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Abstract

Background: Understanding and addressing racial and ethnic disparities in the quality of post-acute care in skilled nursing facilities is an 
important health policy issue, particularly as the Medicare program initiates value-based payments for these institutions.
Methods: Our final cohort included 649,187 Medicare beneficiaries in either the fee-for-service or Medicare Advantage programs, who were 
65 and older and were admitted to a skilled nursing facility following an acute hospital stay, from 8,375 skilled nursing facilities. We examined 
the quality of care in skilled nursing facilities that disproportionately serve minority patients compared to non-Hispanic whites. Three measures, 
all calculated at the level of the facility, were used to assess quality of care in skilled nursing facilities: (a) 30-day rehospitalization rate; (b) 
successful discharge from the facility to the community; and (c) Medicare five-star quality ratings.
Results: We found that African American post-acute patients are highly concentrated in a small number of institutions, with 28% of facilities 
accounting for 80% of all post-acute admissions for African American patients. Similarly, just 20% of facilities accounted for 80% of all 
admissions for Hispanics. Skilled nursing facilities with higher fractions of African American patients had worse performance for three publicly 
reported quality measures: rehospitalization, successful discharge to the community, and the star rating indicator.
Conclusions: Efforts to address disparities should focus attention on institutions that disproportionately serve minority patients and monitor 
unintended consequences of value-based payments to skilled nursing facilities.

Keywords: Medicare beneficiaries, Racial segregation, Racial and ethnic disparities, Site of care, Rehospitalization rates.

With close to two million Medicare patients receiving care in 
skilled nursing facilities (SNFs) after being discharged from a hos-
pital, improving quality of post-acute care is a high priority for 
the Department of Health and Human Services, the Centers for 
Medicare and Medicaid Services  (CMS), and other stakeholders 
(1–3). Patients discharged from hospitals to skilled nursing facili-
ties too often are readmitted, fail to return to the community, and 
suffer poor health outcomes, such as functional decline, cognitive 
impairment, and death (4–9). Post-acute care accounts for $60 bil-
lion in annual Medicare expenditures and is a primary driver of 
regional variations in overall Medicare spending (10–12). While 
post-acute care providers include home health agencies, inpa-
tient rehabilitation facilities, long-term care hospitals and skilled 
nursing facilities, care in skilled nursing facilities represented $29 

billion in 2014, or about half of Medicare’s post-acute spending in 
that year (10).

Since 2011, Medicare has implemented efforts to improve quality 
of post-acute care through accountability, public reporting, and value-
based payment strategies. For instance, CMS rates nursing homes 
using a five-star composite rating scale, which summarizes informa-
tion about clinical outcomes, processes of care, nurse staffing, and 
information from onsite inspections (13). In addition, the Improving 
Medicare Post-Acute Care Transformation Act of 2014, driven by the 
rise in post-acute care, updated the Five-Star Quality Rating program 
by requiring skilled nursing facilities to report rates of potentially pre-
ventable 30-days post-discharge readmission measure and successful 
discharge to the community (14). Consumers can use these quality 
measures to make informed choices among nursing homes. 
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These measures of post-acute quality are collected and 
reported in the aggregate at the skilled nursing facility level, with-
out stratification for vulnerable subgroups such as racial/ethnic 
minorities. Therefore, they do not provide information about the 
presence of racial/ethnic disparities in the quality of post-acute 
care in skilled nursing facilities and how skilled nursing facili-
ties that disproportionately serve minority patients fare on qual-
ity measures. Understanding these issues is important for three 
reasons. First, the Institute of Medicine has defined equity as a 
key dimension of quality and recommended stratified reporting 
of quality measures by race/ethnicity and socioeconomic status, 
as well as other characteristics (15). Second, experts have raised 
concerns that value-based strategies like pay for performance 
and public reporting may exacerbate disparities if these strate-
gies penalize providers that disproportionately serve minority 
and low-income patients (16). Third, prior research has demon-
strated racial and ethnic segregation in long-term nursing home 
care, with African American and Hispanic long-term nursing 
home residents clustered in a small number of facilities that have 
more staffing deficiencies, varying levels of financial resource, and 
deficiencies relative to facilities with higher proportions of white 
residents (17,18).

