and control variables were found across the four
racial/ethnic groups. Table 4 presents the findings
from the v2 and ANOVA tests that were conducted
on the categorical and continuous variables, re-
spectively.

Overall, the mean age of the 731 respondents was
79 years, 72% were female, 74% lived alone, and

18% reported themselves to be in excellent, very
good, or good health. Using SF-36 measures (de-
scribed in the Measures section above), the study
participants reported a number of functional limi-
tations with scores ranging from 10 to 30 (M =
16.08). Fifty percent of the elders in this study scored
between 10 and 15 (n=365), meaning that they were
very limited in performing daily activities, and ,4%
scored higher than 25 (n = 25), meaning that they
were only slightly limited. There were also no
significant differences in the general satisfaction with
their current community long-term-care services
scores. Overall, 85% of the elders in this study
reported being satisfied or very satisfied with their
existing services.

Significant differences were found among groups
with respect to age, marital status, health and
functional status, living situation, decision, service,
worker control scores, and general locus of control.
On average, the Chinese elders were the oldest (M=
80) and reported the highest percentage of being
married (37%) and living alone (60%). The Latino
elders reported being the youngest (M = 75) and
having the most functional limitations (M=13) and
the fewest number (4%) reporting to be in ‘‘good
health.’’

Among the four groups, the Chinese elders
reported having the greatest sense of control in life
(M = 17), whereas the Latino elders reported the
least (M = 13). Perhaps because of this, it was not
surprising to find that the Latino elders expressed the
most desire for information about services and
providers (M = 3) and control over their services
(M = 2.4). African American elders expressed the
most desire for control over their workers (M=.92)
and for making decisions regarding their services
without assistance from family or others (M= .72).
There were no significant differences between the
groups regarding satisfaction with current services.

Table 4 also reports elder preferences for the
different new approach models described earlier.
With the exception of the Chinese elders, the
overwhelming majority of African American (n =
146; 73%), Latino (n = 116; 88%), and White
Western European (n = 152; 76%) elders preferred

Table 3. Correlation Between New Consumer-Directed Measures

Measure
Locus of
Control

Desire for
Service
Control

Desire for
Worker
Control

Desire for
Decision
Control

Desire for
Information

General
Service

Satisfaction

Locus of control 1.00
Desire for service control ".018 1.00
Desire for worker control .104* .489** 1.00
Desire for decision control .191** .337** .427** 1.00
Desire for information ".058 .426** .224** .102* 1.00
General service satisfaction .002 .159** .011 .053 .118* 1.00

*p , .01.
**p , .001.
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New Approach 3 (Traditional Case-Management
Model). Only half of the Chinese elders (n = 100;
50%) preferred this model. Because of low numbers
in New Approach 1 (Cash and Counseling) and New
Approach 2 (Negotiated Care Model), the study was
not able to use a multinomial logistic regression to
distinguish between the three consumer-directed
models. The study opted to combine elder prefer-
ences for New Approach 1 (Cash and Counseling)
and New Approach 2 (Negotiated Care Model) (n=
217; 30%) and analyzed elder preferences for these
more consumer-directed approaches against those
preferring New Approach 3 (Traditional Case-
Management Model; n= 514; 70%).

Multivariate Results

The original analysis plan for the study was to use
a multinomial logistic regression to distinguish
between the three consumer-directed models. As
described above, this approach was dropped, and
a logistic regression model, using the Statistical
Package for the Social Sciences (SPSS, Chicago, IL),
was then created. For the multivariate analysis,
responses to which new approach model the respond-
ents liked best were converted into the following
dichotomous dependent variable: Traditional Case-
Management Model versus the more consumer-
directed models of Cash and Counseling Model and
Negotiated Care/SHMO-Like Model (1 = New

Approach 3; 0=New Approaches 1 and 2). Figure 2
illustrates the revised analytic model.

Using hierarchical regression analyses, the model
statistically controlled for sociodemographic charac-
teristics and other independent variables found to be
significant in the bivariate analyses (see Table 4). To
assess the influence of race/ethnicity and the in-
teraction effects of race/ethnicity with each variable,
significant interaction terms were included in the full
model. These model variables were clustered into the
following three blocks:

* Block 1: respondent characteristics (age, functional
status, gender, marital status, living situation, health
status, decision control, service control, worker
control, general locus of control, and desire for
information).

* Block 2: respondent characteristics with race mem-
bership.

* Block 3: respondent characteristics, race membership,
race interactions with significant characteristics.

