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The Committee on the Quality of Care in Nursing Homes began their 
work in the fall of 2020 at a pivotal time when a bright light had been cast 
on care delivered in nursing homes because of the COVID-19 pandemic. 
While much of society previously had little awareness of the care delivered 
in nursing homes, the evening news channels and social media projected 
daily images of the pandemic’s impact and of the inadequate care that put 
the safety of both residents and staff at risk while distraught family mem-
bers watched from afar as their frail older loved ones were kept in isola-
tion. The committee worked to describe the care being delivered in nursing 
homes before the pandemic, now made manifest by the crisis.

The committee was given a substantial task of examining how the 
United States “delivers, finances, measures, and regulates the quality of 
nursing home care.” The challenge was enormous, but as reflected in the 
final recommendations, real change in nursing home care will require bold 
action in each of these domains. In the report chapters that follow, the 
committee presents the evidence of the need for change followed by specific 
recommendations. The final chapter concludes that “the way the United 
States finances, delivers, and regulates care in nursing home settings is inef-
fective, inefficient, fragmented, and unsustainable.”

The discussions of the committee often centered around core values of 
a society that truly cares for the most vulnerable. We began our work with 
creating a word map of key words and phrases that described what we all 
hoped for in nursing home care. Words such as safety, equity, peaceful, 
joyous, integrity, and comfort were often shared as we all imagined what 
care in a nursing home should be. The committee members were constantly 

Preface
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xviii PREFACE

aware of the data, literature, and daily news stories of the travesties in 
nursing home care as they wrote this report. The committee also recognized 
the many examples of outstanding care being provided in nursing homes 
and realized that across the United States nursing home staff representing 
all disciplines are each day providing wonderful care to residents who they 
consider as beloved family members. Sadly, these staff have put their own 
lives at risk and are often not well trained, supported, or compensated. This 
report and the committee’s recommendations assert strongly that residents 
of nursing homes need better care—and the people caring for them also 
need better care. The committee report is clear that we will not realize 
good-quality care of residents until we invest in the bedside staff who care 
for them.

The committee often reflected on the 1986 Institute of Medicine report 
Improving the Quality of Care in Nursing Homes, which was a critical 
milestone yet whose recommendations were not fully realized. As a na-
tion we have made promises for better care in nursing homes, and those 
promises have not been kept. Our hope is that commitment and promises 
for quality nursing home care that were voiced throughout the pandemic 
will become promises kept. The recommendations from the committee are 
thoughtful and strategic. Perhaps the committees’ biggest challenges came 
when we tried to balance the need for very aggressive, overdue change with 
the reality of limited resources, competing priorities, and the complexity of 
systems change. We believe the recommendations in this report achieve that 
balance of what is possible and what is desperately needed.

Is it too much to ask that each and every resident in every nursing home 
receives care that includes high-quality physical care, behavioral health, 
safety, and psychological support? Is it too much to ask for a plan of care to 
establish what is most needed for each resident to receive high-quality care 
that is truly person-centered? Are we too bold to recommend on-site reg-
istered nurse coverage in nursing homes, a social worker, and an infection 
control specialist? After all that we have witnessed during the COVID-19 
pandemic, is it too much to ask that nursing assistants are better trained to 
deliver care to often frail people with limited social support or resources in 
the last years of their lives? It is not too much to ask that all residents re-
ceive good-quality care regardless of race, ethnicity, or geographic location? 
In fact, the recommendations in this report are no more than what any one 
of us would want for ourselves or for those we love if we or they were in 
a nursing home. How can we not accept the committee’s recommendations 
and profoundly change the delivery of care in U.S. nursing homes?

As with the evaluation of most areas of significant importance to our 
society, adopting and implementing the recommendations of this report 
will require more than funding, organizational commitment, education, 
and changing health policy—it will require moral courage. Improving the 
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PREFACE xix

quality of care in nursing homes for the decades ahead will be a continuing 
process requiring research to strengthen our knowledge of best care, test 
models to deliver that care, and investment in the education and training 
of all of those who work in nursing homes. The recommended approach is 
bold, but it is possible. But most importantly, it is right. Indeed, improving 
nursing home care is a moral imperative because it is clearly the right thing 
to do. It is also a national imperative because it represents society’s com-
mitment to caring for those who cannot care for themselves.

It has been a great privilege to have served as chair of this committee. 
This report will be published as I celebrate my 45th year as a nurse, and 
I consider it one of the highlights of my career to have devoted over a year 
to working with this committee of some of the most dedicated colleagues 
I have known. Most have devoted their careers to advocating for improved 
care in nursing homes—a pursuit that has not been well funded, often rec-
ognized, or rewarded. These members each brought their knowledge and 
their passion for improved care to the table.

We are in great debt to the staff of the National Academies for their 
commitment to this work. Laurie Graig and Tracy Lustig as senior program 
staff led the project with the greatest integrity and vision. The entire staff of 
the National Academies, including Kaitlyn Friedman, Nikita Varman, and 
Rukshana Gupta, offered their dedication, organization, and energy to a 
task that at times seemed overwhelming.

As a nation, we will hopefully see the COVID-19 pandemic resolve in 
the months that will follow the release of this report. It will be too easy to 
turn our eyes away from the reform needed in nursing home care. This is 
the moment; this is the time to keep the promise of better care for those 
who are the most vulnerable in our society. The committee has delivered the 
blueprint to build a system of care that honors those who call the nursing 
home their home and the dedicated staff who care for them. Improving care 
in nursing homes is possible. It can be done. It must be done.

Betty Ferrell, Ph.D., FAAN, FPCN, CHPN, Chair
Committee on the Quality of Care in Nursing Homes
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Acronyms and Abbreviations

AADNS American Association of Directors of Nursing Services
ABPLM American Board of Post-Acute and Long-Term Care Medicine
ACA Patient Protection and Affordable Care Act
ACL Administration for Community Living
ACO accountable care organization
ACP advance care planning
ADE adverse drug event
ADL activity of daily living
ADRD Alzheimer’s Disease and related dementias
AHCA American Health Care Association
AHRQ Agency for Healthcare Research and Quality
AMDA Society for Post-Acute and Long-Term Care Medicine
AONL American Organization of Nursing Leaders
APM alternative payment model
APRN advance practice registered nurse
APS adult protective services
ATOP Nevada Admissions and Transitions Optimization Program

BIPOC Black, Indigenous, and other people of color
BPCI Bundled Payments for Care Improvement Initiative
BSW bachelor’s degree in social work

CAH critical access hospital
CAHPS  Consumer Assessment of Healthcare Providers and Systems 

program
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xxii ACRONYMS AND ABBREVIATIONS

CASPER  Certification and Survey Provider Enhanced Reporting 
system

CDC Centers for Disease Control and Prevention
CE continuing education
CHIP Children’s Health Insurance Program
CJR Comprehensive Care for Joint Replacement Model
CLASS Act Community Living Assistance Services and Supports Act
CMMI Center for Medicare & Medicaid Innovation
CMS Centers for Medicare & Medicaid Services
CNA certified nursing assistant
COVID-19  severe acute respiratory syndrome coronavirus-19 

(SARS-CoV-2)
CRB care-resistant behavior
C-SNP chronic condition special needs plan
CSWE Council on Social Work Education

DHS U.S. Department of Homeland Security
DNR do not resuscitate order
DOJ U.S. Department of Justice
D-SNP dual special needs plan

ECHO Extension for Community Healthcare Outcomes
ED emergency department
EHR electronic health record
eMAR electronic medication management system
EMR electronic medical record
ESF emergency support function

FEMA Federal Emergency Management Agency
FFS fee-for-service
FIDE fully integrated dual eligible SNP
FY fiscal year

GAO U.S. Government Accountability Office

HAI health care–associated infection
HHS U.S. Department of Health and Human Services
HIE health information exchange
HIT health information technology
HITECH  Health Information Technology for Economic and Clinical 

Health Act of 2009
HRSA Health Resources and Services Administration
HUD U.S. Department of Housing and Urban Development
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ACRONYMS AND ABBREVIATIONS xxiii

IHI Institute for Healthcare Improvement
INTERACT Interventions to Reduce Acute Care Transfers program
IOM Institute of Medicine
I-SNP institutional special needs plan

LGBTQ+ lesbian, gay, bisexual, transgender, queer (or questioning)
LPN licensed practical nurse
LTC long-term care
LTSS long-term services and supports
LVN licensed vocational nurse

MA Medicare Advantage
MCWB Mouth Care Without a Battle
MDS Minimum Data Set
MedPAC Medicare Payment Advisory Commission
MIPS Merit-Based Incentive Payment System
MOQI Missouri Quality Initiative
MSW master’s degree in social work

NAICS North American Industry Classification System
NASW National Association of Social Workers
NCAL National Center for Assisted Living
NIH National Institutes of Health
NNHI National Nursing Home Initiative
NP nurse practitioner
NQF National Quality Forum
NRF National Response Framework
NY–RAH New York-Reducing Avoidable Hospitalizations project

OBRA 87 Omnibus Budget and Reconciliation Act of 1987
OIG U.S. Office of the Inspector General
ONC  Office of the National Coordinator for Health Information 

Technology
OPTIMISTIC  Optimizing Patient Transfers, Impacting Medical Quality, 

and Improving Symptoms: Transforming Institutional Care 
program

OTC over the counter

P4P pay-for-performance
PA physician assistant
PASRR preadmission screening and annual resident reviews
PDPM Patient Driven Payment Model
PIPP Minnesota Performance-Based Incentive Payment Program
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xxiv ACRONYMS AND ABBREVIATIONS

POLST physician’s order for life-sustaining treatment
PPE personal protective equipment

QAPI quality assurance and performance improvement programs
QIO quality improvement organization
QIPMO Quality Improvement Program of Missouri
QOL quality of life

RAI Resident Assessment Instrument
RAVEN  Reduce Avoidable Hospitalizations using Evidence-Based 

Interventions for Nursing Facilities program
REIT real estate investment trust
RN registered nurse

SAPO state-authorized portable order
SCTT Systems Change Tracking Tool
SFF special focus facility
SMI serious mental illness
SNF skilled nursing facility
SNFist skilled nursing facility specialist
SNP special needs plan

VA U.S. Department of Veterans Affairs
VBP value-based payment
VHA Veterans Health Administration

WISH Act Well-Being Insurance for Seniors to be at Home Act
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Nursing homes play a unique dual role in the nation’s long-term care 
continuum, serving both as a place where people receive needed health 
care and a place they call home. Although long-term care is increasingly 
being provided in home- and community-based settings, nursing homes 
will likely always be needed for individuals who cannot get the level of 
care they require in those settings. The 1986 Institute of Medicine1 report 
Improving the Quality of Care in Nursing Homes described numerous con-
cerns, including neglect and abuse of nursing home residents, poor quality 
of life, excessive cost, inconsistent (or lack of) oversight, and the need for 
high-quality data. While many improvements have been made since then, 
the enormous toll that the COVID-19 pandemic had on nursing home 
residents, their families, and staff has brought new attention to the long-
standing shortfalls that continue to plague nursing homes.

This report identifies critical opportunities to improve the quality of 
care in nursing homes through both short- and long-term actions across 
a wide variety of domains. Many recommendations will require dedi-
cated coordination among federal and state governments, nursing homes, 
health care and social care providers, payers, regulators, researchers, and 
others as well as the active engagement of residents and their families. 
The nursing home sector urgently needs to be strengthened so that it can 

1 As of March 2016 the Health and Medicine Division of the National Academies of Sci-
ences, Engineering and Medicine (National Academies) continues the consensus studies and 
convening activities previously carried out by the Institute of Medicine (IOM). The IOM name 
is used to refer to reports issued prior to July 2015.

Abstract

xxv
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xxvi ABSTRACT

respond effectively to the next public health emergency as well as drive 
critically important and urgently needed innovations to improve the qual-
ity of nursing home care. Implementation of the committee’s integrated set 
of recommendations will move the nation closer to making high-quality, 
person-centered, and equitable care a reality for all nursing home residents, 
their chosen families, and the nursing home staff who provide care and 
support them in achieving their goals.
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“The pandemic has lifted the veil on what has been an 

invisible social ill for decades.” 

—Daughter and caregiver of two parents with dementia who needed nursing 
home care.

Nursing homes play a unique dual role in the nation’s long-term care 
continuum, serving as a place where people receive needed health care 
as well as a place they call home. Nearly 1.3 million Americans reside in 
more than 15,000 certified nursing homes in the United States. Although 
long-term care is increasingly provided in home and community-based set-
tings, nursing homes will likely always be needed for individuals who have 
complex care needs, are without family or friends able to assist with their 
care, or lack the resources to be cared for at home.

The 1986 Institute of Medicine1 report Improving the Quality of Care 
in Nursing Homes identified a variety of significant problems, including ne-
glect and abuse of residents, poor quality of life, excessive cost, inconsistent 
(or lack of) oversight, and the need for high-quality outcomes data. The 
Omnibus Reconciliation Act of 1987 (OBRA 87) established more stringent 
standards for nursing homes in a wide range of areas. While many impor-
tant quality improvements have been made over the past four decades, inef-
fective responses to these complex challenges combined with the challenges 

1 As of March 2016, the Health and Medicine Division of the National Academies of Sci-
ences, Engineering, and Medicine (National Academies) continues the consensus studies and 
convening activities previously carried out by the Institute of Medicine (IOM). The IOM name 
is used to refer to reports issued prior to July 2015.

S
SummarySummary

“The pandemic has lifted the veil on what has been an 

invisible social ill for decades.”

—Daughter and caregiver of two parents with dementia who needed nursing 
home care.

S

1
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2 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

associated with caring for a heterogeneous nursing home population have 
resulted in a system of nursing home care that often fails to provide the 
supports and care necessary to ensure the well-being and safety of nursing 
home residents—an unacceptable situation that has long been apparent to 
those who study, work in, or have loved ones in nursing homes.

The COVID-19 pandemic “lifted the veil,” revealing and amplifying 
long-existing shortcomings in nursing home care such as inadequate staffing 
levels, poor infection control, failures in oversight and regulation, and de-
ficiencies that result in actual patient harm. The pandemic also highlighted 
nursing home residents’ vulnerability and the pervasive ageism evident in 
undervaluing the lives of older adults. The COVID-19 virus is particularly 
dangerous for individuals with serious underlying health conditions, which 
are common among nursing home residents. As a result, nursing home resi-
dents suffered disproportionately high rates of cases, hospitalizations, and 
deaths compared to the general population. For example, despite making 
up less than one-half of 1 percent of the U.S. population, as of October 
2021, nursing home residents accounted for approximately 19 percent of 
all COVID-19 deaths. As of February 2022, more than 149,000 nursing 
home residents and more than 2,200 staff members had died of COVID-19. 
The ubiquity of COVID-19 cases and deaths in nursing homes of all types 
(across facilities with high and low quality ratings) is indicative of a more 
systemic problem, one that will require systemic solutions.

The pandemic’s enormous toll on nursing home residents and staff 
drew renewed attention to the long-standing weaknesses that continue to 
impede the provision of high-quality nursing home care. In this context, 
the National Academies of Sciences, Engineering, and Medicine, with sup-
port from a coalition of sponsors, formed the Committee on the Quality of 
Care in Nursing Homes in 2020 to examine how the United States delivers, 
finances, regulates, and measures the quality of nursing home care.2

OVERARCHING CONCLUSIONS

After an extensive review of the evidence, the committee arrived at 
seven overarching conclusions.

First, the way in which the United States finances, delivers, and regu-
lates care in nursing home settings is ineffective, inefficient, fragmented, 
and unsustainable. Despite significant measures to improve the quality of 
nursing home care in OBRA 87, the current system often fails to provide 
high-quality care and underappreciates and underprepares nursing home 
staff for their critical responsibilities.

Second, immediate action to initiate fundamental change is necessary. 
Even prior to the pandemic, nursing home care was neither consistently 

2 The complete Statement of Task is presented in Chapter 1 of this report.
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comprehensive nor of high quality; such shortcomings jeopardized the 
health and wellbeing of nursing home residents. Regulations in place for 
35 years have not been fully enforced, further amplifying residents’ risk of 
harm. Those same shortcomings rendered nursing homes, their residents, 
and staff unprepared to respond to the COVID-19 pandemic.

Third, federal and state governments, nursing homes, health care and 
social care providers, payers, regulators, researchers, and others need to 
make clear a shared commitment to the care of nursing home residents. 
Fully realizing the committee’s vision will depend upon the collaboration 
of multiple partners to honor this commitment to nursing home residents, 
their chosen families, and the staff who strive to provide the high-quality 
care every resident deserves.

Fourth, extreme care needs to be taken to ensure that quality-improvement 
initiatives are implemented using strategies that do not exacerbate disparities 
in resource allocation, quality of care, or resident outcomes (including racial 
and ethnic disparities), which are all too common in nursing home settings.

Fifth, high-quality research is needed to advance the quality of care 
in nursing homes. Much of the available research relies on retrospective 
cohort designs and is constrained by limited available data. This lack of 
evidence presents challenges to determining the best approaches that will 
improve quality of care in several areas.3

Sixth, the nursing home sector has suffered for many decades from both 
underinvestment in ensuring the quality of care and a lack of accountability 
for how resources are allocated. For example:

• Low staff salaries and benefits combined with inadequate train-
ing has made the nursing home a highly undesirable place of 
employment.

• Inadequate support for oversight and regulatory activities has con-
tributed to the failure of state survey agencies to meet standards in 
a timely manner.

• Quality measurement and improvement efforts have largely ig-
nored the voice of residents and their chosen families.

• Lack of transparency regarding nursing home finances, operations, 
and ownership impedes the ability to fully understand how current 
resources are allocated.

Implementing the committee’s recommendations will likely require a 
significant investment of financial resources at the federal and state levels 
and from nursing homes themselves. However, this investment should not 
be viewed as simply adding more resources to the nursing home sector as it 

3 Appendix C includes tables for priority areas of measurement and research and data col-
lection among the committee’s recommendations. 
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4 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

currently operates, because that alone would not likely result in significant 
improvements. Rather, the committee calls for targeted investments that 
(combined with current funding) would be inextricably linked to require-
ments for transparency. Such transparency will enable stronger and more 
effective oversight to ensure resources are properly allocated to improving 
the quality of care.

Finally, key partners, such as the Centers for Medicare & Medicaid 
Services (CMS) and other federal agencies, may not currently have the full 
authority or resources to carry out the actions recommended. Therefore, 
as a final overarching conclusion, the committee notes that all relevant fed-
eral agencies need to be granted the authority and resources from the U.S. 
Congress to implement the recommendations of this report.

COMMITTEE VISION AND GUIDING PRINCIPLES

As the committee began its extensive review of the literature, a first step 
was to develop an overarching framework for this study, which clearly laid 
out the vision and guiding principles for high-quality nursing home care. 
These in turn, helped identify the committee’s goals and recommendations 
(see Box S-1).

While the committee’s vision identifies what high-quality nursing home 
care should look like, the guiding principles serve as a strong reminder that 
existing regulations require nursing homes to provide comprehensive, person-
centered care. Using these guiding principles as a foundation, the committee 
developed seven goals (with associated recommendations) that represent an 
integrated approach to improving the quality of nursing home care.

The following sections provide a high-level overview of the commit-
tee’s extensive set of recommendations, which can be found in full detail 
in Chapter 10.4 Though the recommendations focus on diverse areas for 
improvement, they all share a common underlying premise: the challenges 
facing nursing homes are complex and multifaceted and require immediate 
attention on multiple fronts by many stakeholders. Some recommendations 
are intentionally broad, allowing flexibility in how they are implemented, 
while others are more targeted, with more specific details on how to achieve 
the objectives. Some can be implemented immediately, while others will 
require a longer time line to be fully operational (but still require immedi-
ate initiation); some should be relatively straightforward to operationalize, 
while others are more aspirational and will require coordinated efforts 
to create significant long-term changes.5 Importantly, the committee’s 

4 Appendix D includes a table of the committee’s recommendations organized by the key 
partners responsible for implementation.

5 Appendix E includes the committee’s estimated implementation timeline.
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recommendations should be viewed and implemented as an interrelated 
package of reform measures.

GOAL 1: DELIVER COMPREHENSIVE, PERSON-CENTERED, 
EQUITABLE CARE THAT ENSURES THE HEALTH, QUALITY 

OF LIFE, AND SAFETY OF NURSING HOME RESIDENTS; 
PROMOTES RESIDENT AUTONOMY; AND MANAGES RISKS.

While person-centered care (as described by the principles in Box S-1) 
is foundational to the basic requirements specified in federal regulations 
for nursing home care, such care is not yet a reality to many nursing 

BOX S-1 
Committee Vision and Guiding Principles 

for High-Quality Nursing Home Care

COMMITTEE VISION:
Nursing home residents receive care in a safe environment that honors their 

values and preferences, addresses goals of care, promotes equity, and assesses 
the benefits and risks of care and treatments.

GUIDING PRINCIPLES:
To achieve this vision, nursing homes should deliver comprehensive, person-

centered, interdisciplinary team-based care that meets or exceeds established 
quality standards and supports strong connections to health care and social 
service systems and resources, family, friends, and the community more broadly.

High-quality nursing home care provides an environment that promotes 
quality of life; aligns with residents’ medical, behavioral, and social care needs; 
reflects residents’ values and preferences; promotes autonomy; and manages 
risks to ensure residents’ safety. Such comprehensive, high-quality care includes 
the following, as appropriate:

• Physical health care
• Behavioral health care
• Psychosocial care
• Oral health care
• Hearing and vision care
• Rehabilitative care
• Dementia care
• Palliative care
• End-of-life care

Furthermore, it is the right of every nursing home resident to have equitable 
access to high-quality comprehensive, person-centered, and culturally sensitive 
nursing home care.
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6 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

home residents. Significant gaps and shortcomings exist in the quality of 
services in areas ranging from the development of a comprehensive care 
plan for each resident to behavioral health, psychosocial care, oral health, 
and end-of-life care. Moreover, significant disparities in the quality of care 
also exist across nursing homes.

Care Planning

The resident care planning process has a central role in the full realiza-
tion of person-centered, comprehensive, high-quality, and equitable care in 
the nursing home setting. This process encompasses four critical compo-
nents: (1) creating the care plan, (2) reviewing it, (3) implementing it and 
evaluating its effectiveness, and (4) regularly revisiting it. Ideally, all com-
ponents of the process are implemented, but this has yet to become a reality 
in all nursing homes. As a foundation to operationalizing person-centered 
care, Recommendation 1A6 calls for immediate and consistent compliance 
with existing regulations, including the following:

• Identification of care preferences of residents and their chosen 
families using structured, shared decision-making approaches; and

• Documentation, review, and evaluation of the resident’s care plan 
and its implementation.

Models of Care

Nursing homes provide an array of services to both short-stay (post-
acute) and long-stay residents of all ages with a wide range of health con-
ditions. Yet research on best practices related to clinical, behavioral, and 
psychosocial care delivery in nursing homes is scarce. Moreover, nursing 
homes are often not well integrated into the communities in which they 
are located nor with the broader health care system. Finally, little is known 
about how specific factors (e.g., staffing, environment, financing, technol-
ogy, leadership) affect innovative models of care or how to ensure the sus-
tainability of these approaches. To address these gaps, Recommendation 1B 
proposes a series of actions including:

• Translational research and demonstration projects for the most 
effective care delivery models in nursing home settings;

• Prioritization of models that reduce disparities and strengthen con-
nections to the community and broader health care systems; and

• Evaluation of innovations in all aspects of care.

6 The numbers of the recommendations are provided here and can be found in their full 
detail in Chapter 10.
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Emergency Preparedness and Response

Prior to the COVID-19 pandemic, there were numerous examples of 
nursing homes being unprepared to respond to emergencies and natural di-
sasters. For example, in 2016, the top deficiency cited in nursing homes was 
infection control (45.4 percent of citations). The COVID-19 pandemic pro-
vided undeniable evidence of the pernicious impact of this lack of planning 
and preparedness. To be better positioned to respond to emergencies of all 
types, nursing homes need to be included as integral partners in emergency 
management planning, preparedness, and response on the national, state, 
and local levels. Moreover, as demonstrated by the prohibition against 
friends and family members visiting during the COVID-19 pandemic and 
the resultant harm of loneliness and social isolation, it is imperative to 
strike a careful balance between residents’ safety and their behavioral and 
psychosocial health needs. To safeguard nursing home residents and staff 
against a broad range of potential public health emergencies and natural 
disasters, recommendations 1C and 1D call for the following:

• Reinforcement and clarification of the emergency support functions 
of the National Response Framework;

• Formal relationships between nursing homes and local, county, and 
state-level public health and emergency management departments;

• The representation of nursing homes in emergency and disaster 
planning and management sessions and drills;

• Ready access to personal protective equipment (PPE); and
• Enforcement of existing regulations; and
• Inclusion of measures related to emergency planning in Care 

Compare.