There is limited evidence about whether these findings generalize 
to post-acute patients receiving skilled nursing facility care (19,20). 
Therefore, this study has two principal objectives. First, using data 
from all Medicare patients including those in Medicare Advantage, 
we determined the extent to which African American and Hispanic 
patients are concentrated within post-acute skilled nursing facilities. 
Second, we assessed the quality of post-acute care in facilities that 
disproportionately care for minority patients.

Methods

Study Design
We conducted a cross-sectional, facility-level analysis of the asso-
ciation between the racial/ethnic composition of skilled nursing 
facilities’ patient populations and skilled nursing facilities’ qual-
ity of care, as measured by three performance indicators described 
below.

Sources of Data/Study Population
We merged the Minimum Data Set, the Online survey, Certification 
and Reporting database, Long-term Care Facts on Care in the 
United States, and the Medicare Master Beneficiary Summary File 
from 2013. The Minimum Data Set includes patient level infor-
mation on all admissions to all Medicare-certified skilled nurs-
ing facilities, including persons enrolled in Medicare Advantage. 
The Medicare Master Beneficiary Summary File provides demo-
graphic characteristics, including race/ethnicity and ZIP Code of 
residence. We used the Research Triangle Institute’s race/ethnicity 
variable with the following mutually exclusive categories from 
the Medicare master file: non-Hispanic white (hereafter, “white”), 
non-Hispanic African American (hereafter, “African American”), 
and Hispanic. This variable has high sensitivity, positive predict-
ive value, and kappa for whites, African Americans, and Hispanics 
(21).The Online survey, Certification, and Reporting database 
provides measures of nursing home performance collected in 
the annual survey and certification process for all Medicare- or 
Medicaid-certified nursing homes. Long-term Care Facts on Care 
in the United States contains data on nursing home care in the 

United States and Nursing Home Compare contained information 
about nursing home quality star ratings.

We identified 975,203 Medicare beneficiaries in either the fee-
for-service or Medicare Advantage programs who were 65 and 
older who had an admission to a skilled nursing facility following 
an acute hospital stay (one admission per patient during the study 
period. Among people with multiple admissions we selected the 
first admission). We excluded persons who had used long or short-
term nursing home care in the prior 2 years because we wanted to 
focus on incident patients in skilled nursing facilities (N = 225,676). 
A sensitivity analysis that included all incident patients, including 
those with prior nursing home use, is described below in the ana-
lysis section. We further excluded patients who were not African 
American, Hispanic, or White (n = 20,631), who went to facilities 
with fewer than 25 admissions (n = 72,318; about 50% of skilled 
nursing facilities were also excluded), and those who were in facili-
ties that did not match with the Online survey, Certification, and 
Reporting or Long-term Care Facts on Care in the U.S. databases 
or with missing star ratings (n  =  6,546), and those with missing 
covariates (n = 845). Thus, this facility-level analysis was performed 
on 8,375 skilled nursing homes with 649,187 patients admitted to 
these facilities.

Quality Measures
Three measures, all calculated at the level of the facility, were used to 
assess quality of care in skilled nursing facilities: (a) 30-day rehospi-
talization rate; (b) successful discharge from the facility to the com-
munity; and (c) Medicare five-star quality ratings.