Table 5 presents the hierarchical results predicting
the odds of wanting New Approach 3 (Traditional
Case-Management Model) versus the combined New
Approach 1 (Cash and Counseling) and New
Approach 2 (Negotiated Care Model). When Block
1 variables were entered, elders who either desired
more control over their services or their worker or
felt more control in their lives were less likely to
select the Traditional Case-Management Model.

Table 4. Sociodemographic and Attitude Characteristics of Respondents

Characteristic

African
American
(N ¼ 200)

Chinese
(N ¼ 200)

Latino
(N ¼ 131)

White
(N ¼ 200)

Total Sample
(N ¼ 731)

Demographics

Age* (y) 77.4 (7.7) 80 (7.7) 74.7 (7.6) 77.1 (7.4) 77.6 (7.6)
Female 73.6 72.7 68.7 70.6 72.7
Married** 5 37 21 14 19
Living alone** 32.1 59.6 16 29.9 72.6

Functional status

Good health** 44.9 16.9 3.7 34.6 20
Functional limitations** 16.3 (4.72) 15.7 (4.67) 13.5 (3.82) 17.2 (4.12) 16.1 (4.60)

Satisfaction/control

General locus-of-control score** 16.7 (3.84) 17.3 (3.48) 13.1 (2.76) 15.3 (3.74) 15.7 (3.8)
General service satisfaction score 15.5 (5.5) 15.3 (3.2) 15.4 (5.9) 15.4 (4.8) 15.2 (4.9)

Desire for CLTC control

Desire for service control score** 1.0 (1.23) .26 (.84) 2.4 (1.28) .73 (1.13) .98 (1.34)
Desire for worker control score** .92 (1.07) .30 (.86) .73 (.74) .40 (.68) .32 (.87)
Desire for decision control score** .72 (1.44) .23 (.87) .29 (.93) .39 (.94) .42 (1.10)
Desire for information score** 1.7 (1.42) .05 (1.15) 2.7 (1.21) 1.2 (1.23) 1.2 (1.46)

Preferences for consumer direction

New approach 1 9 3 2 8 6
New approach 2* 18 47 10 16 24
New approach 3* 73 50 88 76 70

Notes: Values are means (SD) or percentages, v2 tests for categorical variables; analysis of variance for continuous variables
with Duncan’s post-hoc test. CLTC= community long-term care.

*p , .01.
**p , .001.
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However, elders who desired more information
about their service package or providers were more
likely to choose this option.

When racial/ethnic membership characteristics
were added to the model, the service control, desire
for information, and general locus-of-control vari-
ables were no longer significant. Being in good health
became significant, and desire for control over the
worker remained a significant predictor of being less
likely to choose the Traditional Case-Management
Model. In addition, Chinese and Latino elders were
less likely to choose this model.

In the full model (respondent characteristics, race
membership, race interactions with significant char-
acteristics), good health drops from significance,
whereas desiring control over services returns to
significance. Being either Chinese or Latino remains
a significant predictor for being less likely to select the
Traditional Case-Management Model. However,
when considering the interaction of race/ethnicity
with significant model characteristics, Chinese elders
with a greater sense of control in their lives and
Latino elders who desired more control over their
services were more likely to choose the case-managed
model. Other significant race/ethnicity interaction
terms included Latino and African American elders
who desired more control over their workers and
were less likely to choose the case-managed model.

Discussion

Through interviews with 731 elders from four
racial/ethnic groups, this study sought to answer the
following questions: What individual characteristics
might determine an elder’s preference regarding
consumer direction in community long-term care?
Are there significant racial/ethnic differences in elder
preferences for consumer direction? Finally, are there
significant interactions between race/ethnicity and
individual characteristics on elder preferences for
consumer direction? Although the interpretation of
the findings is constrained by some important study

limitations, discussed below, the findings presented
above suggest two main conclusions regarding these
questions. First, elder preferences for consumer
direction span a continuum. Second, differences
between and with racial/ethnic groups do exist.
Before a discussion of these conclusions, the fol-
lowing study limitations need to be noted. These
limitations include potential bias in the recruited
sample and the presentation of the alternative
consumer-direction models.

First, the respondents were recruited from three
community-based agencies noted for their cultural
competency. Elders receiving services from these
organizations typically have case managers and
direct care workers who can communicate in their
native language or are of the same race/ethnicity. It
was not surprising, therefore, that the percentage of
elders in this study who were either satisfied or very
satisfied with their care or their involvement with
decisions surrounding their care was 85%. Further-
more, there was no significant difference in the
percentage of elder satisfaction between racial/ethnic
groups. This might explain why 71% of elders in this
study selected the Traditional Case-Management
Model. However, neither general service satisfaction
nor satisfaction with the level of involvement with
care decisions was a significant predictor of selecting
any of the new approach models.