Physical Environment

Although the nursing home’s physical environment is critical to resi-
dents’ quality of life, the nursing home infrastructure is aging, and most 
nursing homes resemble institutions more than homes. Smaller, home-like 
environments play key roles in infection control and enhancing the quality of 
life for residents as well as staff. Recommendation 1E calls for the following:

• Creating incentives for new construction and renovation of nurs-
ing homes to provide smaller, more home-like environments and 
smaller units within larger nursing homes;

• Ensuring that new designs include private bedrooms and bath-
rooms; and

• Allowing flexibility to address a range of resident care and reha-
bilitation needs.
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GOAL 2: ENSURE A WELL-PREPARED, EMPOWERED, 
AND APPROPRIATELY COMPENSATED WORKFORCE

Workers in nursing homes are often underappreciated, undercompen-
sated, and underprepared for their roles in providing increasingly complex 
care. Decades of evidence support the need to enhance their training, sala-
ries, and working conditions, yet little progress has been made to improve 
the quality of these jobs. The committee recommends increasing both the 
numbers and the qualifications of virtually all types of nursing home work-
ers, which can exacerbate the challenges of recruitment. The committee 
recognizes that such a recommendation is particularly concerning given 
the current dire staffing situations for many nursing homes, largely due to 
the impact of the COVID-19 pandemic. However, robust evidence demon-
strates the positive impact of enhanced staffing and training requirements 
on the quality of care. Enhanced requirements will further professionalize 
the nursing home workforce, which, when accompanied by improvements 
in the working environment, will contribute to the desirability of working 
in a nursing home. Nursing home leaders need to drive culture change, 
because high-quality care cannot be delivered without a complete transfor-
mation of workers’ training and stature.

Compensation

Nursing home workers earn significantly less income than if they 
chose to work in other care settings. For example, the annual mean 
wage for registered nurses (RNs) in nursing homes is approximately 
$10,000 less (more than 10 percent less) than RNs in acute-care hospitals, 
and certified nursing assistants (CNAs) may earn little more than work-
ers in other comparable entry-level jobs, such as cashier, food service 
worker, and warehouse worker. Successfully recruiting and retaining a 
high-quality nursing home workforce depends on more than “adequate” 
compensation— rather, competitive compensation is needed (in compari-
son to other job opportunities) in conjunction with a variety of incentives 
and supports to improve the desirability of these jobs. Recommendation 
2A calls for the following:

• Ensuring competitive wages and benefits through a variety of 
mechanisms.

Providing benefits may encourage some nursing homes to reduce staff-
ing levels or hire part-time rather than full-time staff. Thus, the committee 
emphasizes that nursing homes need to offer full-time, consistently assigned 
work whenever possible and desired by the workers in order to ensure 
high-quality care.
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Staffing Standards and Expertise

Minimum staffing standards in nursing homes, particularly for licensed 
nursing staff, have been evaluated for decades. Despite substantial evidence 
demonstrating the relationship between nurse staffing and the quality of 
care in nursing homes, and 24-hour registered nurse (RN) coverage being 
recommended for decades, today’s nurse staffing requirements remain vague. 
Furthermore, CMS has not established minimum staffing requirements for 
certain key members of the interdisciplinary team. For example, despite 
social workers’ key role in resident care, current federal regulations require 
only those nursing homes with 120 or more beds to hire a “qualified social 
worker” on a full-time basis. Moreover, this individual does not need to have 
a social work degree. Nursing homes are required to designate an infection 
prevention and control specialist, yet regulations did not fully prepare them 
for the impact of the COVID-19 pandemic. Recommendation 2B calls for the 
immediate implementation of the following requirements in nursing homes:

• Direct-care RN coverage (in addition to the director of nursing) at 
a minimum of a 24-hour, 7-days per week basis, with additional 
RN coverage as needed;

• Full-time social worker with a minimum of bachelor’s degree in 
social work from an accredited program and 1 year of supervised 
experience in a health care setting; and

• An infection prevention and control specialist who is an RN, ad-
vanced practice RN (APRN), or a physician, at a level of dedicated 
time sufficient to meet the needs of the size and case mix of the 
nursing home.

There have been numerous calls over the years to increase nurse staff-
ing in an effort to improve the quality of care in nursing homes. How-
ever, the same federal staffing regulations have been in place for decades, 
even though the types of residents and the complexity of their needs have 
changed dramatically. To inform future staffing requirements, Recommen-
dation 2C calls for the following:

• Research on minimum and optimal staffing standards for all direct- 
care staff, including weekend and holiday staffing, based on resi-
dent case mix and type of staff needed for the care of specific 
populations; and

• Updated regulatory requirements based on findings from this 
research.

While nursing homes may meet current minimum staffing standards, 
additional expertise is often needed for the development of complex clinical 
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care plans, staff training, and overall planning for care systems and quality 
improvement. Not every facility will have the ability or need to keep such 
expertise on staff; those who do not will need to develop ongoing relation-
ships with a variety of professionals for consultation as needed. Recom-
mendation 2D calls for the following:

• Establishing consulting or employment relationships with quali-
fied licensed clinical social workers at the master’s or doctoral. 
level, APRNs, clinical psychologists, psychiatrists, pharmacists, and 
others

• Creating incentives for the direct hire of qualified licensed clinical 
social workers at the master’s or doctoral level as well as APRNs 
for clinical care, including Medicare billing and reimbursement for 
these services

Empowerment of Certified Nursing Assistants

Direct-care workers (primarily CNAs) provide the majority of hands-on 
care to nursing home residents. The demand for CNAs is increasing, yet 
nursing homes have persistent challenges in recruiting and retaining them. 
Furthermore, CNAs often have little opportunity for advancement. Because 
of the crucial role of this position in nursing homes, significantly improving 
the quality of care for nursing home residents requires investing in quality 
jobs for CNAs and enabling more workers to enter the CNA pipeline. To 
advance the role of and empower the CNA, Recommendation 2E calls for 
the following:

• Career advancement opportunities and peer mentoring;
• Free entry-level training and continuing education;
• Coverage of time for completing education and training programs;
• Expansion of the role of the CNA; and
• New models of care that take greater advantage of the role of the 

CNA as a member of the interdisciplinary team.

Education and Training

The education and training requirements for a variety of nursing home 
staff are inadequate or non-existent. For CNAs, existing training curricula 
tend to focus on basic tasks rather than on achieving competencies to 
meet the complex care needs of nursing home residents. Minimum educa-
tion and competency requirements need to be enhanced (or established) 
for a variety of nursing home workers and made standard at the national 
level. Current workers may need assistance in achieving these standards. 
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Finally, a key issue underlying the preparation of all types of workers for 
nursing home care is the inadequate foundation for a variety of geriatrics-
related topics provided in their education and training programs. Recom-
mendation 2F calls for the following:

• Minimum education and national competency requirements for 
nursing home administrators, medical directors, directors of nurs-
ing, and directors of social services;

• Increased minimum training hours and competency-based training 
for CNAs;

• Pathways to achieve baseline requirements for current staff; and
• Inclusion of content on gerontology, geriatrics assessment, long-

term care, and palliative care in education programs for all health 
care professionals working in nursing homes.

Competency-based training for CNAs needs to include specific in-
struction related to health conditions and topics relevant to nursing home 
populations, such as dementia, infection prevention and control, behavioral 
health, chronic diseases, the use of assistive and medical devices, and cul-
tural sensitivity and humility.

Beyond these enhanced baseline requirements, the education, training, 
and competency of the nursing home workforce need to be augmented on 
an ongoing basis. For example, workforce roles differ substantially in racial 
and ethnic makeup, and residents are increasingly diverse in terms of racial 
and ethnic, LGBTQ+, and younger populations. Additionally, the commit-
tee recognizes that family caregivers are an essential and valued part of 
the nursing home workforce and need support and training to be effective 
members of the care team. To enhance the education and training of the en-
tire nursing home workforce, Recommendation 2G calls for the following:

• Annual continuing education for all nursing home staff;
• Ongoing diversity, equity, and inclusion training for all staff (in-

cluding leadership), tailored to the unique community and worker 
needs;

• Resources and training for family caregivers; and
• Participation of chosen family as part of the caregiving team (in the 

manner and to the extent desired).

Data Collection and Research

In addition to enhanced requirements for nursing home staff, a greater 
number of more highly trained professionals need to be involved in the de-
livery of care in nursing homes. However, data are limited on the prevalence 
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of these types of workers in nursing homes and on the extent of their train-
ing and expertise. Similarly, limited data exist for the contract and agency 
staff providing care in nursing homes. While evidence exists on the associa-
tion between APRNs and the quality of care in nursing homes, baseline data 
are needed for other professionals to more fully assess their impact on the 
quality of care. Recommendation 2H calls for the following:

• Routine collection and reporting of data regarding:
• Baseline demographic information of medical directors, admin-

istrators, and directors of nursing;
• The training, expertise, and staffing patterns of medical direc-

tors, APRNs, social workers, physicians and physician assis-
tants; and

• Numbers and staffing patterns for all contract and agency staff.

While many of the barriers to recruitment and retention of nursing 
home workers are well known, more research is needed to understand per-
sistent systemic barriers, including the influence of systemic and structural 
racism that has created and sustained racial and ethnic disparities among 
long-term care workers. Recommendation 2I calls for the following:

• Research on systemic barriers and opportunities to improve recruit-
ment, training, and advancement of all nursing home workers; and

• Collection of gender, ethnicity, and race-related outcomes of job 
quality indicators.

GOAL 3: INCREASE TRANSPARENCY AND ACCOUNTABILITY 
OF FINANCES, OPERATIONS, AND OWNERSHIP

A key barrier to effective nursing home oversight has been lack of 
transparency related to nursing home finances, operations, and ownership. 
CMS makes some ownership information available, but these data are 
incomplete; often difficult to use (by researchers, consumers, and others); 
and do not allow for determining the corporate structure, finances, and 
operations of individual nursing homes or assessing quality across facilities 
owned or operated by the same entity. Moreover, there is little transparency 
regarding the practice of some nursing homes to contract with related-party 
organizations (those also owned by the nursing home owner) for services 
such as management, nursing, or therapy.

Increased transparency of and accountability regarding data on the 
finances, operations, and ownership of all nursing homes are needed for 
multiple purposes, including to more fully evaluate both how Medicare and 
Medicaid payments are spent and how ownership models and spending 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

SUMMARY 13

patterns impact the quality of care. Recommendations 3A and 3B call for 
the following:

• Collecting, auditing and making detailed facility-level data on the 
finances, operations, and ownership of all nursing homes publicly 
available;

• Making data available in a real time, making the data readily us-
able, and maintaining the data in a searchable database;

• Ensuring the ability to assess data by common owner (i.e., owners 
of nursing home chains or of multiple nursing homes) or manage-
ment company;

• Evaluating and the tracking quality of care by owner or manage-
ment company; and

• Assessing the impact of ownership models and related-party 
transactions.

GOAL 4: CREATE A MORE RATIONAL AND 
ROBUST FINANCING SYSTEM

The current approach to financing nursing home care in the United 
States is highly fragmented. The federal-state Medicaid program plays a 
dominant role as a payer of long-stay nursing home care, but is constantly 
subject to state budget constraints. The federal Medicare program only 
covers short-stay post-acute care in nursing homes. Services such as hospice 
care are paid separately and not well integrated into standard nursing home 
care. Private insurance coverage for long-term care is limited, and relatively 
few people can afford to pay out of pocket for an extended nursing home 
stay. Eligibility rules also differ across states and sites of care. Such pay-
ment and eligibility differences can lead to unintended consequences. The 
separation of financing and payment systems for home- and community-
based care from those for institutional care presents barriers to the rational 
cross-setting allocation of resources that would take into account costs as 
well as individuals’ needs and preferences.

The committee’s vision of improving the quality of nursing home care 
as well as expanding access, enhancing efficiency, and advancing equity will 
require a more stable system of financing over the long term and will likely 
require a federal benefit. While the committee acknowledges that enacting 
a new long-term care benefit will be politically challenging, a federal benefit 
has the most potential to achieve the following:

• increase access to long-term care services and reduce unmet need,
• reduce arbitrary barriers between sites of care,
• reduce inequities in access to high-quality care,
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• reduce differences in resources across nursing homes, and
• guarantee that payment rates are adequate to cover the expected 

level of quality.

To expand access and advance equity for all adults who need long-
term care, including nursing home care, Recommendation 4A7 calls for the 
following:

• Moving toward a federal long-term care benefit by studying how 
to design such a benefit and then implementing state demonstration 
programs to test the model prior to national implementation.

Ensuring Adequacy of Medicaid Payments

Nursing homes rely on higher payments for Medicare services to 
cross-subsidize lower Medicaid payments—an inefficient and unsustain-
able arrangement. Many nursing homes have a high number of Medicaid 
recipients and therefore receive relatively little benefit from higher Medi-
care payments. Lower Medicaid rates encourage nursing homes to prefer 
short-stay patients (covered by Medicare) to long-stay residents (covered 
by Medicaid), resulting in selective admission practices and unnecessary 
hospitalization of long-stay residents in order to have their post-acute care 
paid for by Medicare upon their return to the nursing home.

In general, the law requires states to provide assurances (and sometimes 
evidence) that their Medicaid programs’ payments are adequate to provide 
access to high-quality care. Nursing home payment rates, however, are 
not subject to this requirement. To ensure adequate investment in caring 
for long-stay nursing home residents, Recommendation 4B calls for the 
following:

• Use of detailed and accurate nursing home financial information 
to ensure that Medicaid (or, eventually, federal) payments are at a 
level adequate to cover the delivery of nursing home care across all 
domains of care (as specified in Box S-1).

Paying for Direct-Care Services

An extensive body of research supports a strong connection between 
spending on direct care for residents and the quality of that care. The Pa-
tient Protection and Affordable Care Act required CMS to develop new 
Medicare cost reports to capture specific information on nursing home 

7 One committee member declined to endorse this recommendation.
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costs in four categories: (1) direct and indirect care, (2) housekeeping and 
dietary services, (3) capital expenses, and (4) administrative services. How-
ever, nursing homes are not required by law to devote a specific portion of 
their payment to direct care. This results in great variability among nurs-
ing homes in terms of the actual dollar amount devoted to direct care as 
opposed to non-care costs (e.g., monitoring fees, lease payments). Recom-
mendation 4C calls for the following:

• Designation of a specific percentage Medicare and Medicaid pay-
ments for direct-care services for nursing home residents, including 
staffing (including both the number of staff and their wages and 
benefits), behavioral health, and clinical care.

Value-Based Payment for Nursing Home Care

Nursing homes are one of the most common sites of post-acute care. 
To control rising post-acute care costs, Medicare joined the prevailing trend 
toward value-based payment and more strongly linking payment to value 
and quality of care rather than to the quantity of services. Medicare has 
implemented alternative payment models (APMs), such as accountable care 
organizations and bundled payments that hold care providers accountable 
for total costs of care. Research on Medicare APMs reveals that they are 
associated with reductions in both costs and service use without adverse 
consequences on patient outcomes.

Given the importance of controlling costs for post-acute care in nursing 
homes while maintaining or improving the quality of care, Medicare needs 
to build on the experience of existing value-based payment demonstrations. 
In contrast to the current bundled payments made to nursing homes for 
a limited number of conditions, however, such arrangements will need to 
be extended to cover all the costs of care for all conditions, including both 
acute care in the hospital and post-acute care in the nursing home setting. 
Bundled payments will shift financial accountability, and thus risk, for nurs-
ing home post-acute care to hospitals. Importantly, hospitals and other cli-
nicians need to work collaboratively during an episode of care and be held 
financially accountable by linking payment to quality metrics. As bundled 
payments are expanded to all conditions, close monitoring and rigorous 
study of the impact on patient outcomes will be required to mitigate any 
unintended consequences. Thus, to improve the value of and accountability 
for Medicare payments for short-stay post-acute care in nursing homes, 
Recommendation 4D calls for the following:

• Extending the existing bundled payment initiatives to all condi-
tions; and
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• Holding hospitals financially accountable for Medicare post-acute 
care spending and outcomes.

The impact of APMs for long-stay nursing home care is unknown, but 
their use warrants exploration and testing in real-world situations. Given 
the uncertainty surrounding their impact, the committee emphasizes the 
critical importance of tying such payments to value through quality metrics 
on staffing, resident experience, functional status, and end-of-life care to 
ensure that APMs maintain quality of care. Equally important is the need 
for a targeted focus on reducing health disparities. To eliminate the current 
financial misalignment for long-stay residents created by having Medicaid 
coverage for nursing home services and Medicare coverage for health care 
services, Recommendation 4E calls for the following:

• Demonstration projects to explore the use of APMs for long-term 
nursing home care, separate from bundled payment initiatives for 
post-acute care, including:
• Use of global capitated budgets;
• Making care provider organizations or health plans account-

able for the total costs of care;
• Inclusion of post-acute and hospice care in the capitated rate;
• Tying payments to broad-based quality metrics.

GOAL 5: DESIGN A MORE EFFECTIVE AND 
RESPONSIVE SYSTEM OF QUALITY ASSURANCE

Despite substantial changes in nursing home care since the implementa-
tion of OBRA 87, the general standards for oversight have largely remained 
the same.

State Surveys and CMS Oversight

States assist with the assessment of nursing homes’ compliance with 
CMS requirements of participation through regular inspections and, as 
necessary, the investigation of complaints. Although federal oversight stan-
dards and processes are uniform across states, considerable variation ex-
ists in the implementation of routine inspection responsibilities, in the 
imposition of sanctions, and in the investigation of complaints. The survey 
process often fails to properly identify serious care problems, fully correct 
and prevent recurrence of identified problems, and investigate complaints 
in a timely manner. Moreover, CMS does not provide sufficient oversight of 
or transparency in the state survey process or adequately enforce existing 
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sanctions for states’ failures to perform these duties consistently. Recom-
mendation 5A calls for the following:

• Ensuring that state survey agencies have adequate capacity, organi-
zational structure, and resources for their responsibilities including 
monitoring, investigation of complaints, and enforcement;

• Refining, expanding, and publicly reporting oversight performance 
metrics of state survey agencies; and

• Using existing strategies of enforcement when states consistently 
fall short of expected standards.

Despite the prominent role of nursing home oversight and regulation, 
the evidence base for its effectiveness in ensuring a minimum standard of 
quality is relatively modest. The current quality assurance process is largely 
a standardized enterprise. Although a range of enforcement options are 
available, civil monetary penalties have been the most common sanction. 
The regulatory model needs significant improvement, particularly in rela-
tion to uneven enforcement, but there is little consensus (or evidence) to 
suggest which approaches would ultimately lead to improvement in the 
quality of care for nursing home residents. Recommendation 5B calls for 
the following:

• Developing and evaluating strategies to improve quality assurance 
efforts, including:
• Enhanced data monitoring to track performance and triage 

inspections;
• Oversight across a broader segment of poorly performing 

facilities;
• Modified formal oversight activities for high-performing facili-

ties, provided adequate safeguards are in place; and
• Greater use of enforcement options beyond civil monetary 

penalties.

The committee notes that specific concerns have been raised per-
taining to whether oversight can be reduced in some manner (e.g., less 
frequent or intense surveys) for high performers given that substantial 
safety risks or markers of decreases in quality (e.g., significant changes in 
staffing patterns) might occur between surveys. Therefore, the committee 
emphasizes the importance of using real-time quality metrics as an “early 
warning system” in conjunction with testing new approaches to ensure 
ongoing monitoring of safety and quality and enable rapid intervention 
if problems arise.
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The Long-Term Care Ombudsman Program

The Long-Term Care Ombudsman Program is the only entity within 
the nursing home system whose sole mission is to be an advocate for the 
residents to ensure that they receive the care to which they are entitled. In 
general, limited funding affects a program’s ability to reliably meet federal 
and state requirements and fully provide residents and their families with 
the strongest support possible. Recommendation 5C calls for the following:

• Increased funding for the Long-Term Care Ombudsman Program 
to:
• Hire additional paid staff;
• Train staff and volunteers;
• Bolster programmatic infrastructure;
• Make data on programs and activities publicly available;
• Develop metrics to document the effectiveness of the programs; 

and
• Eliminate cross-state variation in capacity.

• Developing plans for collaboration with other relevant state-based 
entities.

Quality Assurance, Transparency, and Accountability

As noted earlier, the committee concluded that increased transparency 
and accountability will help to improve the quality of care. For quality 
assurance, the availability of more accurate and complete data on the fi-
nances, operations, and ownership of nursing homes will enable regulators 
to assess the quality of care across facilities with a common owner and 
levy sanctions as appropriate. Recommendation 5D calls for the following:

• Implementing strengthened oversight across facilities with a com-
mon owner; and

• Denying licensure and imposing enforcement actions on owners 
with a pattern of poor-quality care across facilities.

Certificate-of-Need Regulations and Construction Moratoria

As part of quality assurance, some states maintain certificate-of-need 
requirements to regulate expansions in the health care market, purportedly 
to constrain health care spending. Additionally, construction moratoria 
prohibit building any new health care facilities. However, these policies do 
not have much impact on overall Medicaid nursing home spending. Instead, 
they have been found to limit choice and reduce access, especially in rural 
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areas; decrease the quality of care for some measures of quality; and dis-
courage innovation. Recommendation 5E calls for the following:

• Elimination of certificate-of-need requirements and construction 
moratoria.

Eliminating such restrictive policies is not intended as a mechanism 
to increase the use of nursing homes or invest in nursing homes in lieu of 
other settings for long-term care. Rather, the committee seeks to expand 
consumer choice for those who need and choose nursing home care.

GOAL 6: EXPAND AND ENHANCE QUALITY MEASUREMENT 
AND CONTINUOUS QUALITY IMPROVEMENT

The primary purpose of quality measurement is to improve the quality 
of care and outcomes. Effective quality measures can be used for continuous 
quality improvement activities.

Quality Measurement

The CMS website Care Compare provides public reporting of quality 
measures for nursing homes. However, it does not directly report on a key 
domain of high-quality care—resident and family satisfaction and experi-
ence. Many other key indicators of high-quality care are also omitted, and 
several improvements are needed to enhance the quality of the publicly 
reported data. Care Compare needs to be enhanced and expanded to more 
fully reflect the quality of care in nursing homes. Recommendations 6A and 
6B call for the following:

• Addition of measures to Care Compare related to:
• Resident and family experience; and
• Weekend staffing and staff turnover by role.

• Increased weight of staffing measures within the five-star composite 
rating;

• Facilitation of the ability to examine quality performance across 
facilities with common ownership or management company;

• Improvement in the validity of Minimum Data Set–based clinical 
quality; and

• Additional testing to improve differentiation in the five-star com-
posite rating.

Finally, several other key domains of high-quality care are not re-
flected among the measures in Care Compare, and more work is needed to 
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develop valid measures for these domains. Recommendation 6C calls for 
the following:

• Developing and adopting new measures for Care Compare related 
to:
• Palliative care and end-of-life care;
• Implementation of the resident’s care plan;
• Receipt of care that aligns with resident’s goals, and the attain-

ment of those goals;
• Staff well-being and satisfaction;
• Psychosocial and behavioral health; and
• Various structural measures (e.g., health information tech-

nology adoption and interoperability, emergency prepared-
ness and response, financial performance, staff employment 
arrangements).

Health Equity

The quality of nursing home care is particularly concerning for several 
high-risk populations who experience significant disparities in care, includ-
ing racial and ethnic minorities and LGBTQ+ populations. However, the 
lack of robust data specific to race and ethnicity in nursing homes makes it 
difficult to document the true extent and impact of disparities in care. While 
developing measures of disparities in nursing home care is needed, doing so 
needs to be based on an overall health equity strategy for nursing homes. 
Recommendation 6D calls for developing the following:

• An overall health equity strategy for nursing homes;
• A minimum data set to identify and describe disparities;
• Measures of disparities to be included in a national report card;
• Culturally tailored interventions and policies; and
• Strategies to identify the types and degree of disparities in order to 

prioritize when action is needed, and promising pathways to reduce 
or eliminate those disparities.