The 30-day rehospitalization rate is defined as the proportion 
of patients who return to the hospital within 30 days following a 
new admission to a skilled nursing facility from the hospital (22). 
Each facility’s adjusted rehospitalization rate was calculated using 
observed rate of rehospitalizations within 30  days divided by the 
expected rate of rehospitalization within 30  days and multiplied 
by the national rate. Estimates were calculated using a predictive 
model that contains 33 different Minimum Data Set variables in six 
domains: demographic, functional status, prognosis, clinical condi-
tion, diagnoses, and services and treatment (23). Successful discharge 
is defined as discharge to the community within 100 days of skilled 
nursing facility admission from the hospital and remaining in the 
community without institutionalization for at least 30  days (24). 
Each facility’s adjusted rate of successful discharge was calculated 
using a predictive model of individual-level risk factors (ie, end-stage 
prognosis, hospice care, physical, and cognitive functioning). Then, 
individual rates were aggregated to the facility level. Finally, the 
adjusted successful discharge rate was calculated for each facility by 
dividing the observed rate by the expected rate and multiplying by 
the national average (5). These two measures have been widely used 
to assess quality of long-term care and are reported by the American 
Health Care Association (22,24). More information on these meas-
ures can be found on Long-term Care: Facts on Care (http://ltcfo-
cus.org/). The last measure used was a binary variable of the skilled 
nursing facility’s Medicare five-star quality rating. Medicare five-star 
quality rating is a composite measure summarizing skilled nursing 
facilities’ staffing, quality measures, and health inspections related 
information with values ranging from 1 star for lowest quality to 
5 stars for the highest quality facilities (25). For this outcome we 
created a binary indicator of whether the nursing home received a 
score of 4 or 5 stars versus nursing home that received less than 
4. More information on these measures can be found on the Centers 
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for Medicare and Medicaid Services’ website (https://www.cms.gov/
medicare/provider-enrollment-and-certification/certificationand-
complianc/fsqrs.html).

In addition, we reported skilled nursing facilities attributes, 
including the number of certified nursing assistant hours per resi-
dent day; licensed practical nurse per resident day; registered nurse 
per resident day, for-profit tax status, being part of a chain, and the 
proportion of facility residents whose primary support is Medicaid.

Analysis
The main unit of analysis was the skilled nursing facility. First, we cal-
culated the percentage of all post-acute care patients in facilities who 
were African American and the percentage who were Hispanic. Then 
facilities were categorized into deciles (a) based on the percentage of 
African American patients, and (b) based on the percentage of Hispanic 
patients. As the distributions of African American and Hispanic 
patients differ, so did the categorization of facilities into deciles by these 
two groups. All the deciles did not contain exactly 10% of the patients 
since some nursing homes had low concentration of African Americans 
or Hispanic patients. On average, the proportion of African Americans 
in skilled nursing facilities ranged from 0 to 49% with 2,559 facilities 
having no African Americans. Facilities in the lowest-decile by percent 
of African Americans, which had no African American patients, com-
prised 22% of patients in our sample. As a result, the second decile had 
only 391 facilities and the remaining deciles were distributed conven-
tionally with 669–929 facilities. Similarly, the proportion of Hispanics 
in skilled nursing facilities ranged from 0 to 30% for Hispanics with 
3,848 facilities with no Hispanics. Therefore, the lowest-decile facilities 
by percent Hispanic comprised 35% of patients admitted to facilities 
without Hispanic patients. The next decile had only 185 facilities and 
the remaining deciles had anywhere from 512 to 852 facilities (See 
Supplementary Tables A1 and A2 for distribution of deciles).

We used patient admissions to plot Lorenz curves for the cumula-
tive distribution of admissions of African Americans, and Hispanics 
in relation to the cumulative distribution of number of skilled nursing 
facilities, ordered by either the proportion of African American or 
Hispanic patients within skilled nursing facilities. Then, we described 
facility characteristics of skilled nursing facilities according to deciles 
of the proportion of African American and Hispanic patients. We 
calculated associations between decile of percent African American 
and decile percent Hispanic in skilled nursing facilities and facility-
adjusted 30-day rehospitalization rate; facility-adjusted success-
ful discharge; and high star ratings. Finally, we calculated adjusted 
means using hospital referral region (26) and aggregated facility-level 
characteristics, including for-profit status, part of chain, the percent-
age of residents supported by Medicaid, volume, certified nursing 
assistant hours per day per resident, licensed practical nurse per hour 
per resident per day, and registered nurse per hour per day per resi-
dent. (Staffing measures were not included in the star rating models 
since CMS already uses these measures in the composite score, as 
mentioned above.) Means were calculated using generalized linear 
models (GLM) with PROC GENMOD; linear models were estimated 
for rehospitalization and successful discharge rates and modified 
Poisson with identity link function was used for star ratings (27).