Stemming from the first limitation, a second
limitation of this study is the fact that the respondents
had been receiving services for at least 12months. The
study design wanted individuals who had sufficient
experience with receiving formal care services so they
could state a preference regarding the amount of
control they desired. However, their established
relationship with agencies and agency representatives
may have influenced their preference for the Tradi-
tional Case-Management Model. Other studies have
reported much higher preferences for consumer-
directed care among potential users of community
long-term-services care users (Simon-Rusinowitz &
Mahoney, 2001; Simon-Rusinowitz et al., 1997) than

Figure 2. Revised analytical framework. CLTC= community long-term care.
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were found in this study. It is possible that familiarity
with their existing service delivery influenced the
preferences of the study respondents.

A third study limitation is that the elders were
presented with only hypothetical models regarding
consumer direction in community long-term care. If,
however, these elders were selected to participate in
the Cash and Counseling Demonstration, they would
have received more information than provided in this
survey. They also would have had an opportunity to
discuss their options with trained case managers. It is
not clear whether elder preferences for the different
consumer-direct models used in this study would be
the same if the elders were, indeed, required to make
decisions regarding consumer direction in commu-
nity long-term care or if they had more time to reflect
on the differences in each model. Even with these
limitations, the findings of this study do provide
some insight for individuals interested in the de-

velopment of consumer-directed care models for
elders and/or for closing the gap between elder
perceptions and preferences and professional per-
ceptions and judgments.

Consumer Direction Is a Continuum

At its essence, consumer direction attempts to give
individuals greater control over the management and
delivery of their community long-term-care services.
When examining the effects of control, research on
elders often overlooks the possibility that individuals
may feel as though they can exercise more control in
some domains of their life than in others (Bisconti &
Bergeman, 1999). For example, Diwan, Berger, and
Manns (1997) report community long-term-care
recipients may reject one service because they want
a family member to do it, but that same client may

Table 5. Hierarchical Logistic Regression Results Predicting Odds of Preferring New Approach 3
(Traditional Care-Management Model)

Variable

Block 1
Respondent

Characteristics
b (SE)*

Block 2 Respondent
Characteristics
with Race

Membership***
b (SE)*

Block 3 Interaction
of Race with
Significant

Characteristics
b (SE)

Full Model:
Predicted Odds
Ratios (95% CI)

Age ".001 (.011) .012 (.013) .012 (.013) 1.01 (.987,1.0)
Functional status .022 (.022) .017 (.023) ".023 (.006) .997 (.947, 1.0)
Female ".033 (.199) .081 (.207) .119 (.218) 1.12 (.735, 1.72)
Married ".537 (.355) ".187 (.384) ".359 (.442) .698 (.294, 1.6)
Living alone .282 (.331) .223 (.350) .646 (.543) 1.90 (.658, 5.52)
Decision control score ".047 (.091) ".018 (.094) ".014 (.103) .678 (.286, 1.6)
Good health ".451 (.243) ".599 (.253)* ".389 (.440) 1.90 (.658, 5.5)
Service control score .185 (.094)* ".85 (.112) ".426 (.197)* .653 (.444, .691)
Desire for information score .224 (.072)** .063 (.077) .128 (.023) 1.13 (.965, 1.33)
General locus of control ".091 (.025)*** ".031 (.027) ".081 (.057) .922 (.825, 1.03)
Worker control score ".426 (.082)*** ".359 (.088)*** ".049 (.186) .953 (.661, 1.37)
African American ".092 (.259) .594 (1.64) 1.81 (.072, 45.52)
Chinese "1.430 (.274)*** "5.57 (1.65)** .004 (.000, .097)
Latino .862 (.407)* "5.38 (1.18)** .005 (.000, .186)
African American 3 Service control .285 (.282) 1.32 (.765, 2.30)
African American 3 Good health ".958 (.276) .384 (.116, 1.26)
African American 3 Desire for information ".013 (.133) .677 (.278, 1.6)
African American 3 General locus of control ".009 (.080) .991 (.847, 1.16)
African American 3 Worker control ".472 (.233)* .624 (.395, .985)
Chinese 3 Service control 478 (.415) 1.61 (.715, 3.63)
Chinese 3 Good health 1.04 2.85 (.769, 10.24)
Chinese 3 Desire for information .501 (.387) .655 (.434, .689)
Chinese 3 General locus of control .154 (.072)* 1.116 (1.01, 1.34)
Chinese 3 Worker control .091 (.330) .913 (.478, 1.74)
Latino 3 Service control 1.31 (.356)*** 3.73 (1.85, 7.4)
Latino 3 Good health .081 (.207) .953 (.894, 1.0)
Latino 3 Desire for information .253 (.169) 1.09 (.470, 2.5)
Latino 3 General locus of control .158 1.16 (.934, 1.46)
Latino 3 Worker control ".957 (.353)** .384 (.192, .768)

Notes: Block 1: v2 = 17.547; Block 2: v2 = 40.609; Block 3: v2 = 67.502; All blocks entered: -2LL = 736.259; v2 = 198.766.
CI = confidence interval.