Quality Improvement

Quality measures help guide quality-improvement efforts, but the extent 
to which individual nursing homes engage in quality improvement (and the 
effectiveness of such activities) is unknown. Many facilities lack adequate 
expertise and resources for effective quality improvement. The committee 
recognizes the role of CMS’ Quality Improvement Organization (QIO) pro-
gram in providing technical assistance to improve the quality of health care 
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in general. However, the focus of the QIO program varies by scope of work, 
and attention to nursing homes specifically has been inconsistent. State and 
local programs providing onsite assistance by expert clinical staff have been 
shown to be effective in improving care quality, and nursing homes widely 
accept their help. Such programs have been effective at building trusting 
relationships, modifying technical assistance approaches to meet local needs 
and skills, and keeping up to date with scientific content.

The committee concluded that nursing homes would benefit from the 
availability of technical assistance from individuals at the state (or even 
local) level who are most familiar with their specific communities and chal-
lenges and have specific expertise in nursing home quality and a consistent 
and ongoing focus on nursing homes. Recommendation 6E calls for the 
following:

• Developing state-based, non-profit, confidential technical assistance 
programs with an ongoing and consistent focus on nursing homes 
that include:
• Standards to promote comparable programs across states;
• Ongoing analysis and reporting of the effectiveness of services;
• Coordination with state surveyors and ombudsmen; and
• Partnerships with relevant academic institutions of higher 

education.

GOAL 7: ADOPT HEALTH INFORMATION 
TECHNOLOGY IN ALL NURSING HOMES

Health information technology (HIT) has the potential to contribute to 
increased efficiency in care delivery, enhanced care coordination, improved 
staff productivity, the promotion of patient safety, and reduced health 
disparities. HIT includes a range of applications, including telehealth, vid-
eoconferencing, and electronic health records (EHRs). The COVID-19 
pandemic underscored the critical importance of HIT applications, which 
provided vitally important means of connectivity and communication when 
nursing home lockdowns led to limited access to in-person clinical visits 
and residents’ isolation from friends and family members.

Nursing home residents often have complex medical conditions that 
require care coordination among specialists in hospitals and other care set-
tings, further underscoring the need for nursing homes to have EHRs that 
communicate with other systems to ensure smooth and safe care transitions 
as patients move from one health care setting to another. While federal pro-
grams provided incentives to eligible health care professionals and hospitals 
to support EHR adoption, nursing homes were not designated as eligible for 
such incentives. The long-term care sector, and nursing homes in particular, 
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has been slower to adopt EHRs, due in part to the associated costs. Recom-
mendation 7A calls for the following:

• Identifying pathways to provide financial incentives to nursing 
homes for certified EHR adoption.

As more nursing homes adopt HIT, it will be critical to monitor and 
track HIT adoption and interoperability (ability to communicate with other 
EHRs). The level of HIT adoption varies among nursing homes, so a base-
line measure of adoption needs to be developed. Furthermore, it is vital to 
understand the various barriers and facilitators to HIT use in nursing homes 
in order to improve the efficiency, effectiveness of, and satisfaction with 
HIT—for staff as well as residents and their families. Recommendation 7B 
calls for the following:

• Developing and reporting measures of HIT adoption and interop-
erability; and

• Measuring and reporting nursing home staff, resident, and family 
perceptions of HIT usability.

If HIT is to realize its potential to improve the quality of care and 
increase staff productivity, it will require training nursing home leadership 
and staff, among other factors. However, despite evidence that training is a 
key contributor to staff satisfaction with HIT, most nursing homes do not 
provide adequate training. Recommendation 7C calls for the following:

• Development and ongoing implementation of training in core HIT 
competencies for nursing home leadership and staff.

To create an environment of continuous quality improvement, ongoing 
evaluation studies will be needed to assess the impact of HIT on resident 
outcomes, examine innovative ways to use HIT to improve resident care, 
and understand the key challenges of HIT adoption. Moreover, studies 
will need to explore the disparities in HIT adoption and use across nursing 
homes, paying particular attention to differences in geographic location, 
ownership status, the size of the nursing homes, and specific patient popula-
tions. Recommendation 7D calls for the following:

• Rigorous evaluation studies of HIT use, disparities in HIT adop-
tion and use, innovative HIT applications, and assessment of per-
ceptions of HIT usability.
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CONCLUSION

The urgency to reform how care is financed, delivered, and regulated 
in nursing home settings is undeniable. Failure to act will guarantee the 
continuation of many shortcomings that prevent the delivery of high-quality 
care in all nursing homes. The COVID-19 pandemic provided powerful evi-
dence of the deleterious impact of inaction and inattention to long-standing 
quality problems on residents, families, and staff. The pandemic, however, 
also serves as a stark reminder that nursing homes need to be better pre-
pared to respond effectively to the next public health emergency, and serves 
as an impetus to drive critically important and urgently needed innovations 
to improve the quality of nursing home care. Implementing the committee’s 
integrated set of recommendations will move the nation closer to making 
high-quality, person-centered, and equitable care a reality.

It has been 35 years since the passage of OBRA87 and landmark nurs-
ing home reform measures. It is of the utmost importance that all nursing 
home partners work together to ensure that residents, their chosen families, 
and staff will no longer have to wait for needed improvements to the quality 
of care in nursing homes. The time to act is now.
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Nursing homes, as their very name implies, play a unique dual role in 
the nation’s long-term care continuum, serving as a place where people can 
receive needed health care and assistance with activities of daily living as 
well as a place they call home. For some, nursing homes serve as a tempo-
rary residence where they can recover after a hospitalization or illness. For 
others, it serves as their permanent home, a place where they receive care 
and services that should enable them to live a safe and fulfilled life. Cur-
rently, nearly 1.3 million Americans reside in more than 15,000 certified 
nursing homes (CDC, 2020; KFF, 2020a). Nearly 85 percent of nursing 
home residents are age 65 or older, and more than 40 percent are over 
age 85 (CMS, 2015). Aside from those nursing home residents who live 
there temporarily while rehabilitating from surgery or illness, most nursing 
home residents require assistance with activities of daily living because of 
chronic medical conditions or behavioral challenges, including dementia. 
About half of nursing home residents have Alzheimer’s or other demen-
tias (Harris-Kojetin et al., 2019). The heterogeneity of the nursing home 
population contributes to persistent challenges for achieving optimal care, 
including the ability to provide the appropriate environment, high-quality 
staff training, and comprehensive quality measurement.

Long-term care is increasingly being provided in home and community-
based settings (Fashaw et al., 2020), and nursing home occupancy rates 
are decreasing (CDC, 2017; KFF, 2020b; Harrington et al., 2018). For ex-
ample, occupancy rates declined from 83.7 percent in 2009 to 80.8 percent 
in 2016 (Harrington et al., 2018). Occupancy rates further declined during 
the first year of the COVID-19 pandemic (decreasing by nearly 20 percent 
from 2020 to the beginning of 2021 (NIC, 2021; Paulin, 2021; Taylor and 
Wilson, 2021). While occupancy rates rose during 2021, they have not yet 
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returned to pre-pandemic rates (Berklan, 2021). In spite of this shift to 
community-based settings, nursing homes will likely always be needed for 
many reasons, including for individuals who have complex care needs, are 
without family or friends able to assist with care, or lack the resources to 
be cared for at home.

STUDY CONTEXT

Given the vulnerable state of many, if not most, nursing home residents 
and the large and growing number of older Americans, one would expect 
that the United States as a nation would ensure that nursing homes provide 
comprehensive, high-quality, person-centered care for the country’s aging 
parents, aunts and uncles, brothers and sisters, friends, and loved ones. 
However, the current system of nursing home care in the United States 
often fails to provide the supports and quality of care necessary to ensure 
the well-being and safety of nursing home residents—an unacceptable situ-
ation that has long been apparent to those who research, work in, or have 
loved ones in nursing homes. Indeed, the 1986 Institute of Medicine1 (IOM) 
report Improving the Quality of Care in Nursing Homes (IOM, 1986) ad-
dressed a variety of concerns related to the quality of care in nursing homes, 
including neglect and abuse of residents, poor quality of life, excessive cost, 
lack of or inconsistent regulatory oversight, lack of personal advocates 
for residents, and poor and unstandardized information. Thirty-five years 
ago, the Nursing Home Reform Act was enacted as part of the Omnibus 
Budget Reconciliation Act of 1987 (OBRA 87).2 As a result, the Health 
Care Finance Administration (now the Centers for Medicare & Medicaid 
Services) issued comprehensive regulations and survey processes to “ensure 
that residents of nursing homes receive quality care that will result in their 
highest practicable physical, mental, and social wellbeing.”3 Studies since 
the enactment of OBRA 87 have noted improvements in information on 
resident status, a decreased use of physical and chemical restraints, and in-
creases in direct-care staffing (Fashaw et al., 2020; Wiener, 2007). However, 
while not all nursing homes provide substandard, unsafe, or depersonalized 
care, many of the concerns raised in the 1986 IOM report remain prob-
lematic today.

1  As of March 2016, the Health and Medicine Division of the National Academies of Sci-
ences, Engineering and Medicine (National Academies) continues the consensus studies and 
convening activities previously carried out by the Institute of Medicine (IOM).The IOM name 
is used to refer to reports issued prior to July 2015.

2  Omnibus Budget Reconciliation Act of 1987, Public Law 100-203; 100th Cong., 1st Sess., 
(December 22, 1987).

3  Omnibus Budget Reconciliation Act of 1987, P.L. 100-203; 42 USC 1396r, 100th Cong., 
1st Sess. (December 22, 1987).
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The COVID-19 Pandemic

The COVID-19 pandemic and its devastating impact on nursing home 
residents and staff brought to the forefront the longstanding challenges in 
the nursing home system, such as inadequate staffing levels, poor infec-
tion control, and deficiencies that resulted in actual harm (GAO, 2003; 
Harrington et al., 2016, 2018; Kramer, 2021). In 2020, 42 percent of U.S. 
nursing homes received citations for deficiencies in infection control (KFF, 
2020c), and 15 percent received citations for serious deficiencies that re-
sulted in actual harm to a resident or put the resident at immediate risk for 
harm (KFF, 2020d).

Importantly, workers in nursing home are often underappreciated, 
undercompensated, and underprepared for their roles in providing increas-
ingly complex care. Robust data support the need to enhance training, sala-
ries, and working conditions for nursing home workers, yet little progress 
has been made to improve the quality of these jobs (AHCA/NCAL, 2021). 
Again, the COVID-19 pandemic further exacerbated these pre-existing 
shortcomings. For example, while the work of the direct care workforce 
(e.g., certified nursing assistants) has commonly been referred to as physi-
cally demanding, in 2020 during the midst of the COVID-19 pandemic, the 
role of the nursing home worker was deemed among the most dangerous 
jobs in the country (Lewis, 2021). Burnout and turnover among the nursing 
home workforce due to the COVID-19 pandemic (which were prevalent 
even before the pandemic) are projected to exacerbate existing staff short-
ages across the country (Gandhi et al., 2021; Manchha et al., 2021).

The pandemic also highlighted the vulnerability of nursing home resi-
dents in general. The virus that causes COVID-19 (SARS-CoV-2) is particu-
larly dangerous for individuals with underlying health conditions, especially 
conditions that are typical of nursing home residents. As a result, nursing 
home residents suffered disproportionately high rates of cases, hospitaliza-
tions, and deaths relative to the general population For example, early in 
the pandemic, nursing home residents and staff accounted for 12 percent of 
all COVID-19 cases in the United States (Grabowski, 2020). Moreover, as 
of October 2021, despite nursing home residents making up less than one 
half of 1 percent of the population (CDC, 2020; KFF, 2020a; U.S. Census 
Bureau, 2021) and just under 1.6 percent of all COVID-19 cases, they 
accounted for approximately 19 percent of all COVID-19 deaths (CDC, 
2021a,b). The ubiquity of COVID-19 cases and deaths in nursing homes of 
all types (across facilities with high-and low-quality ratings) is indicative of 
a more systemic problem, one that will require systemic solutions.

Finally, the response to the COVID-19 pandemic shone a harsh light on 
pervasive ageism, or the undervaluing of the lives of older adults (Aronson, 
2020; Carbonaro, 2020; Kendall-Taylor et al., 2020; Kilaru and Gee, 2020). 
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Kilaru and Gee (2020) reflected on structural ageism and noted that “com-
placency to the ongoing loss of life during the [COVID-19] pandemic 
may be the most unfortunate consequence of ageism [. . .] Ultimately, the 
pandemic has forced us to see how we value or devalue the lives of older 
adults.” Fraser and colleagues (2020) asked “Did a pre-pandemic lack of 
resources for residents of [long-term care] homes exacerbate this looming 
crisis and our slow response?” Tied to this undervaluing of older adults is 
the stigma that can be associated with working in a nursing home, which 
contributes to persistent staffing shortages (even before the pandemic) 
(Beynon et al., 2020; Danilovich, 2017; Manchha et al., 2021, 2022). For 
family members’ perspectives, see Box 1-1.

BOX 1-1 
Family Member Perspectives

“The pandemic has lifted the veil on what has been an invisible social ill for 
decades.”

— Daughter and caregiver of two parents  
with dementia who needed nursing home care

“I so wish our society valued more highly the lives of those who are elderly and 
vulnerable and those who serve them. I do not know how to solve that problem.”

— M.K.

“These are not just our veterans, grandparents, parents, friends, siblings. 
This is us as well. We must do better. It is shameful that we do not.”

— Family Member and Concerned Citizen

“These are the most needy, fragile members of society and it is sadly telling 
how poorly they’re treated in this country.”

— K.R.

“I honestly cannot express how it is. You have to experience it yourself. Being 
a resident with no dignity, no privacy, no connection to staff, being told what time 
to eat and shower, at mercy of staff. Or after you have a family member in a [long-
term care] facility, when it is too late to make the impact of change. Hopefully hear-
ing the stories you are going to get inundated with, you will begin to understand 
what is being requested from you to fix the system- it is broken, it is not going away, 
you may be there someday. Please do what is needed to change staffing ratios at 
the very least, because no matter how we speak up, we cannot do it on our own.”

— M.K.

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.
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Overall, the COVID-19 pandemic’s enormous toll on nursing home 
residents, families, and nursing home staff drew renewed and urgent at-
tention to the shortfalls that continue to plague the nursing home industry, 
while highlighting the opportunities to ensure high-quality care for nursing 
home residents.

STUDY ORIGIN AND STATEMENT OF TASK

With support from a coalition of sponsors, including The John A. 
Hartford Foundation, the Commonwealth Fund, the Jewish Healthcare 
Foundation, The Sephardic Foundation on Aging, and The Fan Fox & 
Leslie R. Samuels Foundation, the National Academies of Sciences, En-
gineering, and Medicine (National Academies) formed the Committee on 
the Quality of Care in Nursing Homes in the fall of 2020. The sponsors 
charged the committee to examine how the United States delivers, finances, 
regulates, and measures the quality of nursing home care (see Box 1-2).

PREVIOUS WORK OF THE NATIONAL ACADEMIES

Building upon the 1986 study Improving the Quality of Care in Nurs-
ing Homes, the 2001 IOM report Improving the Quality of Long-Term 
Care provided a comprehensive look at the quality of care and quality of 
life in long-term care broadly (including nursing homes, home settings, 
and residential care facilities) (IOM, 2001a). The report once again raised 
continuing concerns about the quality, cost, and accessibility of care and the 
adequacy of oversight in long-term care settings, especially nursing homes. 
Overall, the report provided recommendations for improving external over-
sight, strengthening the caregiving workforce, building organizational ca-
pacity, and improving reimbursement. The report concluded:

[L]ong-term care should be consumer-centered focusing on the needs, 
circumstances, and preferences of people using care and involving them, 
to the extent possible, in planning, delivering, and evaluating care (IOM, 
2001a, p. 248–249).

Several IOM studies focused specifically on the health care workforce. 
The 1996 report Nursing Staff in Hospitals and Nursing Homes made spe-
cific recommendations related to the numbers and types of nursing staff that 
should be present in nursing homes, key areas for training (e.g., geriatrics, 
occupational health and safety measures, culturally sensitive care, conflict 
management), and research needs (IOM, 1996). The report also examined 
work-related injury and stress for workers in nursing homes and recom-
mended screening of workers for a history of abuse and criminal records. 
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The 2004 study Keeping Patients Safe: Transforming the Work Environment 
for Nurses focused on the connection between the work environment for 
nurses and patient safety, with a particular focus on nursing hours (IOM, 
2004). The report called for improvements in nurse staffing, specifically call-
ing for 24/7 registered nurse presence in nursing homes along with specific 
hours per resident day for different types of nurses. The 2008 report Retool-
ing for an Aging America provided recommendations to build the capacity 

BOX 1-2 
Statement of Task

An ad hoc committee of the National Academies of Sciences, Engineering, 
and Medicine will examine how our nation delivers, finances, regulates, and mea-
sures the quality of nursing home care with particular emphasis on challenges 
that have arisen in light of the COVID-19 pandemic. The committee will consider 
a broad range of issues such as:

• ways to generate and assess the evidence base for interventions, struc-
tures, policies, and care models to promote care innovation while assur-
ing quality of care;

• the impact of current oversight and regulatory structures (including en-
forcement and penalties) on care quality and outcomes, which may 
include examination of: the meaningfulness of the current five-star rating 
system and how it is interpreted by consumers and clinicians; and/or the 
validity, efficiency, and effectiveness of the current survey and certifica-
tion structures and methods, including inspection standards, training of 
surveyors, and their adherence to standards;

• the appropriateness of current emergency preparedness regulations 
and strategies for nursing homes in light of different environmental and 
pandemic threats to residents;

• the influence of current nursing home real estate ownership and payment 
models on the delivery of high-quality care and regulatory compliance;

• the role of the facility medical director as the clinical leader in nursing 
homes;

• strategies to attract, train, and retain a more skilled workforce to nursing 
homes and survey agencies; and

• the role of nursing homes in the continuum of post-acute and long-term 
care.

The committee will develop a set of findings and recommendations to delin-
eate a framework and general principles for improving the quality of care in today’s 
nursing homes, delivering high-quality care in a consistent manner, and ensuring 
the safety and well-being of residents and staff in nursing homes. The committee 
may also consider the relevance of their findings and recommendations to other 
long-term care settings, if applicable.
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of the health care workforce overall to care for older adults (IOM, 2008). 
The committee recommended education and training to enhance the com-
petence of all types of workers in the care of older adults, including training 
medical residents in nursing home settings and enhancing the competence 
of direct care workers. The report also called for redesigning models of care 
to provide comprehensive care to older adults, noting the small-home ap-
proach to nursing home care as an example of person-centered care.

More recently, the 2020 National Academies study Social Isolation 
and Loneliness in Older Adults found that housing status can affect lev-
els of social isolation and loneliness (NASEM, 2020). It noted that while 
long-term care providers may strive to provide home-like accommodations 
and person-centered care, long-term care may increase social isolation and 
loneliness, particularly for individuals who are living far away from their 
loved ones, are unable to engage in meaningful social interactions, or need 
to share a room with someone with whom they are not compatible.

STUDY APPROACH AND SCOPE

The Committee on the Quality of Care in Nursing Homes consisted 
of 17 members with a broad range of expertise, including public health, 
gerontology/geriatrics, public policy, health care and social care providers, 
health equity, health information technology, health care financing and 
administration, nursing home regulation, nursing home quality, emergency 
preparedness and response, and legal issues. Appendix A provides brief 
biographies of the committee members and staff.

The committee deliberated during five 2- to 3-day virtual meetings 
and many conference calls and ad hoc meetings between November 2020 
and November 2021. Additionally, the committee held six virtual public 
webinars and invited speakers to offer comments or make presentations 
to inform the committee’s deliberations. The speakers provided valuable 
input on a broad range of topics, including conceptualizing quality; fam-
ily, resident, and clinical perspectives; industry, oversight, and regulatory 
perspectives (including the state survey process); issues related to staffing, 
culture change, equity, and nursing home leadership and ownership; qual-
ity improvement programs; and nursing home financing. The committee 
also established an online system for collecting narratives on resident, 
family, and nursing home staff experiences. Fifty-six sets of comments 
were submitted, and most came from the family members of nursing home 
residents. Quotes from these narratives are included in boxes throughout 
this report. Additionally, the committee completed an extensive search of 
the peer-reviewed literature and reviewed the gray literature, including 
publications by private organizations, advocacy groups, and government 
entities.
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Overall Approach

The significant challenges to providing high-quality care in nursing 
homes are complex and pervasive and often extend past nursing homes 
themselves, reflecting challenges for long-term care in general as well as the 
broader health care system. Many experts have called for an entirely new 
system of nursing home care, which would go beyond the current realities 
of care delivery, regulation, financing, and quality measurement. Rebuilding 
an entirely new system is appealing, but the committee ultimately concluded 
that substantial and sustainable improvements in the quality of nursing 
home care require a realistic and intentional strategy that will in some areas 
necessitate incremental changes within the current system. Especially in ar-
eas with data and research gaps, for example, an incremental approach en-
ables the time required to gather evidence for the best approach to achieving 
the committee’s vision, while at the same time increases the likelihood that 
unintentional consequences for nursing home residents will be identified 
and mitigated. Focusing only on short-term “quick fixes” also would likely 
not achieve the sustainable changes needed to dramatically improve the 
quality of care provided in nursing homes over the long term. Therefore, the 
committee sought to ensure that its goals and recommendations represent a 
coherent and integrated plan of action to achieve both short-term improve-
ments as well as long-term objectives. The committee’s approach aligns 
with the statement of task, which specifically called on the committee to 
“develop a set of findings and recommendations to delineate a framework 
and general principles for improving the quality of care in today’s nursing 
homes” (see Box 1-2). Many of the committee’s recommendations aim to 
address high-level goals while allowing flexibility in how they should be 
implemented, while others contain greater detail about how to effectively 
implement the recommendations are specified. (See Chapter 10 for more on 
the committee’s approach to implementing its recommendations.)

Definitions and Terminology

The report uses a number of terms that absent further clarification 
may lead to misinterpretation. Below are some important definitions and 
distinctions in terminology.

Nursing Homes

While the terms “nursing home” and “skilled nursing facility” are often 
used interchangeably, skilled-nursing facilities are designed to focus on the 
provision of short-term medical care after a hospital stay (although they may 
also provide long-term care for people with chronic illnesses). Most nursing 
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homes are licensed and serve as both long-term care and skilled nursing 
facilities. For the purposes of this report, unless otherwise noted, the com-
mittee uses the term nursing home to refer to both types of facility.

Nursing Home Residents

Nursing homes provide care to two different groups of people who 
have distinct care needs: short-stay individuals who require post-acute 
care after a hospital stay, and long-stay residents who have a more diverse 
range of care needs. For the purposes of this report, unless the distinction is 
important, the committee refers to all individuals within nursing homes as 
residents, while acknowledging the heterogeneity of the typical population 
in a nursing home that serves as both a long-term care facility and skilled 
nursing facility (i.e., long-stay “residents” and short-stay “patients”).

Person-Centered Care vs. Person-Directed Care

Person-centered care has been defined in many ways, has no single 
agreed-upon definition, and is often used interchangeably with other 
terms such as person-directed care and patient-centered care. The 2001 
IOM report Crossing the Quality Chasm defined patient-centered care as 
“respectful of and responsive to individual patient preferences, needs, and 
values and [ensures] that patient values guide all clinical decisions” (IOM, 
2001b, p. 40). A 2016 literature review found 15 different descriptions 
of person-centered care for older adults that addressed 17 central prin-
ciples or values, mostly in the domains of whole-person care, respect and 
value, choice, dignity, self-determination, and purposeful living (Kogan 
et al., 2016). Person-centered care focuses on the recipient of care and 
their values, preferences, goals, and abilities, rather than the efficiency and 
convenience of care delivery for staff (Fazio et al., 2018). In nursing home 
regulations, CMS has specified that person-centered care means to “focus 
on the resident as the locus of control, and support the resident in mak-
ing their own choices and having control over their daily lives.”4 Person-
centered care requires, at a minimum, knowledge of the range and types 
of needs of nursing home residents and an assessment and care planning 
model that identifies, prioritizes, and addresses those needs in the context 
of their goals, preferences, and values.

Whereas person-centered care recognizes the goals, values, and pref-
erences of individuals in the development of a care plan, person-directed 
care involves including individuals and their chosen family members as 
co-creators in the development of their care plans. This may be particularly 

4  CMS Requirements for Long-Term Care Facilities—Definitions, 42 CFR § 483.5.
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important in nursing homes where “care plans inform nearly all aspects of 
life” (Scales et al., 2017, p. 185). The committee recognizes person-directed 
care as an integral element of person-centered care in nursing homes. For the 
purposes of this report, the term person-centered care is used with the as-
sumption that residents and their chosen family members are fully engaged.