We performed sensitivity analysis including everyone who was 
admitted to a skilled nursing facility following an acute hospital stay 
in 2013 (870,817).

We conducted statistical analysis using Statistical Analytics 
Software 9.4 (28). Graphs were plotted using STATA 14.2 (29). 
Brown University’s IRB approved the study protocol.

Results

The distribution of admissions across skilled nursing facilities by 
Medicare beneficiaries are shown in Figure  1, ordered according 
to the proportion of African Americans (Figure 1A) and Hispanics 
(Figure 1B) in each facility. Post-acute care admissions to skilled nurs-
ing facilities by White patients were mostly to facilities that account 
for a small number of admissions for African American or Hispanic 
patients. Approximately 72% (6,059) of facilities had a proportion 
of African American patients of 10% or below. These skilled nursing 
facilities accounted for 79% of admissions for White patients but 
only 20% of admissions for African American patients. The remain-
ing 28% of skilled nursing facilities (2,316) accounted for 80% of all 
admissions by African Americans and 21% of admissions by White 
patients. Concentration in skilled nursing facilities among Hispanics 
was higher than that of African Americans. Approximately 80% 
(6,660) of facilities with a proportion of Hispanic admission below 
6% accounted for 83% of post-acute care admissions for White 
patients but only 20% of all admissions for Hispanic patients. The 
remaining 20% of skilled nursing facilities (1,715) accounted for 
80% percent of admissions by Hispanic patients (more information 
about the decile distribution can be found in the Supplementary 
Tables A1 and A2).

According to summary statistics by deciles of African American and 
Hispanic patients admitted in Skilled nursing facilities, excluding the 
lowest decile with 0% of African American or Hispanic patients, regis-
tered nurse hours of care per day per resident decreased as the propor-
tion of African American or Hispanic patients increased. In addition, 
skilled nursing facilities with the highest fraction of African American 
patients were more likely to be for profit, part of a chain of nursing 
homes, and have more residents whose primary support was Medicaid. 
Skilled nursing facilities that disproportionally treated Hispanics were 
more likely to be for profit and have a higher proportion of residents 
whose primary form of support was Medicaid, but not part of a chain. 
The joint difference across decile was significant statistically (p < .001; 
Presented in the Supplementary Tables A1 and A2).