*p , .05.
**p , .01.
***p , .001.
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want to accept other services. Certainly, the findings
of this study suggest that elders who desire more
control in one area of their community long-term-
care service delivery may not desire more control
over all areas.

The respondents in this study were asked to select
a primary model of consumer-directed care that
reflected the level of control they desired in the
organization, planning, and management of their
community long-term care. The study found that
elders who desired control over their services were
more likely to select the Traditional Case-Manage-
ment Model, suggesting, perhaps, that consumer
direction (for these elders) could be achieved through
existing agency-based models. Perhaps, for this
group, having meaningful participation in making
service-delivery decisions would suffice for their
sense of consumer direction. This finding is certainly
in keeping with other published observations sug-
gesting elders’ preferences for the amount of control
they want in service planning and management are
complicated and not a simple all-or-nothing prop-
osition (Capitman & Sciegaj, 1995; Cohen, 1992;
Eustis & Fischer, 1992).

Not surprisingly, the study found that elders who
desired control over their workers would be less
likely to select the Traditional Case-Management
Model. Indeed, based on the findings of this study,
desire for worker control seems to be the strongest
consistent predictor for level of consumer direction
preferred by elders. When race membership is added,
desire for worker control remains significant (when
other previously significant variables do not). And
desire for worker control produces a significant
interaction with African American membership as
a negative predictor for the traditional model. These
two findings suggest a need for further analyses of
the study data to identify level of elder preferences
for control in the different service-delivery areas (e.g.
planning, decisions, worker).

Cultural Competency and Consumer Direction

The study findings reveal that whereas racial/
ethnic group membership might predict the elder’s
preference for one of the three models (e.g., being
Chinese was a negative predictor for the Traditional
Case-Management Model), heterogeneity also exists
within the groups. The findings of heterogeneity
within racial/ethnic groups illustrate the need for
cultural competency as service systems consider the
development of consumer-directed service provision.
Had the study analyses focused on race/ethnicity
only as a series of dichotomous variables, the
findings would have concluded that elders who
desired control over their services or elders who were
Chinese or Latino were less likely to want the
Traditional Case-Management Model. However, as
noted by LaViest (1994), a dichotomous racial/ethnic

variable does not capture within-group differences
that may influence outcomes.

For this reason, the study created models to test
racial/ethnic interactions. We found that if the
Latino elders happened to desire greater service
control or the Chinese elders had a greater sense of
overall control in their lives, then they, as a subgroup
within the racial group, were more likely to want the
Traditional Case-Management Model. Our find-
ings seem to confirm the importance of looking be-
yond global racial/ethnic variables and support
recent publications regarding the importance of ex-
amining the interaction of race/ethnicity with other
life situational or attitudinal factors (Angel &
Angel, 1997; Burlingame, 1999; Mui, Choi, & Monk,
1998).

As Angel and Angel (1997) articulate, race/
ethnicity may give elders a structure through which
to view the world; however, it does not necessarily
dictate behavior. Three recent reviews on this topic
conclude that race/ethnicity competes with other
factors in determining individual preferences for how
elders live their lives, address illness and care, and
what kind of help they desire (Burlingame, 1999;
Mui et al., 1998). These authors point out that a truly
sophisticated view of race/ethnicity and its impact
on an elder’s needs and preferences requires an
understanding of its interaction with other factors
that have a significant impact on the older adult’s life
and social context.

The findings of this study of racial/ethnic differ-
ences in elder preferences regarding the amount of
control (and areas of control) over community long-
term-care services suggest a need for service provid-
ers to become better informed about the complexities
of what it means to be ‘‘autonomous’’ and how these
understandings interact with a person’s racial/ethnic
background, traditions, and culture. The study
findings also indicate that it may be important to
provide elder consumers with a range of options that
might allow for greater control in some areas of
community long-term-care service delivery (and not
necessarily in all areas of service delivery). In doing
so, care planners can work with elders and their
families to assess the potential trade-offs between
enhanced consumer control and safeguards for
community long-term-care service provision.
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