Family Caregivers and Chosen Family

A variety of terms are used to describe the friends and family mem-
bers who support the care of their loved one including family caregivers, 
informal caregivers, caregivers, and care partners. For the purposes of this 
report, the committee uses the term family caregiver with the understanding 
that family caregivers include both family members and non-family care 
partners (who the committee refers to as chosen family). The committee 
further recognizes that family caregivers may not actually provide hands-on 
care, but may provide support in other ways such as providing emotional 
support, representing the resident’s perspective and history, acting as a sur-
rogate decision maker, and advocating for the resident’s safety and security. 
(See more in Chapter 5). In the 2016 IOM report Families Caring for an 
Aging America said

The term “family caregiver” should be used to reflect the diverse nature of 
older adults’ family and helping relationships. Some caregivers do not have 
a family kinship or legally defined relationship with the care recipient, but 
are instead partners, neighbors, or friends. Many older adults receive care 
from more than one family caregiver, and some caregivers may help more 
than one older adult. The circumstances of individual caregivers and the 
caregiver context are extremely variable. Family caregivers may live with, 
nearby, or far away from the person receiving care. Regardless, the family 
caregiver’s involvement is determined primarily by a personal relationship 
rather than by financial remuneration. The care they provide may be epi-
sodic, daily, occasional, or of short or long duration (IOM, 2016).

Health Equity Terms

The term disparities refers to differences in care, but the term inequities 
recognizes “health differences that are avoidable, unnecessary, unfair and 
unjust” (AMA and AAMC, 2021, p. 11). Furthermore, instead of referring 
to cultural competence, the committee has chosen to focus on cultural hu-
mility and cultural sensitivity. Cultural competence implies a finite concept 
that has an endpoint that can be attained (largely based on the learner’s 
confidence and comfort, and mastery of specific knowledge) (AMA and 
AAMC, 2021). Cultural humility, on the other hand, recognizes the need for 
lifelong learning and self-reflection to redress power imbalances and develop 
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mutually beneficial partnerships (Tervalon and Murray-Garcia, 1998). Cul-
tural sensitivity means that cultural norms, values, and practices are under-
stood, respected, and accommodated in the planning and implementation of 
care practices (Mahmood et al., 2021; Meydanlioglu et al., 2015).

Approach to the Continuum of Long-Term Care Services

Long-term care typically refers to the provision of a wide range of 
services for varying lengths of time to promote healthy well-being and inde-
pendence. Most long-term care facilities serve older adults and individuals 
with disabilities or severe/chronic illnesses (NIA, 2017). Settings for long-
term care include private homes, independent living facilities, assisted living 
facilities, nursing homes, and skilled nursing facilities. While individuals 
may move among these settings during their lifetime, this committee charge 
was to focus only on the nursing home setting. However, in accordance 
with the statement of task, the committee does address the larger long-term 
care system as a contextual factor when appropriate.

Approach to Different Nursing Home Populations

Many different populations, with different care needs, goals, and lived 
experiences, reside in nursing homes. In particular, a significant and grow-
ing number of people under the age of 65 reside in nursing homes. Spe-
cific information about the characteristics of this population, however, is 
extremely limited, or outdated (see Chapter 2). For the purposes of this 
study, the committee primarily focused on older adults in nursing homes 
but asserts that its conclusions and recommendations are equally applicable 
for these populations, given the committee’s focus on person-centered care.

Approach to Health Equity and Disparities

Systemic failings such as neighborhood segregation, racism, and age-
ism have long been present in health care. These failings contribute to the 
poor health outcomes consistently shown for racial/ethnic minorities and 
those with low socioeconomic status (e.g., low household income, educa-
tional attainment), which are exacerbated by reduced access to health care 
and compromised quality of care. The health disadvantages due to these 
systemic failings and the resultant health and health care-related disparities 
accumulate over the life course5 to create inequities in patient outcomes in 

5  Dannefer, D. (2003). Cumulative advantage/disadvantage and the life course: Cross-
fertilizing age and social science theory. The Journals of Gerontology Series B: Psychological 
Sciences and Social Sciences, 58(6), S327-S337.
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the long-term care system (Dannefer, 2003). The 2017 National Academies 
report Communities in Action: Pathways to Health Equity stated:

Health equity is the state in which everyone has the opportunity to at-
tain full health potential and no one is disadvantaged from achieving this 
potential because of social position or any other socially defined circum-
stance. Health equity and opportunity are inextricably linked. Currently in 
the United States, the burdens of disease and poor health and the benefits 
of well-being and good health are inequitably distributed. This inequitable 
distribution is caused by social, environmental, economic, and structural 
factors that shape health and are themselves distributed unequally, with 
pronounced differences in opportunities for health (NASEM, 2017, p. 1).

Health equity is generally aspirational and raises a wide range of ques-
tions. What does an equitable nursing home system generally—and a nurs-
ing home specifically—look like? What processes are needed for residents 
to receive care in an “equitable nursing home”? What are the barriers to an 
equitable nursing home system? Can we address those barriers, especially 
those related historical and structural racism? Do we define health equity 
in this context as a system where disparities across specific demographic 
categories (e.g., race, ethnicity, geographic location) are reduced, or a sys-
tem where a demographic category does not predict poor quality nursing 
home care?

The committee determined early in the study process that health equity 
is a fundamental component of high-quality care. Rather than isolating the 
topic in an individual chapter, the committee decided that health equity 
would serve as a lens for all the topics discussed throughout the report. 
When an individual enters a nursing home, he or she should have the same 
expectations of high-quality care as any other regardless of race or ethnicity, 
language, gender, gender identity, or socioeconomic status. Importantly, the 
health equity lens was critical as the committee developed its recommenda-
tions focused on the goal of reducing disparities. That is, the committee 
considered how the implementation of each recommendation could affect 
sociodemographic groups differently or in ways that exacerbate disparities 
across groups.

Approach to the COVID-19 Pandemic

As noted above, the committee’s charge was to undertake a broad 
assessment of the quality of care in nursing homes and the factors that 
affect that care. While this was not a study focused on the impact of the 
COVID-19 pandemic on nursing homes, the committee recognized that the 
pandemic itself served to reveal and amplify the longstanding challenges and 
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serious problems that exist in nursing home settings and have a direct im-
pact on the quality of care provided. Thus, the COVID-19 pandemic served 
as another lens through which the committee explored the wide range of 
issues affecting the quality of care in nursing homes. This report presents 
examples specific to the context of the COVID-19 pandemic, which serve 
to exemplify the challenges to providing quality, person-centered care to all 
nursing home residents.

Challenges of the Evidence Base

As the committee undertook the challenge of assessing the way the na-
tion delivers, finances, regulates and measures the quality of care in nursing 
homes, it quickly became evident that there were significant shortcomings 
in the evidence base on nursing home quality. First, the committee found 
a significant lack of data in many key areas, with many of the available 
data sources and studies quite dated; in many instances, the most recent 
studies on a specific topic had been conducted years or even decades ear-
lier. Furthermore, much of the available research relies on retrospective 
cohort designs and are constrained by the limitations in data. Second, many 
sources did not distinguish among the populations studied. For example, 
in some studies, short-stay residents were not distinguished from long-stay 
residents, and studies of younger populations did not distinguish among 
the age groups below age 65. Moreover, many studies do not distinguish 
long-term care residents by setting of care (e.g., nursing home versus as-
sisted living facility). Finally, given that this study was conducted in the 
midst of the COVID-19 pandemic, the committee was challenged to keep 
up with the inundation of information released on a daily basis—both in 
the popular press and the peer-reviewed literature. The committee sought 
to examine all sources and to prioritize the most salient research in order 
to inform its deliberations.

CONCEPTUAL MODEL OF NURSING HOME QUALITY

Given that the committee’s charge was to examine the quality of care 
in nursing homes, the committee members sought to develop a framework 
to help guide them in their work. Over time, scholars and professional 
health care organizations have developed a variety of conceptual models in 
an attempt to concisely define and measure nursing home quality, and, as 
a framework for this study, the committee created an original conceptual 
model of the quality of care in nursing homes based on a content analysis of 
existing conceptual models (or approaches) of health care quality or qual-
ity of care in nursing homes (see Box 1-3). Committee members performed 
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multiple iterative rounds of analysis on this model, with the committee 
refining the model throughout the study process.

As the model depicts (see Figure 1-1), the committee’s vision of nursing 
home quality is that residents of nursing homes receive care in a safe envi-
ronment that honors their values and preferences, addresses goals of care, 
promotes equity, and assesses benefits and risks of care and treatments. 
However, as the committee’s evaluation of the evidence in the following 
chapters demonstrate, this model of quality care is not the reality in many 
nursing homes; rather, huge gaps in the quality of care remain despite years 
of research, advocacy, and regulation.

The conceptual model has three major components—inputs, nursing 
home care, and outcomes—and the model’s elements and the evidence 
supporting them are discussed throughout this report in greater detail. The 
model presents high-quality nursing home care as having a central focus 
on the nursing home residents that is person-centered, culturally sensitive, 
respectful, and sensitive to social determinants of health. Additional core 
aspects of the model include that it is person-directed; resident needs are 
met; and that it maintains dignity, maximizes independence, balances au-
tonomy and safety, and allows for meaningful relationships.

Inputs to Nursing Home Quality

Inputs that affect nursing home care include payment and financing, 
national and state policy, market trends, consumer expectations, work-
force, ownership and operators, the surrounding community, referring 
health systems, and external quality improvement supports. The committee 

BOX 1-3 
Conceptual Models of Quality Reviewed by the Committee

• IOM Six Domains of Health Care Quality (IOM, 2001b)
• IHI Triple Aim to optimizing health system performance (IHI, 2021a)
• The 4M’s Framework (Fulmer, 2018; IHI, 2021b)
• National Quality Forum (NQF, 2021)
• Donabedian (structure, process, and outcomes) (Donabedian, 1988)
• CAHPS AHRQ Composite measures (Rauch et al., 2019)
• Principles of Culture Change (See Chapter 4, Box 4-1)
• Observable Indicators of Quality (Rantz et al., 2006)
• Good Quality and Poor Quality of Care Model (Rantz et al., 1998)
• Integrated Multidimensional Model of Quality Nursing Home Care  

(consumers/providers combined) (Rantz et al., 1999)
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emphasizes that equity transcends all key categories of nursing home care; 
therefore, the model positions equity as surrounding nursing home care and 
envisioned that it must influence each of the categories.

Categories of Nursing Home Care

In addition to the central focus on residents, four other key categories 
in the conceptualization of high-quality nursing home care are:

• Care that is effective, timely, and equitable;
• Communication that is caring and responsive to residents, families, 

providers, and community;
• Empowered staff who are knowledgeable, consistent, compassion-

ate, and team-based and who follow through with care; and
• An environment that is calm and active (in a way that aligns with 

residents’ needs), friendly, and pleasant; that has community in-
volvement; and that is home-like.

FIGURE 1-1 Conceptual model of the quality of care in nursing homes

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

40 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

Care

The committee envisions the “care” category to encompass elements 
such as addressing basic human needs, including:

• Physiological needs (e.g., food, water, and rest and safety and se-
curity needs, such as being free of illness and injury);

• Social needs (e.g., companionship, family, affection); and
• Self-esteem needs (e.g., independence, meaningful activities, self-

worth; and the ability to reach one’s full potential, including having 
optimal quality of life and meeting spiritual needs).

Care should also address individual care needs, including serious illness 
and end-of-life care, chronic disease, and behavioral health management 
(e.g., medication, treatment) with health restoration and preservation of 
function and comfort.

Communication

The communication category encompasses both relationships and 
communication. Thus the category includes: fostering close relationships 
among residents, staff, and families; positive communication (verbal and 
nonverbal) with residents; staff who are open and listen to families; staff 
who take the time to really talk with residents; collaboration, communica-
tion, and shared decision making and care planning among staff, families, 
and health care providers. The category also includes coordination of care 
with internal and outside entities and the integration of health information 
technology.

Empowered Staff

The empowered staff category refers to having an effective, stable 
leadership involved in care. This ranges from registered nurses involved in 
planning and care delivery and knowledgeable, interdisciplinary staff who 
can meet resident basic human and behavioral health needs to having all 
staff and leaders working as a team. The category also includes sensitiv-
ity to the culture of all staff, residents, and families; respect for residents’ 
needs, likes, and dislikes; collaboration among staff and families in work-
ing with residents; and the involvement of staff and families in care plans. 
This category also includes having staff in adequate numbers and consistent 
staff to care for residents (staff who know them well and help meet their 
needs); adequate supervision and training; and low staff turnover and low 
staff burnout.
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Environment

The environment category involves issues such a physical environment 
for residents and staff that is designed to be safe and secure; is odor free and 
clean, with pleasant smells and sounds; and is well-maintained and natural, 
with good lighting. Outdoor access is important, as is having community 
involvement; having interaction with volunteers, animals, and children; 
having residents engaged in age and functionally appropriate activities; 
and the nursing home feeling like a home, not a warehouse. Evidence of 
emergency preparedness is also a critical element of this category.

Outcomes of High-Quality Care

Outcomes of nursing home care include resident, family, staff, and 
organizational outcomes as well as outcomes related to regulation and 
oversight. Resident outcomes include quality of life, experience with care, 
satisfaction, nursing home quality measures (for both long-stay and short-
stay residents), hospital admissions, health equity, and goal attainment. 
Family outcomes include experience with care, satisfaction, burden, and 
social connectedness. Staff outcomes include staff turnover and retention, 
staff satisfaction, and staff knowledge and competence. Organizational 
outcomes include publicly reported quality measures, occupancy rate, finan-
cial performance and reserves, community representation and connections, 
and health information technology connectivity. Oversight and regulatory 
outcomes include the results seen in state surveys.

Continuous Quality Improvement

Quality improvement is an important action step within the commit-
tee’s conceptual model. The nursing home setting, as is the case in all sectors 
of health care, has a long history of using quality improvement methods to 
measure the quality of care. Facilities use the results of those measurements 
to strive to continuously improve care by engaging with the nursing home 
staff, residents, and families to develop and implement improvement plans. 
If successful, quality improvement efforts result in anticipated improve-
ments documented in the outcomes. If the results are not as anticipated, the 
iterative problem-solving process for new solutions begins.

ORGANIZATION OF THE REPORT

The committee structured its report around the components of the 
conceptual model. This introductory chapter has described the study con-
text, charge to the committee, scope and methods of the study, and the 
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conceptual model. Chapter 2 provides additional information on the land-
scape of the nursing home sector today. Chapter 3 examines issues related to 
quality measurement and quality improvement. Chapter 4 focuses on care 
delivery in nursing homes, while Chapter 5 examines the workforce that 
supports nursing home residents. Chapter 6 addresses issues related to the 
safety and environment. Chapter 7 explores the financing of nursing home 
care. Chapter 8 addresses issues related to quality assurance, specifically, the 
oversight and regulation of nursing homes. Chapter 9 provides information 
on health information technology. Finally, Chapter 10 presents the commit-
tee’s recommendations for improving the quality of care in nursing homes.

In addition to the main report, there are five appendixes. Appendix A 
contains committee and staff biographies. Appendix B provides examples 
of successful demonstration projects in the Initiative to Reduce Avoidable 
Hospitalizations among Nursing Facility Residents. Appendix C contains 
an overview of the areas of measurement and priority areas for research 
included among the committee’s recommendations, and Appendix D pro-
vides a table of the committee’s recommendations organized by responsible 
partner. Appendix E includes a categorization of the committee’s recom-
mendations according to an estimated implementation timeline.

CONCLUSION

Though nursing homes vary in size, type, and layout, in general they 
can be viewed as “complex social systems that consist of different partici-
pants, including staff, leaders, residents, and families in constantly shifting 
interactions” (Myhre et al., 2020). The following chapters present the evi-
dence base for the current quality of care in nursing homes and ultimately, 
the committee’s integrated set of recommendations to move the nation 
closer to achieving high-quality, person-centered, and equitable care for all 
nursing home residents, their families, and the staff who provide care for 
and support residents’ choices and goals.
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The landscape of nursing home care has evolved significantly over the 
past few decades. When the Institute of Medicine (IOM) released Improv-
ing the Quality of Care in Nursing Homes in 1986, the contexts for policy, 
financing, program, research, and quality were vastly different. For ex-
ample, the capacity to measure quality in long-term care settings was quite 
limited. Assisted living facilities did not exist, continuing care retirement 
communities were just being introduced, and home and community-based 
services were newly developed features of long-term services and supports. 
Personal computers were gradually coming on the market, electronic health 
records were in their infancy, and the Internet did not yet exist on a broad 
scale. This chapter documents the history, evolution, and current landscape 
of nursing home care in the United States and sets the stage for the report’s 
subsequent chapters, which provide the evidence base for the committee’s 
recommendations for delivering high-quality nursing home care.

BRIEF HISTORY OF NURSING HOMES

Historically, families were responsible for the majority of care for 
older adults or people with disabilities. Dating back to medieval times, 
poorhouses (also known as “almshouses”) provided care in congregate 
settings for individuals with disabilities, orphans, and older adults (Ogden 
and Adams, 2019). Poorhouses were created based on principles of hospi-
tality and shelter for the poor and individuals experiencing homelessness, 
but they soon became the only option for widows, orphans, older adults, 
and poor people with mental illnesses, physical ailments, such as epilepsy 
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or blindness, and infectious diseases, such as tuberculosis (Gillick, 2018; 
Watson, 2012). Such poorhouses were known for nonexistent safety and 
sanitation standards and poor-quality care that was not customized to an 
individual’s needs. Stigmatization of public assistance and of the popula-
tions of poorhouses perpetuated these harsh conditions and served as a 
barrier to improving care.

The first steps to improving care for older adults were taken with 
efforts in the early twentieth century to distinguish among the various 
populations residing within the poorhouses. Some individuals were tran-
sitioned out of poorhouses into state-sponsored, specialized institutions 
and other acute care facilities (Gillick, 2018; Watson, 2012). Despite such 
efforts, many older adults had no choice but to remain in poorhouses 
(Wagner, 2005).

The watershed moment for modern-day nursing home care in the 
United States was the Social Security Act in 1935 which prohibited provid-
ing federal assistance to residents of poorhouses (IOM, 1986a; Watson, 
2012). With this ban, older adults were forced to seek long-term care in 
private institutions. However, amendments to the act in 1950 allowed pay-
ment for care in licensed public institutions, which led to a rapid growth of 
the current system of nursing homes (both public and private). As a result, 
“[by] shutting the almshouse door, policymakers gave birth to the modern 
nursing home industry” (FATE, 2020).

The demographics of residents in nursing homes have evolved over 
time, as has the proportion of the U.S. population seeking care in nursing 
homes. Today, alternative long-term care settings exist, and nursing home 
residents’ level of acuity and case mix have shifted due to the availability 
of post-acute care, palliative care, and hospice options. While older adults 
are increasingly seeking care in alternate long-term care settings, such as 
assisted living facilities and at home, the number of short stays in nursing 
homes has also increased significantly (Yurkofsky and Ouslander, 2021a). 
As a result, nursing homes are generally admitting residents with higher 
acuity and nursing needs (Fry et al., 2018) and need to adapt to continue 
delivering high-quality care. Changes in the availability of care and dis-
parities in access to care services are discussed below and in Chapter 4. 
Moreover, advances in health information technology (HIT) such as the 
development of electronic health records (EHRs) and health information 
exchanges, have transformed the way care is delivered. As of 2016, nearly 
15,600 U.S. nursing homes containing 1.7 million beds cared for over 
1.3 million residents (CDC, 2020a).

Care delivery in nursing homes has long mirrored an acute care model 
with a medical focus. The reconfiguration of hospitals after World War 2 to 
include rehabilitative care and extended recuperative care placed more of a 
formal medical focus on the role of nursing homes (IOM, 1986b). The 1946 
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Hospital Survey and Construction Act,1 also known as the “Hill-Burton 
Act,” formulated and financed the construction and staffing patterns of health 
care facilities, further transforming nursing homes into medical settings. The 
demand for nursing home care grew quickly—because of both an increase in 
the number of individuals who needed it and the expansion of coverage for 
care in this setting by Medicare and Medicaid. As a result, the industry em-
braced larger facilities with more beds and chain ownership (IOM, 1986b).

Over time, because nursing homes are also a place of residence, many 
stakeholders began to recognize the need to balance the delivery of clinical 
care with quality of life in order to make them feel more like homes. The 
culture change movement in nursing homes, which dates back to the 1980s, 
strives to fundamentally alter beliefs and practices among all stakeholders, 
including residents, staff, and communities, away from a medicalized, in-
stitutionalized model toward a person-centered care model (Koren, 2010). 
Resident choice is a core value of this movement, with an overarching goal 
of enhancing both quality of life and quality of care. (See Chapter 4 for fur-
ther discussion about culture change in nursing homes on culture change.)

Most recently, the need for a more balanced approach between clinical 
care and ensuring quality of life in a homelike setting became even more 
evident by the catastrophic impact the COVID-19 pandemic had on nurs-
ing home care, residents, and staff. The scope of that impact became ap-
parent early in the pandemic, generating widespread media attention and 
significant public alarm. The virus that causes COVID-19 (SARS-CoV-2) 
is particularly dangerous for older adults with underlying health issues. 
Thus, nursing home residents suffered disproportionately high rates of 
cases, hospitalizations, and deaths relative to the general population. The 
consequences of COVID-19 and efforts to address these are discussed 
throughout the report.

CURRENT NURSING HOME POPULATION

Over 1.3 million people in the United States live in nursing homes 
(CDC, 2020a). The demographic characteristics of this population vary 
greatly, as discussed below.

Age

The majority (83.5 percent) of nursing home residents are 65 and older. 
More than one-third (38.6 percent) are 85 and older (Harris-Kojetin et al., 
2019) (see Figure 2-1).

1 Hospital Survey and Construction Act of 1946, P.L. 79-725, 79th Cong., 2nd Sess. 
(August 13, 1946).
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Residents under 65 are the most rapidly growing age group in nursing 
homes, despite the Healthy People 2010 and 2020 goals of shifting care 
of children and young adults out of nursing homes and into home- and 
community-based settings (Jin and Agrawal, 2017). Despite the increas-
ing numbers of younger residents, very little is known about them (Shieu 
et al., 2021). The limited data available rarely distinguish by age group 
under 65, and most of it is not up to date. For example, a 2009 study of 
nursing home residents revealed that younger residents are often male, 
single, and with low levels of education and typically admitted from acute, 
psychiatric, or rehabilitation hospitals (Persson and Ostwald, 2009). In 
2012, the prevalence of residents 30 years old or younger in nursing 
homes was approximately 5.5 out of 100,000 (Jin and Agrawal, 2017). 
New Jersey had the highest prevalence, at 14 out of 100,000 (Jin and 
Agrawal, 2017). A study found that between 2000 and 2017, the percent-
age of the nursing home population younger than 65 increased by nearly 
6 percent and the average age fell by over 2 years (from 81.1 to 78.8) 
(Laws et al., 2021).

Both older and younger nursing home residents value autonomy, iden-
tity, socialization, and privacy. Younger residents in particular identify 
age-appropriate activities and environments, freedom and expression, and 
opportunities to interact with peers as important components of their qual-
ity of life (Muenchberger et al., 2012; Shieu et al., 2021).

FIGURE 2-1 Age of residents in nursing homes.
SOURCE: Harris-Kojetin et al., 2019.
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Medicaid covers the cost of nursing home care for a large majority of 
younger nursing home residents (Miller, 2011). State Medicaid policies and 
programs vary widely, however, which may result in unequal nursing home 
use by younger residents from state to state. The expansion of Medicaid 
eligibility (as a result of the Affordable Care Act2) facilitated access to post-
acute nursing home care for individuals under age 65 (Ritter et al., 2021).

The limited data available indicate that younger adult nursing home 
residents typically have a higher prevalence of psychiatric conditions, in-
cluding anxiety, depression, bipolar disorder, and schizophrenia, than older 
adults (Miller et al., 2012). Middle-aged adults (31–64 years old) com-
monly present to nursing homes with chronic conditions (e.g., diabetes, 
chronic obstructive pulmonary disease, asthma, renal failure, or circulatory/
heart conditions). From 2000 to 2008, the proportion of Black and Latinx 
middle-aged residents increased. Black middle-aged residents were also 
overrepresented compared with their proportion in the general population 
(Miller et al., 2012).