Figures 2 and 3 describe the relationship between the proportion 
of African American and Hispanic patients and the quality measures 
in the skilled nursing facility. Facilities that had a greater share of 
African American patients had substantially higher 30-day rehos-
pitalization rates compared to rates in facilities with lower shares 
of African Americans. Skilled nursing facilities in the lowest decile 
of proportion of African Americans had an adjusted 30-day rehos-
pitalization rate of 16.09% (95% CI 15.90–16.29), whereas facili-
ties in the highest decile of proportion of African American patients 
had an adjusted readmission rate of 20.14% (95% CI 19.80–20.48). 
Similarly, the adjusted rate of successful discharge and the propor-
tion of skilled nursing facilities with higher star ratings declined as 
the fraction of African Americans increased from deciles 2 through 
9.  Unlike the clear trend observed for African American majority 
facilities, associations between quality indicators in Hispanic major-
ity facilities were more complex. Based on deciles of percentage of 
Hispanic patients in skilled nursing facilities, those facilities that had 
a greater share of Hispanics had less than one percentage point dif-
ference in 30-day readmission rates in the lowest decile compared to 
the highest decile. It was 17.34 (95% CI 17.17–17.50) for facilities 
in decile 1, and 18.10 (95% CI 17.77–18.42) for facilities in decile 
8 (See Figure 2). Patients in skilled nursing facilities with lower pro-
portions of Hispanics had a higher rate of successful discharge com-
pared to other deciles with larger proportions of Hispanic patients. 
Successful discharge in decile 2 was 68.09 (95% CI 67.43–68.75) 
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Figure 1. Estimated national distribution of PAC admissions to skilled nursing 
facilities by African American (A) and Hispanic (B) Medicare Beneficiaries 
and White Medicare Beneficiaries. Notes: Distribution of admissions 
across skilled nursing facilities by White Medicare beneficiaries and African 
American Medicare beneficiaries (A) and Hispanic Medicare beneficiaries 
(B). Skilled nursing facilities are shown in order of the proportions of their 
Medicare patients who are African Americans, as opposed to White (A), and 
the proportions of their Medicare patients who are Hispanics, as opposed 
to White (B). The estimated number of admissions by White patients (dark 
gray bars) and African American patients (light gray bars in A) and Hispanic 
patients (light gray bars in B) is indicated for each facility, with the width 
of each bar encompassing 418 facilities. The cumulative proportion of 
admissions by White patients and by African American or Hispanic patients 
is shown by the cumulative-distribution Lorenz curves.
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Figure  2. Facility level 30-day risk-adjusted rehospitalization rates, facility 
level risk-adjusted successful discharge, and Medicare nursing home star 
rating by average percent African Americans admitted to skilled nursing 
facilities. Note: The unit of analysis is the skilled nursing facility. Graphs 
are truncated to focus on the differences. The 30-day risk-adjusted skilled 
nursing facility rehospitalization measure and adjusted successful discharge 
to the community follow the American Health Care Association methodology 
(22,24), and Nursing Home Compare Five Star Quality Rating System is 
designed by the Centers for Medicare and Medicaid Services (25). There 
are 33 different demographic and clinical variables included in the risk 
adjustment model for the rehospitalization measure. Similarly, the discharge 
measure is risk adjusted using 59 demographic and clinical variables. The 
overall star rating of is based on facility performance for health inspections, 
staffing, and quality measures.
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and 66.40 (95% CI 65.70–67.10) in decile 8. Finally, the last two 
deciles with higher fraction of Hispanics had fewer proportions of 
skilled nursing facilities with four or five star ratings.

As shown in Figure  4 for deciles of percentage of African 
American patients in skilled nursing facilities, we obtained similar 
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Figure  3. Facility level 30-day risk-adjusted rehospitalization rates, risk-
adjusted successful discharge, and Medicare nursing home star rating by 
average percent Hispanics admitted to skilled nursing facilities.
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Figure 4. Facility level adjusted 30-day rehospitalization rates, facility level 
adjusted successful discharge, and Medicare nursing home star rating by 
average percent African Americans admitted to skilled nursing facilities. 
Means are adjusted by (a) hospital referral region, and (b) hospital referral 
region and facility characteristics. Note: There were 65,243 patients admitted 
to facilities in the highest decile share of percent of African American. A 4% 
difference in rehospitalization and successful rates means that 2,610 more 
patients get readmitted to the hospital and/or are successfully discharged. 
Finally, a 17% difference in higher star ratings means that 1,109 less patients 
go to nursing home with at least four stars. 
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patterns between facility deciles and these three outcomes after 
adjusting for hospital referral region. For example, comparing 
skilled nursing facilities in the lowest and highest decile of percent-
age of African American patients, there was a 4.05 percentage point 
difference in 30-day rehospitalization rates (95% CI 3.70–4.40), 
and 17.06 percentage point difference in facilities with 4–5 star 
ratings (95% CI 13.04–21.09). Similarly, compared to skilled nurs-
ing facilities in the lowest decile of the share of Hispanics, skilled 
nursing facilities in the highest decile had a 0.76 percentage point 
(95% CI 0.43–1.10) higher 30-day rehospitalization rate. Regarding 
star ratings, no significant associations were found when comparing 
facilities in the extreme deciles of percentage of Hispanic patients. 
These patterns remained relatively consistent after adjusting for 
facility characteristics (Figures 4 and 5) and in sensitivity analysis 
(Supplementary Tables A3–A6).