Gender Identity and Sexual Orientation

A significant lack of evidence about the lesbian, gay, bisexual, trans-
gender, queer or questioning, and others (LGBTQ+) population in nursing 
homes is due, in part, to the overall lack of data on the LGBTQ+ popula-
tion (Choi and Meyer, 2016; Fredriksen Goldsen et al., 2019). Measures 
of the LGBTQ+ population have never been included in the U.S. census, 
but approximately 3 million LGBTQ+ adults 55 or older live in the United 
States, which is projected to double in the next two decades (Espinoza, 
2014; SAGE, 2021). LGBTQ+ older adults tend to be single and living 
alone without children, which makes it more likely that they will need to 
rely on families of choice or long-term care facilities as they age (SAGE, 
2021).

LGBTQ+ older adults face unique challenges when seeking long-term 
care services. These include discrimination and harassment, inappropriate 
or neglectful care, a lack of LGBTQ+-specific resources, and anticipatory 
stress related to concealing their identities (Caceres et al., 2020; Putney 
et al., 2018). Approximately 20 percent of LGBTQ+ individuals have not 
shared their sexual orientation or gender identity with their health care 
providers because they are afraid of receiving substandard care (Caceres 
et al., 2020).

LGBTQ+ people who seek nursing home care may have unique health 
care and social care needs. For example, compared with cisgender and 

2 For more information, see https://www.hhs.gov/healthcare/about-the-aca/index.html 
(accessed October 4, 2021).
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heterosexual3 older adults, older members of the LGBTQ+ community are 
more likely to have poor physical or mental health, delay or avoid seek-
ing health care, report having a disability, be socially isolated, smoke or 
engage in alcohol or substance use, report suicidal thoughts, have lower 
incomes, and experience poverty or homelessness (Candrian et al., 2021; 
SAGE, 2021).

Members of the LGBTQ+ community may face harassment and abuse in 
nursing homes. Nearly one-quarter of LGBTQ+ report experiencing verbal 
or physical harassment, or both, from other residents, and approximately 
14 percent report experiencing verbal or physical harassment, or both, from 
staff (Justice in Aging et al., 2015). Significant percentages of LGBTQ+ 
adults report fearing neglect (67 percent), abuse (62 percent), limited access 
to services (61 percent), and verbal or physical harassment (60 percent) in 
long-term care settings (Houghton, 2018). Efforts to improve the quality of 
care for this population of nursing home residents include enhanced staff 
training in LGBTQ+-affirming care (Putney et al., 2018).

Race and Ethnicity

In 2018, 23 percent of all adults over 65 in the United States identified 
as part of racial and ethnic minority populations (about 9 percent were 
non-Hispanic Black, 6 percent were non-Hispanic other, and 8 percent were 
Hispanic) (AoA, 2020). Similarly, the majority of nursing home residents are 
non-Hispanic white, with smaller percentages identifying as non-Hispanic 
Black, Hispanic, or non-Hispanic other (see Figure 2-2) (Bowblis et al., 
2021; Harris-Kojetin et al., 2019). Minority residents make up less than 
2 percent of a facility’s population in nearly half (43 percent) of all U.S. 
nursing homes (Sloane et al., 2021). However, the nursing home popula-
tion (like the United States itself) is becoming more diverse. (See Chapter 5, 
Figure 5-3 for racial and ethnic diversity among nursing home staff.)

Disparities

A myriad of factors contribute to resident racial and ethnic disparities 
within and between nursing homes, including (1) limited clinical resources, 
(2) limited financial resources, (3) limited community resources, (4) lower 
levels of direct care, (5) limited or no bilingual staff or ombudsmen, and 
(6) larger staffing shortages (Lee et al., 2021). As a result, residents of racial or 

3 Cisgender is defined as “having or relating to a gender identity that corresponds to the 
culturally determined gender roles for one’s birth sex (i.e., the biological sex one was born 
with)”; heterosexuality is defined as “sexual attraction to or activity between members of the 
opposite sex” (APA, 2020a,b).
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ethnic minority groups receive lower-quality care, which may result in higher 
rehospitalization rates and greater difficulties being discharged into their 
community as compared with non-Hispanic white residents (Lee et al., 2021).

For example, white nursing home residents with Alzheimer’s Disease 
and related dementias (ADRD) are more likely than Black or Hispanic resi-
dents to receive care in nursing homes with Alzheimer’s special care units, 
which results in better health outcomes (Rivera-Hernandez et al., 2019). 
White nursing home residents with ADRD are also less likely to

• receive care in for-profit facilities, which typically demonstrate 
lower levels of quality than nonprofit facilities (see Chapter 8); and

• be enrolled in Medicare Advantage plans (which may be less willing 
to cover high use) (see Chapter 7) (Rivera-Hernandez et al., 2019).

White residents with ADRD are also less likely to or be cognitively, 
functionally, or physically impaired compared to Hispanic and African 
American residents with ADRD, which suggests that the latter may be ad-
mitted to a nursing home at a later stage in their ADRD disease progression 
and receive delayed and inadequate care, although more research is needed 
to understand these characteristics’ impact on access to services (Rivera-
Hernandez et al., 2019).

Black, indigenous, and other people of color (BIPOC) report lower 
quality of life than white nursing home residents using an overall summary 
score from a resident-level dataset of long-stay residents in Minnesota to 

FIGURE 2-2 Race and ethnicity of nursing home residents.
SOURCE: Harris-Kojetin et al., 2019.
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measure general quality of life and 6 simplified domains scores of resident 
quality of life: facility environment, attention from staff, food enjoyment, 
engagement, negative mood, and positive mood (Bowblis et al., 2021). 
Several studies in Minnesota, for example, found disparities in quality of 
life for BIPOC residents, which was mostly explained by the racial com-
position of the facility itself (i.e., a higher percentage of BIPOC residents) 
(Bowblis et al., 2021; Shippee et al., 2016, 2020). Bowblis and colleagues 
(2021) concluded that “efforts need to focus on addressing systemic dis-
parities for [nursing homes] with a high proportion of residents who are 
BIPOC” (p. 1051). Additionally, facilities with a higher concentration of 
racial and ethnic minority residents are more likely to have lower staffing 
levels, increasing their risk of poor-quality care (Li et al., 2015a,b). Another 
study found that Black residents were more likely than white residents to be 
dually eligible for Medicare and Medicaid and less likely to be admitted to 
nursing homes with 4- or 5-star ratings (Yan et al., 2021; see also Sharma 
et al., 2020). (See Chapter 3 for more on the five-star rating system.) Dual-
eligible residents are more likely to be discharged to nursing homes with 
low staffing ratios and so more likely to become long-stay residents than 
Medicare-only beneficiaries (Rahman et al., 2014).

Research also reveals disparities in care, such as lower flu vaccination 
rates (Travers et al., 2018a,b), higher hospital readmission rates, and greater 
feelings of social isolation among racial and ethnic minorities than white resi-
dents in the same facility (Lee et al., 2021). According to reports by ombuds-
men, racial and ethnic minority residents may avoid filing complaints about 
the quality of nursing home care out of fear of retaliation (Lee et al., 2021).

State surveyors are not required to collect data on race and ethnicity, nor 
are ombudsmen required to evaluate the quality of care and quality of life 
based on racial and ethnic differences. Other factors, such as privacy-related 
data constraints and small numbers of populations, also increase the difficulty 
in collecting and reporting data related to the race and ethnicity of nursing 
home residents (e.g., the Centers for Medicare & Medicaid Services [CMS] 
cannot publish data containing individual identifiers for a population of fewer 
than 10 individuals) (CMS, 2020). Moreover, racial and ethnic bias and sensi-
tivity training is not currently required for nursing home staff (Mauldin et al., 
2020). The lack of robust data specific to race and ethnicity in nursing homes 
makes it difficult to document the true extent and impact of disparities in care.

Systemic Issues

Systemic failings, such as neighborhood segregation, racism, and age-
ism, have had a long-standing impact on health care practices and policies, 
including those involved with nursing home care (Bowblis et al., 2021; 
Sloane et al., 2021). A systematic review of racial and ethnic disparities 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

EVOLUTION AND LANDSCAPE OF NURSING HOME CARE 55

found that most are among long-term care facilities rather than within fa-
cilities, reflecting inequities in resources and infrastructure associated with 
residential segregation (Konetzka and Werner, 2009). Other studies have 
shown extensive racial segregation among nursing homes (Mack et al., 
2020; Mauldin et al., 2020) and described the key factors driving it: 
(1) race-based facility preferences, (2) systemic racism, (3) disparities in 
funding, and (4) unequal distributions of staff (Mack et al., 2020).

This segregation contributes to consistently worse health outcomes in 
nursing homes for racial and ethnic minority populations, particularly if 
they are of lower socioeconomic status (Bowblis et al., 2021; Travers et al., 
2021). For example, nursing homes located in an urban setting are at higher 
risk for having residents with low social engagement, which can contribute 
to worse physical health and low life satisfaction, increased social isolation 
and loneliness, higher mortality, poorer quality of life, cognitive decline, 
and visual or communication impairment (Bliss et al., 2017). These poor 
outcomes are exacerbated by reduced access to quality health care. These 
health and health care disparities accumulate over the life course to create 
and sustain inequities in resident outcomes (Bowblis et al., 2021).

Short-Stay and Long-Stay Residents

Nursing home residents comprise two distinct populations. Post-acute 
patients typically are admitted after a hospital stay and represent 43 percent 
of the nursing home population. Long-stay residents typically require care 
for chronic medical conditions and or assistance with activities of daily 
living and represent 57 percent of the patient population (Harris-Kojetin 
et al., 2019). The average length of stay for a long-stay resident is 2.3 years, 
compared to 28 days for short-stay patients (Sifuentes and Lapane, 2020). 
The majority of the current long-stay population is white, but it is becoming 
more diverse (as discussed) (Bowblis et al., 2021). Figure 2-3 describes the 
common types of short- and long-stay residents.

Compared with short-stay residents, long-stay residents are more of-
ten women, more likely to be over the age of 65, and have higher rates of 
mental and chronic illnesses (Harris-Kojetin et al., 2019).

Residents under 65 account for 18.6 percent of the short-stay and 
14.9 percent of the long-stay population (Harris-Kojetin et al., 2019). 
Recent findings indicate that a higher proportion of short-stay residents 
(23.8 percent) required an overnight hospital stay while living in a nursing 
home than long-stay residents (8.7 percent) (Harris-Kojetin et al., 2019).4

4 This report used overnight hospitalization rates as measures of adverse and potentially 
avoidable events, but the data could also be the result of short-stay residents requiring 
hospitalization for acute illnesses or reflect differences in care preferences, as long-stay resi-
dents may prefer comfort care over hospitalization.
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Common Health Conditions

About 14.9 percent of people living in nursing homes require help with 
at least five activities of daily living (ADLs)5 (CMS, 2015). Most have more 
than one chronic condition (such as arthritis, hypertension, diabetes, heart 
disease, or osteoporosis), and some also experience cognitive impairments 
or behavioral health conditions. The health of the nursing home population 
often differs between short- and long-stay residents (see Table 2-1).

Younger nursing home residents may have a wide range of care condi-
tions, including depression, young-onset dementia, schizophrenia, seizure 
disorders, intellectual disabilities, traumatic injury, or hemi-quadriplegia, 
and many have little family or community support (Persson and Ostwald, 
2009). Road traffic injuries, violence, and combat or sport injuries are com-
mon causes of traumatic brain injury and hemi-quadriplegia in this popula-
tion (Shieu et al., 2021). Residents under 65 often experience higher rates of 
obesity, intellectual disabilities, and hemiplegia and quadriplegia than older 
adults in nursing homes (Persson and Ostwald, 2009).

Care Needs and Services Provided

To care for people with a variety of conditions, nursing homes provide 
a spectrum of services, including skilled nursing and medical care, 24-hour 
supervision, hospice and end-of-life care, treatments related to bladder or 
bowel incontinence, and assistance with ADLs.

5 Activities of daily living are skills required to manage one’s needs and can include ba-
sic ADLs (e.g., walking, feeding, dressing, personal hygiene, continence, and toileting) and 
instrumental ADLs (e.g., transportation, shopping, managing finances, meal preparation, 
housecleaning, and managing medications) (Edemekong et al., 2021).

FIGURE 2-3 Types of short-stay and long-stay residents of nursing homes.
SOURCE: Ouslander and Grabowski, 2019.
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As noted above, most nursing home residents need assistance with one 
or more ADLs, most frequently for the following:

• Bathing (96.7 percent);
• Dressing (92.7 percent);
• Toileting (89.3 percent);
• Walking or locomotion (92.0 percent);
• Transferring in and out of bed (86.8 percent); and
• Eating (59.9 percent) (Harris-Kojetin et al., 2019).

The majority of nursing homes provide both short-term rehabilitation 
and subacute care.6 Individuals receiving subacute care have variations 
in the intensity of their care needs and the stability of their conditions. 

6 Sub-acute care is defined as intensive care typically provided in skilled nursing facilities for 
those with a critical illness, such as cancer or injury. It is less intensive than acute care, which is 
more typically provided in hospitals for debilitating illnesses, such as strokes and heart attacks, 
or recovery after a major surgery (Martel, 2019).

TABLE 2-1 Common Conditions Among Nursing Home Residents

Condition Percent of Nursing Home Residents

Arthritis 25.1% of short-stay residents

29.7% of long-stay residents

Hypertension 71.5% of all residents

Diabetes 32.0% of all residents

Heart disease 38.1% of all residents

Osteoporosis 12.3% of all residents

Alzheimer’s and related dementias 47.8% of all residents

36.7% of short-stay residents

58.9% of long-stay residents

Mild/no cognitive impairment 38.7% of all residents

Moderate cognitive impairment 24.8% of all residents

Severe cognitive impairment 36.6% of all residents

Significant mental health disorder* 65–91% of all residents

Depression 42.6% of short-stay residents

53% of long-stay residents

Pain 33% of all residents

Fall resulting in no injury 11% of all residents

Fall resulting in injury 5.3% of all residents

SOURCES: CMS (2015); Grabowski et al. (2010); Harris-Kojetin et al. (2019); Hunnicutt et al. (2017).

NOTE: Grabowski et al. (2010) uses the phrase “significant mental health disorder” to capture the various 
definitions used in other sources. The three studies define their variables differently to include psychiatric 
diagnoses, psychiatric morbidity, perceived mental health status, and any other mental health diagnosis.
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In contrast, the long-stay residents who need long-term care services and 
support typically have many chronic conditions (including one or more 
geriatric syndromes7) that require professional nursing surveillance to iden-
tify subtle changes in condition that could lead to hospitalization and 
potentially death. Some nursing homes have further diversified by provid-
ing specialty care focusing on, for example, dementia care and hospice or 
end-of-life care (Sherman and Touhy, 2017).

Nursing homes commonly deliver rehabilitation services, such as physi-
cal, occupational, or speech therapy for both long-stay and post-acute 
residents (NIA, 2021). Overall, about 32 percent of residents received 
rehabilitation services in 2016 (Harrington et al., 2018).

Nursing homes provide care through the end of life, and most (80.7 per-
cent) offer hospice services (Harris-Kojetin et al., 2019).8 From 1999 to 
2019 (before the COVID-19 pandemic), an average of 21 percent of all 
deaths and 27 percent of all deaths among individuals at least 65 years old 
in the United States occurred in nursing homes or long-term care facilities 
(CDC, 2020b).

Chapter 4 provides an in-depth discussion of resident care needs and 
the services provided in nursing homes.

NURSING HOME CHARACTERISTICS

The broader continuum of long-term care facilities and services includes 
the following:

• independent living,
• outpatient therapy,
• inpatient therapy,
• home-based primary care,
• in-home services and supports,
• medical foster homes,
• residential care communities,9

7 Geriatric syndromes are common health conditions among older adults. Four shared 
risk factors—older age, baseline cognitive impairment, baseline functional impairment, and 
impaired mobility—have been identified across five common geriatric syndromes (pressure 
ulcers, incontinence, falls, functional decline, and delirium). Geriatric syndromes do not fit 
into typical discrete conditions and are often assessed more holistically as multifactorial health 
conditions (Inouye et al., 2007).

8 Calculated by the National Center for Health Statistics as the number of beds in a unit 
identified and dedicated by a facility for residents needing hospice services and/or the number 
of residents receiving hospice care benefit (Harris-Kojetin et al., 2019).

9 Residential care communities cover a variety of residential settings, including assisted 
living facilities.
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• adult day care,
• nursing homes, and
• hospice care (see Chapter 4 for more discussion on hospice services).

The various care settings in this continuum have different funding 
streams, ownership, and regulations, which can complicate care coor-
dination and communication as individuals move across these settings 
(Goldberg, 2014).

Size, Type, and Location

The United States has 1.7 million nursing home beds, the vast majority 
of which (97.5 percent) are Medicare certified (CDC, 2020a; Harris-Kojetin 
et al., 2019). The number of certified beds in an individual nursing home 
ranges from two to 1,389, with an average of 106. The South has the larg-
est share (34.8 percent) of nursing homes, while the Midwest has the largest 
share of nursing home beds. Metropolitan areas account for the large ma-
jority of nursing homes (71.5 percent), with 13.9 percent in micropolitan 
areas and 14.6 percent in other areas of the country10 (Harris-Kojetin et al., 
2019).

Nursing homes can be characterized according to their own unique de-
sign elements, the considerations for resident and staff well-being, and the 
type of care delivered. Common examples of the various types of nursing 
homes are listed below (Table 2-2).

The U.S. Department of Veterans Affairs

The Veterans Health Administration (VHA), an operating unit within 
the U.S. Department of Veterans Affairs (VA), is the largest integrated health 
care network in the United States, providing care to more than 9 million vet-
erans per year.11 In 2015, the VHA spent $7.4 billion (13 percent of health 
care expenditures) for long-term care services (Colello and Panangala, 2017). 
The VA provides long-term care in three settings classified as nursing homes: 
approximately 134 community living centers (VA-owned and -operated), 
approximately 1,769 community nursing homes (VA-contracted non-VA 
nursing homes), and approximately 148 state veterans homes (state-owned 
and -managed centers providing full-time care) (GAO, 2019). VA nurs-
ing homes can provide both post-acute and long-term care (DVA, 2021). 

10 “Each metropolitan statistical area must have at least one urbanized area of 50,000 or 
more inhabitants. Each micropolitan statistical area must have at least one urban cluster of at 
least 10,000 but less than 50,000 population” (Census Bureau, 2021a).

11 For more information, see https://www.va.gov/ (accessed November 3, 2021).
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TABLE 2-2 Common Types of Nursing Homes

Nursing Home Type Description Design Elements

Traditional nursing 
home

- ≥20 residents on the ward
-  Differentiated tasks for staff
-  Routines and rules of the 

organization determining 
daily life

-  Care required by a resident’s 
care plan covered by Medicaid; 
eligibility varies by state

- Large building
- Long corridors
- Shared rooms
- Hospital-like atmosphere
- Separate kitchen
-  Facilities, such as a 

restaurant and activity areas, 
attached to the ward

Small-scale living 
facility within a larger 
nursing home

- Typically 8–20 residents
- Joint household
-  Meals (including dinner) prepared 

inside the home three times a day
- Integrated tasks for staff
- Small team of caregivers
-  Residents and informal caregivers 

determining daily life

- Homelike situation
- Single rooms
- Familiar interior
-  Common living room 

attached to kitchen
- Outdoor area accessible

Stand-alone small-
scale living facility

-  Same characteristics as a small-
scale living facility on the terrain 
of a larger nursing home

-  Situated in a neighborhood
-  Aims at close connections with 

the community and opportunities 
to maintain a social network

- Archetype house
- Single rooms
- Familiar interior
-  Common living room 

attached to kitchen
-  No direct access to facilities 

at a larger nursing home
- Outdoor area accessible

Greenhouses -  A small campus of residences 
for 10–12 older and/or disabled 
persons

-  Medicaid coverage allowable

- Household-size kitchens
- Dining areas
- Activity space
- Outdoor access

SOURCES: Adapted from CMS, 2021a; Cohen et al., 2016; de Boer et al., 2018.

Compared with the general nursing home population in the United States, 
the veteran nursing home population tends to be younger, more likely to 
be male, and more likely to suffer from disability, illness, chronic pain and 
injuries, and mental illnesses (DVA-OIG, 2020; NCVAS, 2020). In 2019, 
the U.S. Government Accountability Office projected that the percentage 
of veterans requiring nursing home care would increase significantly (by 
16 percent) between 2017 and 2022 (GAO, 2019).

Pediatric Nursing Homes

Pediatric nursing homes are also available for those under the age of 21. 
Data from 2015 identify about 29,000 children residing in 100 U.S. pe-
diatric long-term care facilities (Hessels et al., 2017). That number has 
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decreased in recent years due to an increased emphasis on home- and 
community-based settings (Friedman and Kalichman, 2014). An over-
whelming majority (90 percent) of children with complex care needs12 rely 
on Medicaid; their cost of care is expected to continue rising dramatically 
(PCCA, 2016). This population commonly includes children who:

• are medically fragile;
• need brief, acute care after hospitalization;
• have complex medical needs;
• have functional impairments;
• have developmental or cognitive disabilities;
• require ventilator support;
• have more than one chronic condition; or
• have life-limiting conditions.

Similar to adult nursing homes, pediatric nursing homes typically pro-
vide skilled nursing care, occupational therapy, and recreational therapy 
(Children’s National, 2021; Hessels et al., 2017; Nursing Home Law 
Center, 2010; Stein, 2001). Unlike adult nursing homes, pediatric facilities 
typically also coordinate with the local education system and provide other 
resident and family educational services (Children’s National, 2021; Hessels 
et al., 2017; Stein, 2001). Children with complex care needs often need 
advanced medical devices, such as tracheostomies, gastric feeding tubes, 
or ventilators (PCCA, 2016). The length of stay in a nursing home varies 
significantly within this population: some children stay briefly after birth 
due to difficulty breathing, some stay for brief periods when their caregiv-
ers are unavailable, and some remain long-term, eventually transitioning to 
adult facilities. At age 18 or 21, most “age out” of pediatric nursing homes 
(Children’s National, 2021; HealthCarePathway.com, 2022; PCCA, 2016, 
2020; Stein, 2001). This transition can be extremely confusing and labor-
intensive for families, as only about 40 percent of families receive transition 
services, funding streams often end and change, and adult nursing home 
providers often are not expert in caring for these individuals (PCCA, 2016; 
Stein, 2001). Additionally, no facilities specialize in caring for a population 
transitioning out of pediatric care, so most young adults enter traditional 

12 Children with complex care needs most often have conditions in four categories: 
(1) chronic, severe health conditions, (2) substantial health service needs, (3) functional limi-
tations, which are often severe, or (4) high health resource use. More technically, these children 
are classified under Clinical Risk Group of 5b or higher (PCCA, 2016). Examples of typical 
diagnoses include chronic lung disease, congenital heart disorders, orthopedic and respiratory 
conditions, spina bifida, traumatic brain injury, and congenital anatomical malformations; 
“these diagnoses are often accompanied by one or several comorbidities, and many also 
present with some form of developmental delays and intellectual disabilities” (PCCA, 2016).
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nursing facilities. This can be particularly difficult for residents aged 22–35 
who may be socially isolated and not receive the care they need in typical 
nursing home settings (Ansberry, 2007; Marselas, 2019; Stein, 2001). Chil-
dren and young adults living in adult nursing homes can be vulnerable to a 
variety of forms of mistreatment or abuse, including sexual abuse, physical 
abuse, neglect, molestation, and medication errors (Nursing Home Law 
Center, 2010). Additional challenges include the lack of pediatric-specific 
state regulations, unfamiliarity with the pediatric population on the part of 
surveyors, staffing shortages, and a lack of pediatric quality indicators or 
assessment tools (PCCA, 2016).

Critical Access Hospitals

CMS-designated critical access hospitals (CAHs) aim to improve ac-
cess to essential services in rural locations. Some CAHs have extended 
care units that are licensed as nursing homes, as rural areas are less likely 
to have stand-alone facilities. This allows CAHs to use inpatient beds for 
acute care or nursing home-level care as needed, most often for older adults 
requiring post-acute care (RHIH, 2019). Overall, CAHs receive benefits to 
reduce the financial vulnerability of rural hospitals due to low census and 
are also eligible for Medicare cost-based reimbursement instead of payment 
by Medicare’s Prospective Payment System (RHIH, 2019). However, CAH 
swing beds for post-acute nursing home care are not eligible for cost-based 
reimbursement (RHIH, 2019).13 About 1,352 small rural hospitals are 
designated as CAHs in 45 states, and approximately 22 percent of them 
own a nursing home (Castellucci, 2020; Flex Monitoring Team, 2020). 
These hospitals have an overall occupancy rate of about 36 percent when 
including both observational and post-acute swing beds (MedPAC, 2021). 
In 2018, Medicare paid over $11 billion in total cost-based payments to 
CAHs, with an average payment of $8 million per CAH for all hospital 
care. This represents approximately 5 percent of all Medicare payments for 
inpatient and outpatient hospitals (MedPAC, 2020).