Discussion

In this national study of the quality of post-acute care in skilled 
nursing facilities that served African American and Hispanic 
Medicare beneficiaries, we found some differences in the quality of 
care between facilities that serve higher and lower proportions of 
Hispanic beneficiaries, and more substantial differences in the qual-
ity of care between facilities that serve higher and lower propor-
tions of African American beneficiaries. Skilled nursing facilities in 
the top decile ranked by proportion of African Americans had on 
average 4.05 percentage point higher 30-day rehospitalization rates 
compared to facilities that serve no African Americans. For the other 
two measures examined—successful discharge and Medicare five-
star quality rating system—facilities that serve on average less than 
one percent beneficiaries who were African Americans had 3.33 per-
centage point higher successful discharge rates and 17.06 percentage 
point higher star ratings compared to facilities that serve on average 
50% of patients who were African Americans. There were 65,243 
patients admitted to facilities in the highest decile share of percent 
of African American. A 4% difference in rehospitalization and suc-
cessful rates means that 2,610 more patients get readmitted to the 
hospital and/or are successfully discharged. Finally, a 17% difference 
in higher star ratings means that 1,109 less patients go to nursing 
home with at least four stars.

Another important finding in this study, as in previous studies 
(20), is the segregation of care among post-acute care patients: we 
found a striking concentration of African American and Hispanic 
Medicare patients in a relatively small number of skilled nurs-
ing facilities. Approximately 80% of all admissions by African 
American patients occurred in just 28% of skilled nursing facili-
ties. Similarly, 80% of all Hispanic admissions occurred in just 20% 
of skilled nursing facilities, with about 40% of the facilities being 
high-Hispanic and African American facilities. Facility nursing 
staffing declined as the proportion of African American or Hispanic 
patients increased. As in prior studies long-term care settings 
(17,18,30), overall patterns show that registered nurse hours of care 
per day per resident decreased in facilities with higher proportions 
of African American or Hispanic patients receiving post-acute care. 
In addition, skilled nursing facilities that disproportionally treated 
African Americans or Hispanics were more likely to be for-profit 
and have more residents whose primary support was Medicaid. 
Understanding and addressing disparities in post-acute care at a 
national level must include consideration of the concentration of 
minority groups in skilled nursing facilities with lower performance 
and nurse staffing.

Studies have found patterns of racial segregation among provid-
ers (19,31–35), including nursing homes (17), and association of 
segregation on disparities in the quality of care. Among post-acute 
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Figure 5. Facility level adjusted 30-day rehospitalization rates, facility level 
adjusted successful discharge, and Medicare nursing home star rating by 
average percent Hispanic admitted to skilled nursing facilities. Means are 
adjusted by (a) hospital referral region, and (b) hospital referral region and 
facility characteristics. 
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patients discharged to skilled nursing facilities, Li et al. (20) found 
that African Americans were more likely to be rehospitalized, which 
was explained by patient and facility characteristics. We extended 
this work to disparities among Hispanics in post-acute care to dem-
onstrate that African American patients and Hispanic Medicare 
patients are more likely to go to facilities that are characterized by 
poor quality measured across different quality constructs, which 
may include rehospitalization rates, successful discharge, and star-
ratings. These findings reinforce the results of other studies in the 
long-term care setting, demonstrating that African Americans and 
Hispanics receive care in nursing homes with serious deficiencies, 
financial vulnerability, and lower staffing ratios (18,30). Smith and 
colleagues as well as Li and colleagues found that African American 
residents were more likely to be in facilities with more deficiencies, 
a high proportion of Medicaid residents, lower percent private pay, 
and substantial understaffing (20,36). Similarly, Fennell found that 
facilities that served a predominantly white population were more 
likely to be deficiency-free, and have higher levels of total direct care 
staffing, higher ratios of registered nurses to all nurses, higher per-
centages of private-pay patients, and lower percentages of nursing 
home residents who were Medicaid-supported (30).