FACTORS THAT INFLUENCE THE QUALITY 
OF CARE IN NURSING HOMES

A variety of factors influence the quality of care in nursing homes. 
The following sections give a high-level overview for several key factors, 
including quality measurement and quality improvement, the workforce, 
the environment and safety, financing and payment, ownership, quality 

13 42 CFR § 413.114(c); see: https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/
part-413 (accessed February 15, 2022).
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assurance, and HIT. All of these topics are covered in more detail in subse-
quent chapters of this report.

Quality Measurement and Quality Improvement

Ensuring and improving the quality of care in nursing homes requires 
measuring it in order to inform consumers, hold providers and organiza-
tions accountable, and support evidence-based treatments and interven-
tions. The current system for quality measurement in nursing homes is the 
CMS Five-Star Rating System, which establishes a score based on health 
inspections, staffing levels, and clinical outcomes. However, these measures 
do not include the resident and family experience. Chapter 3 further ex-
plores issues related to quality measurement and improvement.

Nursing Home Workforce

Nursing homes rely on 1.2 million individuals to provide care and 
maintain facilities (Denny-Brown et al., 2020). They typically use a variety 
of workers, including nursing staff (e.g., registered nurses, certified nursing 
assistants), administrators, housekeeping staff, dietary staff, and medical 
and social care providers. The vast majority of direct care is provided by 
low-paid, racially diverse, primarily female workers (Sloane et al., 2021). 
The number and types of staff may depend on the number of residents and 
the scope of services provided. Some of the workers may be contracted 
through agencies rather than hired as employees.

Nursing homes have historically struggled with workforce shortages 
and high rates of turnover—both exacerbated by the COVID-19 pandemic. 
Facility-level data from the Long-Term Care Facility Staffing Payroll-Based 
Journal shows that daily staffing levels varied greatly by facility and are often 
below CMS recommended levels; for example, 75 percent of nursing homes 
were almost never in compliance with RN staffing levels (Geng et al., 2019). 
Similarly, turnover rates also varied but were well over 100 percent for RNs, 
LPNs, and CNAs (Gandhi et al., 2021). Between September and October 
2021, over 30 percent of facilities reported staffing shortages (Paulin, 2021). 
Chapter 5 discusses the nursing home workforce and issues related to staffing.

Nursing Home Environment and Safety

The physical environment of nursing homes has a significant effect on 
resident well-being and quality of life. Most were built in the 1960s and 
1970s, mirror the design of a hospital, and are not fully equipped to pro-
vide high-quality care (see Chapter 4 for more discussion) (Eijkelenboom 
et al., 2017; Kramer, 2021; Schwarz, 1997). Certain features of the 
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environment can decrease quality of life, hinder infection control, and 
create barriers for staff caring for residents, including large buildings and 
units (Waters, 2021), shared rooms (Nygaard, 2020), poor air flow and 
filtration (Lynch and Goring, 2020), poor lighting (Wu et al., 2015), un-
wanted noise (Sloane et al., 2002), and limited outdoor access (Sandvoll, 
2020). Ensuring resident safety requires addressing issues such as infec-
tion control, medication safety, physical injury prevention, and emergency 
preparedness. Chapter 6 further explores the environment and safety of 
nursing homes.

Financing and Payment

In 2020, Medicaid covered the majority of nursing home residents 
(62 percent); Medicare Part A was the primary payer for 12 percent of resi-
dents, and 26 percent had private insurance (KFF, 2020a). Medicare is the 
predominant payment source for post-acute care (typically associated with 
short-stay residents), while the federal-state Medicaid program primarily 
pays for long-term care in nursing homes (KFF, 2007, 2017; Sifuentes and 
Lapane, 2020).

Given that state Medicaid programs play a large role in paying for 
long-term nursing home care, competition among nursing homes is limited, 
which can limit incentives to improve quality. Additionally, Medicaid must 
provide long-term care to eligible individuals, but it is only required to do 
so in nursing home facilities. Many people prefer alternatives to nursing 
homes, but the availability of home and community-based care varies by 
state and may impact a resident’s decision to enter a nursing home if no 
other options are available (Reaves and Musumeci, 2015). In 2018, for 
instance, 185,774 Medicaid beneficiaries were on a waitlist for home-based 
care (KFF, 2018). Facilities with higher proportions of Medicaid residents 
are often under-resourced, understaffed, and located in poor and minority 
communities (Li et al., 2015a; Mack et al., 2020; Mor et al., 2004; Taylor 
et al., 2020).

According to industry surveys, the average cost of nursing home 
care has risen significantly over the past few years; this is projected to 
continue (Witt and Hoyt, 2021) and will likely create issues of access as 
the age and proportion of the U.S. population needing long-term care 
also rises (Johnson et al., 2021). According to one estimate, in 2016, 
the annual cost for a semi-private nursing home room was $82,128, 
and the annual cost for a private nursing home room was $92,376 (Witt 
and Hoyt, 2021). By 2030, costs are projected to rise to $125,085 and 
$142,254, respectively. Another study estimates approximately 7.8 mil-
lion seniors (54 percent) will not qualify for Medicaid even after spending 
down their housing assets and will not be able afford nursing home care 
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in 2029 (Pearson et al., 2019). Chapter 7 further explores the financing 
and payment of nursing home care.

Ownership

The majority of nursing homes (69.3 percent) are for-profit, with nearly 
one-quarter nonprofit and 7.2 percent government owned (Harris-Kojetin 
et al., 2019). Private equity firms own approximately 11 percent of nursing 
homes (Gupta et al., 2021; Spanko, 2020). Nearly 60 percent of nursing 
homes are affiliated with a chain—defined as corporations that own or run 
two or more such facilities (Harris-Kojetin et al., 2019; Stevenson et al., 
2013). State-level trends have demonstrated that the ownership of nursing 
homes by large national chains is declining and the number of smaller, 
regional, private investment-owned facilities is increasing (Stevenson et al., 
2013). Researchers and policy makers have an increasing interest in deter-
mining the relationships between ownership type and quality outcomes: 
historically, quality has been lower in for-profit nursing homes (Comondore 
et al., 2009; GAO, 2011; Grabowski and Stevenson, 2008; Harrington 
et al., 2012; You et al., 2016) and those owned by private equity firms 
(Gupta et al., 2021; Harrington et al., 2012).

Some private equity investment firms have purchased publicly held 
chains. There is some evidence that private-equity-owned nursing homes 
also have lower staffing, poorer resident outcomes, and more deficiencies 
than nonprofit or public nursing homes (Gupta et al., 2021; Harrington 
et al., 2001; Pradhan et al., 2014; Stevenson and Grabowski, 2008). 
(See Chapter 8 for more on nursing home ownership.)

Quality Assurance (Oversight and Regulation)

CMS is ultimately responsible for the regulatory oversight of nursing 
homes at the federal level, but states assist with conducting inspections to 
certify compliance with federal regulations. To enforce standards of care, 
state survey agencies can levy sanctions against poorly performing nursing 
homes. In 2016, the top deficiencies cited were the following:

 1. Infection control (45.4 percent),
 2. Food sanitation (42.6 percent),
 3. Accident environment (39.8 percent),
 4. Quality of care (34.3 percent),
 5. Pharmacy consultation (26.8 percent),
 6. Unnecessary drugs (24.9 percent),
 7. Comprehensive care plan (24.9 percent),
 8. Clinical records (22.6 percent),
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 9. Dignity (20.6 percent), and
10. Qualified personnel (18.3 percent) (Harrington et al., 2018).

Chapter 8 further addresses the oversight and regulation of nursing 
homes.

Health Information Technology

Health information technology (HIT) systems, such as electronic 
health records designed to facilitate health care delivery, management, 
and payment, have spread throughout the U.S. health care system. HIT 
capabilities in effectively promoting patient safety, enhancing the effec-
tiveness of patient care delivery, facilitating the management of chronic 
conditions, and improving the efficiency of health care professionals are 
particularly important in nursing home settings, given the characteristics 
of the population. Residents typically have complex conditions, take 
multiple medications, and frequently undergo transitions in care (e.g., 
visits to the emergency department and hospital admissions) (Vest et al., 
2019). Moreover, stays tend to be extended rather than episodic, with 
care typically lasting years rather than weeks or months. This requires 
more extensive ongoing communication, care coordination activities, and 
different HIT reporting mechanisms that can support staff in identifying, 
monitoring, and responding to changes in condition over an extended 
period (Rantz et al., 2010a,b). Other health technologies, such as tele-
health, videoconferencing, and personal monitoring devices, are also 
effective tools in nursing homes. The importance of these technologies 
was made clear during the COVID-19 pandemic, when measures such 
as locking down facilities to protect vulnerable residents from infection 
limited access to in-person clinical services and residents’ contact with 
friends and family members (Whitelaw et al., 2020). Chapter 9 explores 
the role of HIT in and barriers to its widespread adoption by nursing 
homes.

CRITICAL IMPACT OF COVID-19 ON NURSING HOMES

As of August 2020, nearly half (42 percent) of COVID-related deaths 
in the United States since the beginning of the pandemic had occurred in 
nursing homes and assisted living facilities (AP, 2020). By October 2021, 
that number was 1 in 5, despite residents’ accounting for only 1.6 percent 
of cases (CDC, 2021a,b) and less than one-half of 1 percent of the popula-
tion (CDC, 2020a; Census Bureau, 2021b; KFF, 2020b). As of February 
2022, more than 149,000 residents and more than 2,200 staff members had 
died of COVID-19 (CDC, 2022).
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Population and Environmental Challenges

The nursing home population was especially vulnerable to the severe 
impacts of COVID-19 due to a variety of factors that increased their risk 
of infection, including the following:

• the age and health status of many nursing home residents,
• the high number of resident-to-resident interactions that occur as 

a result of the congregate care setting of nursing homes (including 
shared rooms), and

• and the high number of staff-to-resident interactions among the 
dozens or sometimes hundreds of residents who require hours 
of direct care on a daily basis (Abrams et al., 2020; Coe and 
Van Houtven, 2020; Fallon et al., 2020; Konetzka et al., 2021; 
Thompson et al., 2020).

Other factors include the challenges of protecting residents with demen-
tia who have difficulty adhering to social distancing and universal masking 
policies; inadequate and unavailable testing or personal protective equip-
ment; preexisting staffing shortages exacerbated by infections among the 
staff; the number of low-wage staff who work in more than one facility; and 
contradictory federal, state, and county guidance and regulations (Konetzka 
et al., 2021; Ouslander and Grabowski, 2020; Thompson et al., 2020). 
These factors resulted in a large number of resident hospitalizations and 
deaths both in the United States and internationally.

Infection Prevention and Control Challenges

Another factor shaping the COVID-19 pandemic’s effect was that nurs-
ing homes did not have adequate expertise and experience in the infection 
prevention and control practices necessary to limit the introduction and 
transmission of the virus within facilities (Grabowski and Mor, 2020). 
In 2020, a U.S. Government Accountability Office (GAO) report con-
cluded that “infection control deficiencies were widespread and persistent 
in nursing homes prior to the pandemic and contributed to rapid spread of 
COVID-19 in facilities” (GAO, 2020). The entire health care system was 
struggling to address these issues due to an overall lack of prioritization, 
action, and support from the larger emergency response community and 
federal government.

While CMS requires that each nursing home have a staff member who 
is responsible for infection prevention and control,14 this is not usually a 

14 CMS Requirements for Long Term Care Facilities—Infection Control, 42 CFR § 483.80 
(2016). 
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full-time position, and such persons also have many other responsibilities. 
Efforts to isolate or cohort15 those infected or quarantine those exposed 
were often delayed or inadequate and sometimes nonexistent, resulting 
in spread of the virus throughout facilities. Additionally, a lack of testing 
and consequent underestimate of COVID-19 prevalence resulted in delays 
in implementing limits on congregate activities, such as dining and group 
activities. Combined with a lack of PPE, these delays also facilitated spread 
of infection. Although CMS, CDC, state departments of health and others 
issued infection control guidance, its volume and frequent changes posed 
significant challenges to nursing homes, which struggled to interpret, keep 
up with, and adapt to the latest guidance.

Adequate supplies of PPE, testing, and resources were not available in 
the early days of the pandemic and varied greatly by state. Staff were not 
adequately trained in infection prevention and control practices, including 
the appropriate use of PPE. Staff had not been fit tested for N95 respirators 
or trained in their use (Denny-Brown et al., 2020; GAO, 2020).

Recognizing the importance of asymptomatic infection in disease trans-
mission was also delayed, with early reports claiming that it was not a 
major factor (CNBC, 2020). It has now been well documented that as-
ymptomatic or pre-symptomatic infection was often how COVID-19 was 
introduced into, and spread within, nursing homes. Access to testing for 
COVID-19 was inadequate to identify those infected, either residents or 
staff, whether symptomatic or asymptomatic (Ouslander and Grabowski, 
2020). Early on, when the availability of testing was very limited, nurs-
ing homes had to depend on symptom screening of staff and residents to 
protect residents, which did not identify many who were infected and able 
to transmit the virus. Testing staff was as important as testing residents. 
Moreover, appropriate public health measures, such as having staff work 
with only infected or uninfected residents if at all possible, were not put 
in place quickly (Konetzka et al., 2021; Ouslander and Grabowski, 2020).

Communication Challenges

Poor communications and the lack of integration between nursing 
homes and public health departments resulted in the failure to identify 
and address COVID-19 outbreaks promptly and implement appropriate 
recommendations and requirements. As noted, the changing nature of 

15 Cohorting, as defined by CDC, is the infection prevention and control practice “of group-
ing patients infected or colonized with the same infectious agent together to confine their care 
to one area and prevent contact with susceptible patients” (CDC, 2015). CDC guidance in-
structed facilities to identify a separate space to monitor and care for residents with confirmed 
COVID-19 infections (CDC, 2021d).
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what was known about the virus itself and its transmission meant that 
recommendations from local, state, and federal public health agencies were 
changing frequently (CDC, 2021e; Espinosa, 2020). Nursing homes had 
difficulty monitoring these recommendations and often depended on local 
public health agencies to provide ongoing recommendations and require-
ments; this included recommendations for the duration of isolation and 
quarantine, diagnostic testing, monitoring of outbreaks (and determination 
of when outbreaks ended), requirements for PPE, and ongoing symptom 
monitoring for residents and staff (CDC, 2021d; Yurkofsky and Ouslander, 
2021b).

Additionally, public health guidance contributed to fragmentation 
across the larger health care system, placing additional burdens on nursing 
homes. For example, nursing homes were required to accept hospital ad-
missions who tested positive to relieve the overburdened hospitals (Altimari 
and Carlesso, 2022; CTDPH, 2022; Gleckman, 2020; Khimm, 2020; Sapien 
and Sexton, 2020). Lack of communication and resource sharing across the 
different health care sectors also contributed to the devastating impact in 
nursing homes (see Chapter 6 for more discussion on these issues).

Disparities Among Nursing Home Residents During COVID-19

In the first 6–8 months of the pandemic, nursing homes serving more 
than 40 percent nonwhite residents experienced more than three times as 
many COVID-19 cases and deaths as those serving primarily white resi-
dents (Gorges and Konetzka, 2021). These nursing homes tended to receive 
fewer quality rating stars, have higher concentrations of residents, and be 
located in urban areas (Abrams et al., 2020; Garcia et al., 2020). However, 
neither differences in the quality ratings nor the residents’ prior underlying 
health appeared to explain COVID-19 disparities; rather, much of the dif-
ference was explained by high-minority facilities being larger and located 
in areas of higher COVID-19 prevalence (Gorges and Konetzka, 2021).

The pandemic had a greater impact on the nursing homes with a higher 
number of Black and Latinx residents (Gebeloff et al., 2020; Li et al., 
2020a,b). Often, such nursing homes are in communities with larger Black 
and Latinx populations, higher community rates of COVID-19 infection, 
or both (Garcia et al., 2020). Facilities with higher proportions of Black 
and Latinx residents also typically have limited resources, which negatively 
affects their access to PPE or infection prevention and control expertise 
(Sloane et al., 2021; Taylor et al., 2020). Moreover, Black and Latinx in-
dividuals are more likely to suffer serious consequences from COVID-19 
infection because of deeply ingrained inequalities that make them more 
likely than white adults to have greater physiological dysregulation and 
accelerated biological aging (Garcia et al., 2020).
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Later in the pandemic, the disproportionate effect on racial and ethnic 
minorities dissipated and reversed; by fall 2020 and winter 2021, nursing 
homes with more white residents had higher case and death rates (Gilman 
and Bassett, 2021; Kumar et al., 2020). This shift was consistent with 
where the virus was most prevalent during that time—states in the West 
and Upper Midwest with smaller nonwhite populations.

Some sources indicate that LGBTQ+ older adults may be more vul-
nerable to COVID-19 infection (SAGE and the Human Rights Campaign 
Foundation, 2020), but detailed data are not yet available.

The pandemic also had a significant impact on Medicare beneficiaries; 
about 42 percent of the 3.1 million nursing home residents who were Medi-
care beneficiaries had (or probably had) COVID-19 in 2020 (OIG, 2021). 
Furthermore, dually eligible beneficiaries were even more likely than Medi-
care-only beneficiaries to contract and die from COVID-19 (OIG, 2021).

Social Isolation and Loneliness

Nearly one-quarter of Americans 65 or older are considered socially 
isolated, and 43 percent of adults over 60 years old report feeling lonely 
(Anderson and Thayer, 2018; Cudjoe et al., 2020; Perissinotto et al., 
2012). Residing in a nursing home can exacerbate feelings of loneliness 
(Trybusińska and Saracen, 2019). The majority (76 percent) of nursing 
home residents in a study of 365 people reported feeling lonelier than usual 
during the COVID-19 pandemic (Montgomery et al., 2020). More than 
half (64 percent) also indicated that they “no longer leave their rooms to 
socialize” with other residents (Montgomery et al., 2020).

The proportions of residents socializing with outside visitors, par-
ticipating in activities, leaving their rooms, and eating communally all 
decreased sharply during the pandemic. In addition, nursing homes severely 
limited or prevented visitation by family members and loved ones to align 
with CMS directives, which exacerbated the impact of social isolation and 
loneliness. There were delays in identifying ways to address this isolation 
while also limiting residents’ exposure to the virus (Montgomery et al., 
2020). See Chapters 8 and 9 for more discussion on the impact of visita-
tion restrictions.

Staffing Challenges

Multiple studies found that higher nurse staffing ratios mitigated the ef-
fect of an outbreak and resulted in fewer deaths (Gorges and Konetzka, 2020; 
Harrington et al., 2020; Konetzka et al., 2021; Li et al., 2020a). However, 
higher staffing ratios were not able to prevent an outbreak, given the role of 
staff traffic in COVID-19 into facilities. One study found that facilities with 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

EVOLUTION AND LANDSCAPE OF NURSING HOME CARE 71

fewer unique staff members, defined as total staff size entering the facility each 
day, experienced fewer cases among residents than facilities with large num-
bers of distinct staff members, even after controlling for facility size, staff skill 
level, and direct care ratios (McGarry et al., 2021a). This issue was especially 
lethal when little was known about asymptomatic transmission and therefore 
widespread testing of asymptomatic individuals was uncommon. Nursing 
home workforce shortages intensified during the pandemic but varied by time 
and urban or rural location (Yang et al., 2021). A cross-sectional time-series 
study of over 15,000 nursing homes found that while urban nursing homes 
reported a relatively constant staffing shortage, rural nursing homes saw an 
increase in staffing shortages until November 2020 (Yang et al., 2021).

Vaccination Challenges

Introducing vaccines and prioritizing their distribution in long-term care 
facilities in late December 2020 greatly alleviated the impact of COVID-19 
in nursing homes, whose vaccination rate is much higher than the national 
average (CDC, 2021c; CMS, 2021b). For example, new resident COVID-19 
cases declined by 48 percent among vaccinated residents in the 3 weeks after 
a December 2020 vaccine clinic compared to a 21 percent decline in unvac-
cinated residents (Domi et al., 2021). As of December 1, 2021, U.S. nursing 
home staff had 677,173 COVID-19 cases and 2,152 COVID-19 deaths. 
Nationally, an average of 74.3 percent of staff members and 86.4 percent 
of residents were vaccinated per facility (CMS, 2021b).

Vaccination rates and COVID-19 cases and deaths varied by state; for ex-
ample, Rhode Island had about 95 percent of residents and about 99 percent 
of staff vaccinated, whereas Nevada only had about 76 percent of residents 
and about 81 percent of staff vaccinated (CMS, 2021b). Organizational 
characteristics have also affected vaccine coverage. Nursing homes that are 
nonprofit and nonchain have higher rates of vaccine coverage (McGarry et al., 
2021b; White et al., 2021). Race and ethnicity also influenced vaccination 
rates. A 2021 study found that Black residents are more likely to be in higher-
risk facilities (which tend to be larger, for-profit, and in the southern United 
States and in communities with high infection rates), where vaccination rates 
among both residents and staff are low (Reber and Kosar, 2021). One study 
of 27,000 employees found that vaccination rates varied by race and ethnicity 
(Feifer et al., 2021); they were highest for Asian (79.1 percent), followed by 
Pacific Islander (73.3 percent), white (70.3 percent), American Indian/Alaskan 
Native (61.8 percent), Hispanic (57.8 percent), and Black (50.9 percent) em-
ployees (those who did not specify race or ethnicity were 65 percent).

Overall, factors such as low vaccination rates among staff and new vari-
ants contributed to the continued serious impact of COVID-19 (McGarry 
et al., 2021c; Nanduri et al., 2021). These staggering statistics are likely 
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explained, in part, by the nursing home population being older, frailer, and 
more likely to be diagnosed with multiple chronic conditions compared to 
the general population.

Nursing Home Characteristics and COVID-19

A recent systematic review of the predictors of COVID-19 cases and 
deaths in nursing homes found that the two strongest and most consistent 
predictors were size—with larger facilities being at greater at risk—and 
COVID-19 prevalence in the surrounding community (Konetzka et al., 
2021). Nursing homes with highest community prevalence had an aver-
age of five more deaths per facility than those with the lowest community 
transmission. Furthermore, the data showed no significant association be-
tween nursing home quality metrics (as assigned by Care Compare) and 
COVID-19 outcomes (Abrams et al., 2020; Chatterjee et al., 2020; Gorges 
and Konetzka, 2020). Beyond the star ratings, several studies examined spe-
cific and salient aspects of quality, such as prior infection control citations. 
These were also not associated with poor COVID-19 outcomes (Abrams 
et al., 2020; White et al., 2020).

Thus, the evidence reveals that the COVID-19 tragedy in nursing 
homes was not a “bad apples” problem. High-quality nursing homes were 
also at risk. This does not mean that quality and infection prevention and 
control are not important, but perhaps they are not sufficient. The ubiquity 
of COVID-19 cases and deaths within nursing homes is indicative of a more 
systemic problem, one that will require systemic solutions.

STRENGTHENING CONNECTIONS OF NURSING HOMES TO 
THE COMMUNNITY AND BROADER HEALTH CARE SYSTEM

Nursing homes are often not well integrated into the local community 
or broader health care system, which has important implications for a range 
of issues from resident quality of care and quality of life to emergency 
planning, preparedness, and response. This apparent disconnect may be a 
historical artifact of the stigmatization of nursing homes and their residents 
based on their origins as “poorhouses” (described earlier). Another contrib-
uting factor may be community perception of nursing homes as businesses 
rather than health care institutions (OIG, 2006).

Research on the barriers and facilitators of effective care transitions 
highlights the importance of partnership among health care organizations, 
as well as coordination involving the broader health care community. Scott 
et al. (2017) point out, for example, that “as health care organizations 
seek to align their strategic priorities with federal incentives to reduce 
readmissions, it is becoming increasingly clear that no single health care 
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organization” can provide all the necessary health care resources and ser-
vices. They note that health care organizations “must engage in sustainable 
community health partnerships as key points of leverage for improving 
quality of care and reducing costs” (Scott et al., 2017, p. 444).

Forging effective relationships, strengthening communication, and 
partnerships between nursing homes and hospitals and academic medical 
centers are critical given that residents often require care in these settings 
for their often multiple complex medical conditions. Academic medical 
centers also have created partnerships to improve transitions for nursing 
home residents in their facilities (Balch, 2020). State and local technical as-
sistance programs often involve academic–provider partnerships to improve 
the quality of care in nursing homes. Such programs may be particularly 
well suited to provide technical assistance due to familiarity with the local 
community and the ability to be seen as a trusted peer and as a result can 
facilitate the integration of nursing homes into their local communities and 
the broader health care system (see Chapter 3). Appropriately designed and 
implemented HIT can strengthen communications to ensure smooth transi-
tions of care across health care settings (see Chapter 9).

Nursing homes are required by law to have their own emergency plans 
and procedures.16 However, these plans are often incomplete and lack de-
tail, making it difficult for administrators to execute them (OIG, 2012). It is 
imperative to explicitly include nursing homes in all elements of emergency 
planning, preparedness and response at the federal, state, and local levels, 
as discussed further in Chapter 6. Moreover, as demonstrated during the 
pandemic, local academic medical centers can serve as sources of infection 
prevention and control expertise (Balch, 2020).

Community Engagement: Linking to Quality of Life and Care

Integrating the nursing home into the broader community is also criti-
cal on the level of the individual resident and family as well as staff mem-
bers. Community engagement initiatives are emerging factors contributing 
to quality care and quality of life in nursing homes. These initiatives can 
strengthen civic ties and partnerships with external organizations. Com-
munity engagement, also referred to as “civic engagement,” may involve 
residents volunteering at organizations or events, intergenerational inter-
actions, mutual aid,17 or the infusion of community events and activities 

16 CMS Requirements for Long Term Care Facilities—Emergency Preparedness, 42 CFR 
§ 483.73 (2016).

17 Mutual aid societies or networks date back to the early nineteenth century, refer to people 
cooperating to meet shared needs or face shared challenges, and are viewed as a way to build 
solidarity and connection between members of the community.
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within the nursing home. Community engagement is an important compo-
nent of person-centered care in that it emphasizes both meaningful engage-
ment and social relationships, which are key constructs of this model of 
care (Hirdes et al., 2020). Increased community engagement activities are 
linked to strong culture change practices (Anderson and Dabelko-Schoeny, 
2010; Duan and Mueller, 2019; Miller et al., 2018), increased resident 
psychological well-being and life satisfaction (Buedo-Guirado et al., 2020; 
Yuen et al., 2008), quality of life (Van Malderen et al., 2013), and positive 
effects on resident mental and functional health (Leedahl et al., 2015).

In one study that examined the typology of culture change implemen-
tation across nursing homes, findings linked higher frequencies of family/
community engagement with facilities that strongly embraced culture change 
practices (Duan and Mueller, 2019). Another study found that in populations 
of older adults with extensive physical disabilities, social networks influenced 
social engagement, which increased quality of life (Jang et al., 2004).

Increased collaborative efforts with community organizations may also 
propel positive change in nursing homes and act as a supportive resource 
for improvement. One model, the Seniors Quality Leap Initiative (SQLI), 
drives positive change in quality of care and quality of life practices in 
nursing homes. This model is composed of 11 organizations in Canada and 
the United States that meet with participating nursing homes through vir-
tual and in-person meetings. Quality improvement initiatives include using 
evidence-based clinical quality of care indicators and quality of life metrics 
to establish common change initiatives (Hirdes et al., 2020).

THE FUTURE OF NURSING HOME CARE

Nursing homes within the long-term care continuum in the United 
States are characterized by a disjointed system with a lack of data, differ-
ent funding streams, variable oversight, and insufficient communication—
all of which combine to make quality improvement extremely difficult 
(Goldberg, 2014). Despite decades of improvement efforts, nursing homes 
still face many long-standing challenges in delivering quality care, many 
of which were revealed and exacerbated by the COVID-19 pandemic. 
Several additional challenges are imminent. The United States, like much 
of the world, has an aging population. Half of today’s 65-year-olds will 
need some paid long-term care services before they die. By 2030, one in 
four Americans will be age 65 or older. The fastest growing group will 
be those over age 85; this group is expected to grow from 6.5 million to 
11.8 million by 2035 and 19 million by 2060 (Vespa et al., 2020). Mar-
riage and fertility rates have declined, while life expectancy has increased, 
meaning fewer family caregivers will be available. Additionally, climate 
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change poses a threat to facilities located in areas where severe weather 
events are becoming more common.

To bolster nursing homes in the wake of the COVID-19 pandemic, 
the Nursing Home Improvement and Accountability Act18 was introduced 
in August 2021 and is in committees in Congress as of the writing of this 
report. Designed to improve the quality of care through significant changes 
in key areas, including workforce, regulation, financial transparency and 
accountability, the proposed legislation, if enacted, would

• Increase the federal Medicaid payment to states for the next 6 years,
• Require that funds allocated are used to increase staff pay and 

expand staffing in order to support and improve resident care,
• Require a registered nurse on duty 24/7,
• Require a full-time infection control specialist,
• Require nursing facilities to report more accurate quality and staff-

ing data to the government,
• Fund a study to determine whether the government should set 

minimum staffing ratios at nursing homes,
• Ban facilities from mandating that residents sign pre-dispute arbi-

tration agreements, and
• Create a $1.3 billion demonstration program to encourage the 

construction of facilities that house 5–14 residents.

This legislation addresses many changes necessary to improve quality 
of care, such as increasing funding, enforcing staffing requirements, and 
creating smaller facilities. Improving quality is of critical importance as the 
number of older people and people with disabilities needing long-term care 
is expected to grow.

Furthermore, the COVID-19 pandemic serves as a powerful impetus 
for addressing long-standing issues in nursing home care. The John A. 
Hartford Foundation surveyed more than 1,000 older adults about their 
preferences for long-term care, and the results underscore the urgency of 
implementing significant reform measures to improve the quality of care:

• 71 percent say they are unwilling to live in a nursing home in the 
future,

• 57 percent say COVID-19 influenced whether they would be will-
ing to live in a nursing home,

18 Nursing Home Improvement and Accountability Act of 2021, S.782, H.R. 1985; 
117th Cong., 1st sess. (March 16, 2021). For more information, see https://www.finance. 
senate.gov/imo/media/doc/Nursing%20Home%20Improvement%20and%20Accountability% 
20Act_Sec-by-Sec_Final.pdf (accessed August 20, 2021).
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• Nearly 90 percent say changes are needed to make nursing homes 
appealing to them, and

• Black and Hispanic older adults are more likely to say nursing 
homes are unsafe (JAHF, 2021).

These findings highlight the need for immediate change to improve the 
quality of care and quality of life in nursing homes. Achieving this change 
will require assessing key challenges and opportunities in the areas of 
quality measurement and improvement, care delivery, the workforce, the 
environment and safety, the use of HIT, payment and financing, ownership, 
and quality assurance.
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Quality Improvement

3

89

Quality measurement has been characterized as “fundamental to sys-
tematic improvement of the healthcare system” (Burstin et al., 2016). In the 
early 2000s two notable reports from the Institute of Medicine (IOM), To 
Err is Human (2000) and Crossing the Quality Chasm (2001a), fostered 
a national conversation about the quality of health care. At that time, 
the IOM defined the six aims of quality improvement in health care—
i.e., the make health care more safe, timely, equitable, efficient, effective, 
and patient-centered (IOM, 2001a). This chapter provides an overview of 
quality measurement in the nursing home setting and describes how such 
measures can, in turn, be used to improve the quality of care for residents 
of nursing homes.

THE PURPOSE OF QUALITY MEASUREMENT

The primary purpose of quality measurement is to support work aimed 
at improving the quality of care and outcomes (Conway et al., 2013; Rantz 
et al., 2002). The Agency for Healthcare Research and Quality (AHRQ) 
defines quality improvement as:

The framework we use to systematically improve the ways care is delivered 
to patients. Processes have characteristics that can be measured, analyzed, 
improved, and controlled. [Quality improvement] entails continuous ef-
forts to achieve stable and predictable process results, that is, to reduce 
process variation and improve the outcomes of these processes both for 
patients and the health care organization and system. Achieving sustained 
[quality improvement] requires commitment from the entire organization, 
particularly from top-level management (AHRQ, 2013).
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In addition to this overarching goal of quality improvement, quality 
measurement serves several other distinct purposes, including:

1) assisting consumers in making choices about providers and 
facilities;

2) ensuring care providers’ accountability for outcomes, including 
through public reporting, value-based purchasing programs, and 
accreditation or certification;

3) providing evidence to inform treatment decisions, optimize clinical 
interventions, and elucidate the effectiveness of interventions on 
patient and family outcomes;

4) guiding quality improvement activities; and
5) producing new knowledge through clinical and health services 

research to guide policy (AHRQ, 2012; Basch et al., 2013; Conway 
et al., 2013; Landrum et al., 2019).

Accurate and interpretable information on nursing home quality needs 
to be readily available to all those seeking nursing home care as well as to 
the friends or family that may help with nursing home decisions. Faced with 
a determination concerning the need for nursing home care, people may feel 
overwhelmed with anxiety and questions, such as: How do I choose? How 
can I be sure the care will be what I need? Will the care be of good quality, 
and how will I know if the quality is good? How can I get the best possible 
care that I want and now need? In addition, such information needs to be 
available to public and private payers for nursing home care, namely the 
Medicare and Medicaid state and federal payers, private insurance compa-
nies, and individuals who have the resources to pay privately. Payers want 
to know that they are paying for high-quality care.

State and federal regulators of nursing homes are charged with the 
responsibility of ensuring a level of quality of care that “protects” the 
public (IOM, 2001b). This protection is a basic assurance that the quality 
of care meets a fundamental level so that, when needed, safe nursing home 
care is available in a community. However, people often say that they want 
“high-quality care” or the “best care” instead of care that meets a minimal, 
fundamentally safe level. This desire to know when nursing homes actually 
provide high-quality care underlies the need for good measures of quality 
in nursing homes.

Nursing homes in the United States and around the world face un-
precedented times, as the COVID-19 pandemic has had a disproportion-
ate impact on nursing homes where the most vulnerable older adults live 
and receive care (Cockburn, 2020). Friends and family who were barred 
from entry to places they had been visiting frequently struggle with the 
loss of family members and loved ones they could not visit and comfort 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

QUALITY MEASUREMENT AND QUALITY IMPROVEMENT 91

during the end of life. With thousands dying in a short period of time, the 
public sentiment has been that the “protections with basic assurance of 
quality” have been lost to widespread poor care in nursing homes where 
fundamental basic needs go unmet for days or weeks on end (Cockburn, 
2020; Karlawish et al., 2020; Simpson, 2020). The tragedy of the pandemic 
provides an opportunity for re-envisioning nursing home care using quality 
measurements to guide those changes.

PRINCIPLES AND DEFINITIONS

The Centers for Medicare & Medicaid Services (CMS) defines quality 
measures as “tools that help us measure or quantify healthcare processes, 
outcomes, patient perceptions, and organizational structure and/or systems 
that are associated with the ability to provide high-quality health care 
and/or that relate to one or more quality goals for health care. These goals 
include effective, safe, efficient, patient-centered, equitable, and timely care” 
(CMS, 2020a). Measuring the quality of care relies on comparing that care 
against recognized standards of care (NQF, 2021). Therefore, individual 
quality measures facilitate consistent comparisons against those standards. 
Donabedian’s framework is commonly used to categorize quality measures 
as measures of structure, process, or outcome (Donabedian, 1988). Struc-
tural measures include the size of the nursing home, the types and numbers 
of staff, and the profit or not-for-profit status of the home. Process measures 
include the specific steps in the systematic delivery of care, such as assess-
ments of clinical conditions, whether personal decisions about care (e.g., 
end-of-life) are discussed and recorded for all staff to honor, or if personal 
care is actually completed. Outcome measures include such things as mortal-
ity rates, infection types and rates, and satisfaction with care. Many issues 
need to be considered when developing quality measures (see Table 3-1).

TABLE 3-1 Criteria to Develop and Evaluate/Measure Quality

Criteria to Develop and Evaluate/Measure Quality

Importance to measure: Evaluates the evidence to support a measure and the 
potential variation in performance across providers

Scientific acceptability Assesses the reliability and validity of the measure

Feasibility Assesses the burden involved with collecting the 
measure information

Usability and use Evaluates if a measure can be appropriately used in an 
accountability program

Related and competing measures Assesses if the measure is duplicative of other measures; 
requests harmonization or selection of best in class

SOURCE: Landrum et al. (2019).
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Quality measurement in nursing homes can range from simple care 
measures to complex care management measures. For example, “The resi-
dent’s face is clean and free from food particles” or “The resident’s breath 
is fresh and free from odor” would be examples of simple care measures 
(Rantz et al., 2002). Complex care management measures include such 
things as documentation that the advanced directive form was discussed 
and completed with (a) items checked related to antibiotics, hydration, tube 
feedings, and hospitalizations; (b) other feelings and beliefs documented; 
and (c) the signature of the resident or responsible person and the primary 
care provider’s signature, with dates, obtained. Extracting simple measures 
of everyday care from records and observations of workflow can be an 
easy method to rapidly collect data, compare to past performance, develop 
plans to improve performance, and implement those plans (Rantz et al., 
2002). Discoveries of new and better ways to treat health conditions occur 
regularly, and continuous measurement is essential to ensuring that such 
improvements are incorporated into care delivery in a timely manner. More 
importantly, quality data will show if those changes have produced measur-
able improvements for the residents of nursing homes and their families or 
significant others in areas that are important to them.

Any system of quality measurement needs to support quality improve-
ment through comparative reports, often designed as feedback reports. 
These reports need to be easily visualized and understood so that care staff 
can see how making changes in clinical care will lead to improvements in 
quality. To be most effective, these feedback reports need to be available in 
as close to real time as possible and emphasized quickly at the point of care. 
In addition to measurement and feedback, the implementation of quality 
improvement efforts can benefit from other approaches, including learning 
collaboratives and coaching (Ivers et al., 2012, 2014; Powell et al., 2015).

Ensuring that a nursing home makes lasting quality improvement 
changes requires systematic follow up and reinforcement by organizational 
leaders sustained over many months, if not years (Norton, et al., 2018; 
Rantz et al., 2012a,b, 2013; Vogelsmeier et al., 2021). Quality assurance 
and quality improvement are therefore related in that quality assurance 
“involves assessing or evaluating quality; identifying problems or issues 
with care delivery and designing quality improvement activities to overcome 
them; and follow-up monitoring to make sure the activities did what they 
were supposed to” (Jevaji, 2016). (See Chapter 8 for more on oversight and 
regulatory approaches to quality assurance).

EVOLUTION OF QUALITY  
MEASUREMENT IN NURSING HOMES

In the 1800s, following the Crimean War, Florence Nightingale de-
veloped multiple standards for nursing care and called for change in the 
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profession to achieve higher standards (Nightingale, 1859). She initiated a 
process to set standards for care, then measured the care that was actually 
delivered in order to improve the quality of care delivered (Burstin et al., 
2016; Rantz et al., 2002). This process was prompted by the appalling 
death rates and poor infection control practices in the Crimean War, strik-
ingly similar to what has happened during the pandemic of COVID-19 in 
nursing homes in the United States and throughout the world.

The 1986 IOM report Improving the Quality of Care in Nursing 
Homes laid the foundation for the evolution of quality measurement based 
on resident assessment information, noting that a “system to obtain stan-
dardized data on residents is essential” (IOM, 1986, p. 24). That report 
envisioned that this assessment system would have “multiple uses both for 
nursing home management and for government regulatory agencies” (IOM, 
1986, p. 24) and that a registered nurse would perform the assessments 
“upon admission, periodically, and whenever there is a change in resident 
status” (IOM, 1986, p. 26).

These assessments, part of the Resident Assessment Instrument process, 
included the Minimum Data Set (MDS)1 for ongoing assessment of resi-
dent needs and conditions (Morris et al., 1990). In 1989 the Health Care 
Finance Administration (the predecessor to CMS) sponsored the multistate 
Nursing Home Casemix and Quality demonstration project to develop a 
quality measurement system using MDS data (Abt Associates Inc., 2002). 
These quality indicators, developed and tested during the late 1980s and 
1990s and publicly reported in 2002, were the forerunners of today’s qual-
ity measures that staff use for quality improvement and that regulators use 
in the survey process.

National Quality Forum

In 1999 the Strategic Framework Board, a precursor to the National 
Quality Forum (NQF),2 was created to design a strategy for national quality 
measurement and reporting, to articulate guiding principles and priorities 
for the system, and identify barriers and solutions for implementing quality 
measurement systems. The guiding principles were:

(1) There should be a single level of quality available to all Americans;
(2) Quality should not be determined by where someone lives or re-

ceives care, or by type of insurance;

1 The Minimum Data Set “is part of the federally mandated process for clinical assessment 
of all residents in Medicare and Medicaid certified nursing homes. This process provides a 
comprehensive assessment of each resident’s functional capabilities and helps nursing home 
staff identify health problems” (CMS, 2012).

2 For more information, see www.qualityforum.org (accessed November 1, 2021).
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(3) Quality measurement systems should include focused actions with 
single sets of priorities that are translated through the local health 
care delivery system; and

(4) National standards are needed to ensure consistency in measure-
ment requirements imposed by different stakeholders across the 
health care system (McGlynn, 2003).

Finally, the board developed a framework for selecting national goals 
that were linked with the IOM’s aims for improving safety, effectiveness, 
patient-centered systems, timeliness, efficiency, and equitable service deliv-
ery in the health care system (IOM, 2001a).

Today, the NQF uses a consensus-based process to endorse quality 
measures. At the time that NQF was created, the science of quality mea-
surement was still developing and, for the most part, measures were not 
widely available for many health care settings and clinical environments. 
As a result, most measures were developed and adopted through individual 
health care organizations, which resulted in nonstandard measures across 
organizations and competing measurement systems across settings. Further-
more, because of a lack of oversight, regulation, and enforcement, there was 
insufficient stakeholder engagement (e.g., among health care workers and 
patients) in quality measurement processes and reporting.

The NQF’s Measures Application Panel for Post-Acute Care/Long-
Term Care Workgroup provides multi-stakeholder, pre-rulemaking input 
to CMS. In 2020, the panel identified measures of care coordination, 
interoperability, and patient-reported outcomes as being among the most 
important measures in health care settings (NQF, 2020).

CARE COMPARE3 AND THE CMS FIVE-STAR RATING SYSTEM

In the late 1990s, federally mandated public reporting began for nurs-
ing homes on Nursing Home Compare, a web-based report card for cer-
tified nursing homes. The hope was that, as with other types of public 
reporting, consumers could use the information to help inform their choices 
and providers could use the information for quality improvement. Origi-
nally the website was not widely promoted, and it limited its information 
to regulatory deficiencies; a decade later, it expanded to include nurse 
staffing data (Konetzka et al., 2020). In 2002, through the Nursing Home 
Quality Initiative, the website added 10 clinical quality measures based on 
aggregated assessment data from the MDS (CMS, 2003). At this time, the 

3 Formerly known as Nursing Home Compare, CMS changed the name to Care Compare 
in fall 2020 (CMS, 2021a).
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website was more broadly promoted and allowed consumers to compare 
quality measures across nursing homes nationwide (CMS, 2003; Harris 
and Clauser, 2002). In 2008, Nursing Home Compare began publishing a 
five-star composite rating for each nursing home, ranging from one to five 
stars. The five-star rating is based on quality in three domains: inspections 
(based on deficiencies and effort needed to correct those deficiencies), staff-
ing, and quality measures (Konetzka et al., 2020). Each of these domains 
is translated into a composite star rating, which the website also reports.

Calculation of the Star Rating

Calculating the overall star rating begins with assigning ratings in the 
inspections domain, based on the in-state distribution of inspection scores, 
divided into percentiles. Nursing homes can then gain one or two extra 
stars by performing well in the staffing or quality measures domains, or 
they can lose up to two stars by performing poorly in them. Thus, the in-
spections domain is weighted most heavily (CMS, 2021a,b). CMS regularly 
updates the rating system and website, not only by updating the reported 
scores on a quarterly basis (CMS, 2021a), but also by creating new mea-
sures, amending the list of included measures, and improving the interface. 
Although calculating the inspections score has changed little over the years, 
substantial changes have been made to the staffing and quality measures 
domains (CMS, 2020b; RTI International, 2012).

Staffing Domain

The staffing component of the rating system underwent a significant 
change when the underlying data source was changed. From Nursing 
Home Compare’s inception, staffing data were based on the Online Survey 
Certification and Reporting system (later replaced by the Certification 
and Survey Provider Enhanced Reporting system) data reflecting facility-
reported staffing hours for the 2 weeks prior to the annual Medicaid 
recertification inspection. Thus, if nursing homes anticipated their survey 
dates and increased their staffing numbers prior to the survey, the data 
would not reflect actual staffing ratios throughout the year (Sharma et al., 
2019). Furthermore, nuances of staffing, such as weekday versus weekend 
staffing, could not be examined. There were also concerns that facilities 
might inflate their numbers, given that the data were not audited. In 2016, 
CMS began requiring nursing facilities to submit ongoing data on staffing 
which are audited in the new Payroll-Based Journal system (CMS, 2018; 
Geng et al., 2019; OIG, 2021), and in April 2018, CMS began using these 
new staffing data in Care Compare. The reported measures did not change, 
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but the underlying data were presumed to be more valid. Concerns remain 
that average staffing ratios do not fully reflect the all of the aspects of staff-
ing that contribute to quality, such as turnover and expertise among staff 
(Snyder et al., 2019).

Quality Measures Domain

The quality measures domain has undergone changes in both data 
source and content. CMS has removed some measures, particularly those 
whose validity became more doubtful over time (e.g., “improvement in 
walking”) and added other newly established measures (e.g., the percent of 
residents who received influenza vaccinations, hospital readmission). Prior 
to the use of the five-star system, all quality measures were based on the 
MDS. Starting in 2018, CMS added several measures based on Medicare 
claims. These claims-based measures have the advantage that they are not 
based on facility-reported data and therefore may be more valid, as con-
cerns have been raised about gaming of the MDS-based measures (Davila 
et al., 2021; Perraillon et al., 2019a,b). However, these newer measures 
have the disadvantage of being based only on data for Medicare fee-for-
service beneficiaries, leaving out those in Medicare Advantage plans and 
the under-65 population that may not be on Medicare,4 which could raise 
concerns regarding the adequate measurement of quality for facilities that 
have disproportionate numbers of these types of residents. Table 3-2 shows 
the specific quality measures (both MDS-based measures and claims-based 
measures) for short-stay and long-stay residents used in the calculation of 
the five-star rating.

The weight or possible points assigned to each measure used in the 
five-star rating has also changed over time. Measures on which most facili-
ties have improved (so that there is very little variation left to distinguish 
performance) receive fewer points than those with more potential for im-
provement. There have also been multiple changes in how the total quality 
measures scores are assigned to star ratings, as keeping constant thresholds 
would result in an increasing number of nursing homes receiving four or 
five stars in this domain. Finally, average star ratings vary by state; for 
example, average ratings range from 2.48 in Louisiana to 4.02 in Hawaii 
(CMS, 2021c).

4 The most current list of measures and the technical specifications for calculating them 
can be found on the CMS website: https://www.cms.gov/Medicare/Provider-Enrollment- 
and-Certification/CertificationandComplianc/Downloads/APPENDIX-New-Claims-based-
Measures-Technical-Specifications-January-2020.pdf (accessed November 1, 2021).
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TABLE 3-2 Quality Measures Used in the Five-Star Rating

Quality Measure Label Data Source

SHORT-STAY QUALITY MEASURES

Percentage of residents who improved in their ability to move around on 
their own

MDS

Percentage of SNF residents with pressure ulcers/pressure injuries that are 
new or worsened

MDS

Percentage of residents who take antipsychotic medication for the first time MDS

Percentage of short-stay residents who were rehospitalized after a nursing 
home admission

Claims

Percentage of short-stay residents who have had an outpatient emergency 
department (ED) visit

Claims

Rate of successful return to home and community from a SNF Claims

LONG-STAY QUALITY MEASURES

Percentage of residents whose ability to move independently worsened MDS

Percentage of residents whose need for help with daily activities has 
increased

MDS

Percentage of high-risk residents with pressure ulcers MDS

Percentage of residents who have/had a catheter inserted and left in their 
bladder

MDS

Percentage of residents with a urinary tract infection MDS

Percentage of residents experiencing one or more falls with major injury MDS

Percentage of residents who got an antipsychotic medication MDS

Number of hospitalizations per 1,000 resident days Claims

Number of outpatient emergency department (ED) visits per 1,000 long-stay 
resident days

Claims

SOURCE: CMS (2021a).
NOTE: Additional quality measures are reported and available, but are not included in the calculation of 
the Five-Star Rating

Overall Star Rating

Star ratings increased over the first five years (2009–2013) of use 
of the five-star rating system (see Table 3-3), particularly in the quality 
measures and staffing domains (Abt Associates Inc., 2014). In 2019, CMS 
announced updates to the five-star rating system, including new thresholds 
for staffing and quality measurement domains, and the use of payroll-based 
data for staffing data (CMS, 2019). As shown in Table 3-3, many nursing 
homes’ subsequently ratings fell (Bose and Wilson, 2019; Reape, 2019). 
(See later in this chapter for more on self-reported data and the five-star 
system.)
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Risk Adjustment and Validity of Care Compare Measures

One systematic review of the effectiveness of Care Compare included 
an assessment of evidence on the risk adjustment, correlation, and validity 
of the included quality metrics (Konetzka et al., 2020). The findings of this 
review are summarized below.