Our study has some limitations. First, our study is cross-sectional 
in nature and we could not assess the causal relation between race/
ethnicity and care in the lower-performing facilities. Second, we were 
limited in our ability to account for other sociodemographic factors 
that may influence the quality of care that is received by different 
racial and ethnic groups across skilled nursing facilities.

There are also several implications for policy and future research of 
our study. Nursing Home Compare is a tool to support informed deci-
sion making for consumers and encourage providers to improve qual-
ity of care (37). Yet prior research has found that public reporting on 
nursing homes has little impact on consumers’ choices (38,39), which 
may in turn result in minimal changes to quality and performance of 
nursing homes (34). Initial choice of skilled nursing facility for post-
acute care may be guided by hospital discharge planners, and bed avail-
ability (40,41). Skilled nursing facilities may also try to select patients 
that are less likely to require Medicaid-financed long-term care, as such 
patients typically generate lower reimbursements. Minority patients 
may be exhibiting race- or distance-based preferences. Patients and 
their families may choose facilities that are near their communities 
and/or that have a higher share of residents of their own racial/eth-
nic background (42). Yet, it may also be a result of access issues and 
could mean that these lower quality nursing homes are found in more 
segregated neighborhoods (28). These dynamics not only limit nursing 
home choice, but may further contribute to nursing home segregation 
and disparities in quality of care. Another policy implication that arises 
from these results is that efforts to address racial/ethnic disparities in 
post-acute skilled nursing care should target efforts and resources for 
the relatively small number of facilities that disproportionately care for 
African American and Hispanic patients (18,30).

The Centers for Medicare and Medicaid Services has implemented 
a series of pay-for-performance measures designed to reward nurs-
ing homes for achieving better performance. In terms of cost, a 4% 
difference in rehospitalization rates for nursing homes in the highest 
decile may translate into ~$26 million in Medicare costs (43). The 
Skilled Nursing Facility Value-Based Purchasing Program will start 
in 2019. It is designed to promote better outcomes and experiences 
for post-acute skilled nursing care patients using measures assess-
ing all-cause and potentially preventable readmissions (44). Yet our 
study suggests that this initiative has the potential to penalize skilled 
nursing facilities with higher proportions of minority patients, which 

may take away the resources they need to effect improvement as they 
tend to have worse performance on those measures. Policymakers 
should monitor the unintended consequences of public reporting 
and other quality programs, so that these initiatives ideally reduce 
disparities rather than erode quality of care in skilled nursing facili-
ties with higher proportion of minority patients. Financial penalties 
may lead minority-serving institutions to further decrease staffing 
or to close, which would restrict access to these institutions (45). 
Lower performing skilled nursing facilities could be forced to close, 
and an unintended consequence may be restricting access to SNF 
care to African Americans and Hispanics who are admitted to these 
institutions (30).

Conclusion

Our study documents substantial racial and ethnic concentration of 
post-acute patients in a small number of skilled nursing facilities. 
Skilled nursing facilities with higher fractions of African American 
patients have markedly worse rates of 30-day rehospitalization, 
successful discharge to the community, and composite star rat-
ings. There was a more modest inverse gradient between fraction 
of Hispanic patients and quality. Achieving health care equity in 
post-acute care may require targeted quality improvement efforts 
for skilled nursing facilities that disproportionally serve minor-
ity patients and monitoring of potential adverse consequences of 
pay-for-performance and public reporting programs for minority-
serving facilities.
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