Risk Adjustment

One concern regarding the measures included in Care Compare is inad-
equate risk adjustment—that is, a failure to account for the fact that some 
nursing homes serve a sicker population than others, which makes it diffi-
cult to perform as well on measures of quality. Many providers believe their 
facilities’ ratings misrepresent the quality of the care they provide due in-
adequate risk adjustment (Kim et al., 2014; Perraillon et al., 2019a). Many 
measures in Care Compare do incorporate some risk adjustment. For ex-
ample, among staffing measures expected staffing ratios adjust for resident 
severity, and among clinical quality measures the hospitalization measures 
are adjusted for resident age, sex, and comorbidities, among other factors. 
Despite substantial research and testing of measures of clinical quality, risk 
adjustment remains imperfect because of “inherent tradeoffs between the 
desire for validity and the desire to avoid complexity” (Konetzka et al., 
2020, p. 304; see also Zimmerman et al., 1995). For example, Konetzka 
and colleagues (2020) noted specific findings from the following studies:

• Resident case-mix5 accounts for half of the variation in measures 
that have not been adjusted for risk (Li et al., 2010);

• False negative rates are high among unadjusted measures (Li et al., 
2009); and

• The introduction of appropriate risk-adjustment approaches would 
significantly change overall facility rankings (Arling et al., 2007; 
Mukamel et al., 2008).

5 Case mix refers the diversity and complexity of care needs for a given population.

TABLE 3-3 Nursing Homes’ Five-Star Ratings, 2009–2019

2009 2013 2019

One star 22.7% 10.5% 19.1%

Two stars 20.7% 20.8% 19.2%

Three stars 21.5% 18.2% 18.9%

Four stars 23.4% 26.5% 21.9%

Five stars 11.8% 24.1% 20.8%

SOURCES: Abt Associates, Inc., (2014); Reape (2019).
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Konetzka and colleagues (2020) concluded that adding fairly simple 
risk variables, such as a regression adjustment for resident comorbidities, 
could greatly improve the validity of nursing home rankings.

Correlation of Measures

The validity of measures can be assessed by examining either the cor-
relation among reported measures or the correlation of reported measures 
with broader, unreported measures. Konetzka and colleagues (2020) noted 
that a lack of correlation among reported measures could be due to the 
fact that an individual provider truly excels in one domain (e.g., staffing) 
but not in another (e.g., a specific clinical measure). However, they added 
that very low correlations may signal that the measures themselves have 
poor validity. Some studies have demonstrated low correlations among 
reported measures (Brauner et al., 2018; Saliba et al., 2018), while others 
show little correlation between reported measures and quality of life (QOL) 
(Kim et al., 2014) and resident or family satisfaction (Çalıkoğlu et al., 2012; 
Williams et al., 2016). Two broad measures of quality, the rate of admis-
sions or readmissions to the hospital and mortality, have mixed evidence for 
their correlation with the individual measures reported in Care Compare 
(Fuller et al., 2019; Neuman et al., 2014; Saliba et al., 2018; Snyder et al., 
2019; Unroe et al., 2012; Xu et al., 2019).

Validity of the Composite Five-Star Rating

Despite limited evidence on the validity of the overall five-star composite 
rating, Konetzka and colleagues (2020) concluded that the star ratings 
capture insightful information about the extremes regarding nursing home 
quality. First, the overall star rating appears to accurately reflect the nurs-
ing home characteristics commonly associated with low or high quality 
(e.g., nonprofit status, percentage of Medicaid residents, ownership status, 
socioeconomic characteristics of the residents) (Konetzka and Gray, 2017; 
Perraillon et al., 2019b; Unroe et al., 2012). Second, nursing homes with 
higher star ratings have lower rates of hospital admissions or readmissions 
and mortality (Cornell et al., 2019; Unroe et al., 2012).

Another important consideration is whether the ratings accurately re-
flect differences in levels of quality between facilities and how likely families 
are to use them to select a nursing home. Qualitative studies suggest that 
only ratings of the extremes (facilities with five stars versus facilities with 
one star) are predictive of re-hospitalization for heart failure (Unroe et al., 
2012), patient safety outcomes (Brauner et al., 2018), and resident and 
family satisfaction (Williams et al., 2016). Such studies have not found 
significant differences among nursing homes rated two, three, or four stars. 
However, Cornell and colleagues (2019) conducted a rigorous study and 
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found stronger negative relationships between star rating and outcomes 
such as mortality and long-term nursing home admission, but not for hos-
pital readmissions. While Konetzka and colleagues (2020) concluded that 
the five-star composite rating appears valid at the extremes, they questioned 
“whether the star ratings are helpful to consumers choosing among nursing 
homes that are closer to average” (Konetzka et al., 2020). Other findings 
conclude that star ratings could be improved by adding consumers’ assess-
ments of their quality of care experience (Mukamel et al., 2021). Although 
the five-star composite measure seems to have face validity and predictive 
validity at the extremes, the evidence is mixed as to whether the star ratings 
are helpful to consumers choosing among nursing homes that are closer to 
average. (See below for more on the usefulness of the five-star rating system 
for consumers.)

Summary

The validity of Care Compare appears to have improved overall with 
the additions of the five-star composite measure, claims-based quality mea-
sures, and the use of payroll-based staffing data. However, more work is 
needed in regards to the individual measures including better approaches 
to risk adjustment, improved correlation among measures that should be 
correlated, and refinement of the composite measure to better distinguish 
modest increments in quality.

Relationship between the Five-Star Rating and COVID-19

Limited, but mixed, evidence exists on the relationship between 
COVID-19 cases among residents in nursing homes and the home’s quality 
ratings. For example, several studies suggest that nursing homes with higher 
quality ratings are associated with lower rates of COVID-19 cases and 
deaths (Khairat et al., 2021; Ouslander and Grabowski, 2020; Williams 
et al., 2021). However, “this relationship, particularly with regard to case 
rates, can be partially attributed to external factors: lower-rated nursing 
homes are often located in areas with greater COVID-19 community spread 
and serve more socioeconomically vulnerable residents than higher-rated 
nursing homes” (Khairat et al., 2021, p. 2025).

In contrast a literature review by Ochieng and colleagues (2021) of 
studies between April 2020 and January 20021 found that eight of twelve 
studies did not find an association between quality ratings and COVID-19 
cases or deaths (Abrams et al., 2020; Chatterjee et al., 2020, Chen et al., 
2020; Figueroa et al., 2020; New York State Department of Health, 2020; 
Rowan et al., 2020; Sugg et al., 2021; White et al., 2020a). All four studies 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

QUALITY MEASUREMENT AND QUALITY IMPROVEMENT 101

that demonstrated associations between quality ratings and COVID-19 
cases or deaths examined data from single states (Bui et al., 2020; He et al., 
2020; Li et al., 2020a; Rau and Almendrala, 2020).

Evidence on Gaming of the Data

Konetzka and colleagues (2020) questioned whether the improved 
performance shown by providers on Care Compare measures truly reflects 
improvements in residents’ outcomes. Part of the challenge of the current 
rating system is that both staffing and quality measures are based on self-
reported data from nursing homes, which could allow for “gaming” where 
nursing homes could falsify their data or use questionable strategies to 
improve scores.

Efforts to assess gaming in Care Compare “have used a common, if in-
direct, strategy . . . based on the assumption that ‘real’ improvement should 
be at least somewhat correlated either with the mechanisms to improve 
quality or with related (untargeted) measures of quality where spillovers 
from true quality improvement would be expected” (Konetzka et al., 2020, 
p. 303). Several studies have shown a lack of correlation between self-
reported measures of improvement (e.g., outcomes, staffing ratios) and as-
sociated process or structural measures as well as a decrease in correlations 
after public reporting was initiated (Han et al., 2016; Werner et al., 2013; 
Zinn et al., 2008). Furthermore, several studies have shown decreases in 
these correlations along with changes in documentation and coding patterns 
after Care Compare began publicly reporting quality measures (Konetzka 
et al., 2015; Ryskina et al., 2018; Werner et al., 2011). Furthermore, a 
2020 analysis by Integra Med Analytics found that the self-reported nurs-
ing home data are often under-reported and uncorrelated to hospital-based 
measures (Integra Med Analytics, 2020)

Additionally, qualitative evidence also suggests that nursing home 
staff may be changing data or using other strategies to improve their 
scores without necessarily improving care (Davila et al., 2021; Perraillon 
et al., 2019a). Nursing home staff “reported substantial coding-related 
efforts to improve scores on the clinical quality measures, often led by a 
centralized director of clinical operations in the case of chain facilities” 
(Konetzka et al., 2020, p. 303). Examples included a staff member ask-
ing a resident about pain level6 only after the resident had received pain 
medications or counting inappropriate staff types among reports of staff-
ing ratios.

6 The committee recognizes that pain is no longer a quality measure as of October 2019 
(CMS, 2019).
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Investigative journalism has also drawn attention to the issue of gam-
ing of self-reported data (Silver-Greenberg and Gebeloff, 2021; Thomas, 
2014, 2015). For example, a 2014 article in the New York Times found 
that two-thirds of nursing homes being monitored for quality held four or 
five stars in the staffing and quality measures domains (which are largely 
based on self-reported data), but more than 95 percent had only one or two 
stars in the inspection domain (based on the findings of state surveyors. 
(Thomas, 2014). Similarly, a study of the early years of the five-star rating 
system showed that 71 percent of nursing homes had four or five stars in 
the quality measures domain while only 34.1 percent of nursing homes had 
four or five stars in the inspections domain (Abt Associates Inc., 2014). A 
2021 article in the New York Times noted that “in one sign of the problems 
with self-reported data, nursing homes that earn five stars for their quality 
of care are nearly as likely to flunk in-person inspections as to ace them” 
(Silver-Greenberg and Gebeloff, 2021). The article further noted that au-
diting of self-reported data is rare, even when nursing homes are cited for 
misreporting such data (Silver-Greenberg and Gebeloff, 2021). In 2015, 
the Government Accountability Office (GAO) recommended auditing of 
self-reported data to ensure quality and reliability (GAO, 2015).

Usefulness of Five-Star Rating and Care Compare for Consumers

As noted earlier, concerns have been raised about the ability of the five-
star rating system to provide useful information to consumers (Konetzka 
et al., 2020; LeadingAge, 2015; Edelman, 2015). In 2007, Phillips and 
colleagues questioned the ability of performance measurement systems (in 
general) “to truly help consumers differentiate among homes providing 
different levels of quality” adding that “for consumers, performance mea-
surement models are better at identifying problem facilities than potentially 
good homes” (Phillips et al., 2007) In 2016, the GAO issued a report 
highlighting challenges to the usefulness of the five-star rating system and 
Care Compare for consumers (GAO, 2016). First, they noted difficulty in 
understanding and comparing overall star rating, given the complexity of 
the calculation and potentially “masking the importance of the component 
ratings” (GAO, 2016, p. 16). GAO noted, as discussed previously, concerns 
about the ability to distinguish among nursing homes with two, three, or 
four stars. They stated, “for example, in one state, 28 percent of homes 
with a 3-star overall rating had a better health inspection score than the 
average health inspection score for homes with an overall 4-star rating” 
(GAO, 2016, p. 17). GAO also noted the inability of consumers to com-
pare the quality of nursing homes across states (as ratings are relative only 
to other nursing homes in the same state). Finally, GAO noted the lack of 
information about consumer satisfaction, stating “many stakeholders told 
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us that they would like to see resident satisfaction included in the five-star 
system” (GAO, 2016, p. 23). They further concluded that “until consumer 
satisfaction information is included in the rating system, consumers will 
continue to make nursing home decisions without the benefit of this key 
performance measure and may not be choosing the home that would best 
meet their needs” (GAO, 2016, p. 24). (See later in this chapter for more 
on resident and family satisfaction and experience surveys.)

What is Missing from Care Compare?

Care Compare does not include several aspects of high-quality care that 
are important for consumers to consider when seeking nursing home care 
that best meets their needs. These areas include resident and family satisfac-
tion and experience of care (discussed later in this chapter), palliative and 
end-of-life care, implementation of the resident’s care plan, psychosocial 
and behavioral health services, safety indicators (e.g. emergency prepared-
ness and response, infection prevention and control), staff satisfaction, staff 
employment arrangements, health information technology adoption and 
interoperability, and the nursing home’s financial performance.

Palliative and End-of-Life Care Measures

Nursing homes often serve as the final home for many residents prior to 
death; currently, about 25 percent of Medicare beneficiaries die in a nursing 
home (Teno et al., 2018). Furthermore, over one-third of older Americans 
have a nursing home stay in the last 90 days of life (Teno et al., 2018). 
Thus, measuring the quality of palliative and end-of-life care for people 
receiving care in nursing homes is important. Measures of palliative and 
end-of-life care parallel, and in some cases overlap, those in other settings 
(e.g., hospital, home) and other patient populations (e.g., care of older 
adults). Areas of particular focus for palliative and end-of-life care include 
the assessment and management of common end-of-life symptoms, open 
and empathetic communication with patients and families, elicitation and 
documentation of patients’ preferences for life-sustaining treatments, miti-
gation of psychosocial and spiritual/existential distress, and grief and be-
reavement support (NQF, 2012a). Specific measures also include bereaved 
family evaluations of care at the end of life (NQF, 2012a) and concordance 
between patient preferences for care at the end of life and care received 
(Sanders et al., 2018).

Few palliative care measures have been developed specifically for use 
in the nursing home setting, and these tools have limited psychometric sup-
port and no single measure is widely used (Steel et al., 2003; Thompson 
et al., 2011). Some have proposed using existing administrative data such 
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as MDS pain measures and Medicare claims to measure rates of potentially 
burdensome treatments and transitions (e.g., end-of-life hospitalizations, 
ICU admissions) and hospice use for long-term care residents (Gozalo et al., 
2011; Mukamel et al., 2012, 2016; Temkin-Greener et al., 2016).

To date, the quality of end-of-life care in nursing homes is consis-
tently measured and reported by the Veterans Health Administration’s 
community living centers. The key measure that the Veterans Health 
Administration uses is the Bereaved Family Survey, an NQF-endorsed 
measure administered to next of kin for all veterans dying in an inpa-
tient Veterans Health Administration facility, including community living 
centers (NQF, 2012b; Thorpe et al., 2016). Family evaluations of overall 
end-of-life care for “veterans who died in Community Living Centers 
were better than those of veterans dying in acute or intensive care units 
but worse than those dying in hospice or palliative care unit” (Ersek 
et al., 2015).

Other Measures

In the committee’s judgment, several other measures or areas could 
also be better represented on Care Compare. For example, the commit-
tee identified the implementation of residents’ plans of care and psycho-
social and behavioral health services provided by each nursing home as 
important topics to consumers who are looking for specific services that 
they need and that are important to them (provided that the data can 
be validated). For example, consumers may be interested in information 
about costs and specialized services (Konetzka and Perraillon, 2016), 
and measures of patient safety can be difficult to elucidate (Brauner 
et al., 2018). Other safety indicators are likely important for consum-
ers, especially following the pandemic, such as emergency preparedness, 
emergency response management, and infection prevention and control. 
Finally, consumers often value aspects of quality other than those re-
ported in Care Compare (Mukamel et al., 2020), including staff satis-
faction and staff employment arrangements (e.g., full-time, part-time, 
contract, and agency staff), both of which have been demonstrated to af-
fect the quality of care (White et al., 2020b,c). Consumers also are likely 
interested in the availability of single-occupancy rooms (Grabowski, 
2020; Silow-Carroll et al., 2021), health information technology adop-
tion and interoperability (Vest et al., 2019), and financial performance 
(Weech-Maldonado et al., 2019), which can reflect the long-term stabil-
ity and availability of the services they are seeking. Some of these mea-
sures can be readily reported from data already collected by CMS, but 
others will need to be further developed and tested before being publicly 
reported.
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RESIDENT- AND FAMILY-REPORTED OUTCOMES:  
QUALITY OF LIFE, EXPERIENCE OF CARE, AND SATISFACTION

Measures of resident and family satisfaction represent an aspect of 
quality that is not currently reflected in the five-star rating (Williams 
et al., 2016), and consumers want to be able to see resident and family 
satisfaction on Care Compare (Konetzka and Perraillon, 2016; Schapira 
et al., 2016). As noted by Castle and colleagues, “measuring and reporting 
satisfaction with care may be important in helping seniors and their fami-
lies choose a nursing home and also may be important in helping facilities 
improve some aspects of quality” (Castle et al., 2016).

The committee’s vision of quality, as emanating from the nursing home 
resident’s valuation of the benefits and harms of care, makes the resident’s 
voice central to achieving and measuring quality. This vision, rooted in 
principles of autonomy and self-determination, centers on an assessment 
of the quality of care for the nursing home resident by:

• Establishing advance care plans (Fleuren et al., 2020);
• Ascertaining goals (Glazier et al., 2004);
• Identifying needs and symptoms (Saliba and Buchanan, 2012);
• Identifying preferences for residential care and activities (Housen 

et al., 2009; Roberts et al., 2018; Saliba and Schnelle, 2002);
• Measuring outcomes (Edelen and Saliba, 2010; NQF, 2013; Saliba 

et al., 2012); and
• Assigning relative values to quality measures (Weimer et al., 2019).

This section focuses on the assessment of quality by nursing home resi-
dents and their families, which is typically not included in national quality 
reports (Sangl et al., 2005). For a nursing home worker’s perspective on 
measuring quality of life, see Box 3-1.

BOX 3-1 
Nursing Home Worker Perspective

“Metrics for quality of life or wellbeing—this is critical. There need to be incen-
tives to push care towards what matters to older adults and nursing home residents.”

– Physician and researcher from Amherst, MA  
who has worked in long-term care facilities

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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Consumer assessment of quality can be of three types: (1) observation 
of the care, staff, and environment; (2) evaluation of the experience of care; 
and (3) satisfaction with the technical delivery and resulting outcomes of 
care. Observations can be guided by validated measures which can be scored 
to interpret quality and, in turn, help with choosing a facility (Rantz et al., 
2006). The experience of care includes how the consumer perceives the way 
care is delivered, communication with providers, and characteristics of the 
care environment (e.g., cleanliness, odors, amenities). Technical measures of 
care processes and outcomes are only moderately correlated with resident 
and family reports of the experience of care (Kane et al., 2003; Li et al., 
2016). Obtaining residents’ assessment of their care experience becomes 
even more important in the nursing home setting, where residents have high 
levels of support needs and rely on the nursing home staff and environment 
to meet their needs on a continuing basis for weeks, months, or even years 
(IOM, 2001a; Katz and Akpom, 1976; Saliba and Schnelle, 2002).

Design Considerations

Several important design principles need to be considered in efforts to 
systematically assess and report on the experience of residents in nursing 
homes. The science for developing reliable and valid consumer surveys 
related to health care is well established (Bolarinwa, 2015; Cleary and 
McNeil, 1988; CMS, 2020c). The process begins with extensive literature 
reviews and intensive interviews with patients, families, and other stake-
holders to identify those aspects of care that are most important to measure. 
Survey methodology also delineates methods to quantify and minimize the 
bias that can be introduced by aspects such as the mode of interview, inter-
viewer type, concerns about recrimination, and the ordering and wording of 
questions (Krosnick, 1999). Several of these considerations are particularly 
important for nursing home settings. Anonymity of survey responses is criti-
cal to obtaining unfiltered answers to questions, particularly if a person is 
in an ongoing, dependent relationship with the nursing home being evalu-
ated. The wording of items and responses needs to be clear and written to 
match the cognitive steps the respondent employs to arrive at an answer. 
For example, a response option of yes/no may not be appropriate when the 
actual answer varies depending on conditions or frequency. Care needs to 
be taken to create items that are worded in a neutral manner and not in 
a way that encourages a desired response. The recall of multiple episodes 
can be challenging, particularly if a respondent is being asked to identify 
a single defining characteristic despite variation that occurs either day to 
day or over time.

Interacting with these design principles are the characteristics of the 
nursing home setting and the resident. Although residents with moderate 
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cognitive impairment can answer questions about their symptoms and 
preferences (Saliba and Buchanan, 2008), these questions need to be care-
fully worded and tested for clarity and message (Housen et al., 2008; Sangl 
et al., 2007). For those residents unable to self-report or to reliably report 
on their care experiences, proxy respondents might be used. While family 
evaluations of care are not interchangeable with residents’ evaluations, 
proxy reports are widely used in evaluating care for patients who cannot 
speak for themselves (e.g., individuals with disabilities, very young children 
and infants, individuals at the end of life) and where family members are 
involved in the care to the degree that they are considered as the recipients 
of care (i.e., the patient-family as a unit of care, such as that which occurs 
in hospice or for pediatric patients). Thus including families’ evaluations 
and experiences is warranted (Frentzel et al., 2012; Kane et al., 2005; 
Li et al., 2016).

There will be discord when the assessment is about events experienced 
by the resident but not the proxy. Additionally, because of the ongoing 
nature of care and number of encounters, the care experience may have 
day-to-day variation. Most importantly, as noted above, residents in the 
nursing home are reliant on the staff, who essentially control most elements 
of their environment and daily activities. This may interfere with resident 
evaluation of the care experience in two ways. First, residents and families 
may accommodate themselves to the shortcomings of the environment or 
care delivery, and, second, given the interaction of dependence and staff 
control, they may hesitate to criticize out of fear of recrimination.

Quality of Life

QOL is a multidimensional construct comprised of behavioral compe-
tence, objective environment, perceived QOL, and psychological well-being 
(Lawton, 1991). Although some models include objective and subjective 
components, generally the emphasis is on a person’s own assessment of his 
or her QOL, based on the person’s values and goals. While QOL is influ-
enced by the quality of care (Kane et al., 2003), it encompasses broader 
concepts of psychological, social, spiritual and existential well-being.

Under a contract from CMS, researchers developed and tested a survey 
to measure nursing home resident-reported QOL in order to determine the 
psychosocial domains that were absent or not sufficiently emphasized in 
the MDS (Kane et al., 2003, 2004). The resulting instrument contained 
54 items covering resident satisfaction in 10 domains: autonomy, comfort, 
security, meaningful activity, relationships, functional competence, enjoy-
ment, privacy, dignity, and spiritual well-being. A shortened 34-item version 
was also developed. The testing of the related items showed only modest 
correlation with a general satisfaction score, suggesting that the measures 
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of experience addressed different constructs from satisfaction. The survey 
developers acknowledged that the survey was not a full assessment of QOL, 
as it did not include measures of affect, functional status, or health. Evalu-
ating QOL (and the impact of care on QOL) is particularly important for 
long-term care residents because the nursing home is their permanent home, 
the place they will spend the final weeks, months, or years of their lives. 
As such, QOL was folded into the resident and family experience measures 
described in the following sections.

CAHPS Measures

AHRQ sponsored the development of the Consumer Assessment of 
Healthcare Providers and Systems (CAHPS®) program.7 This suite of sur-
veys captures reliable and valid data to assess some elements of patients’ ex-
perience with various aspects of the health system and providers, and CAHPS 
survey data are used to provide publicly reported quality scores for Medicare 
and Medicaid. CMS mandates the collection of CAHPS surveys in several 
settings or populations (e.g., hospitals, Medicare Advantage, home health 
care, hospice care) by independent, credentialed survey vendors, and AHRQ 
supports the ongoing evaluation of item performance and association of 
ratings with patient characteristics (Klein et al., 2011; Martino et al., 2016).

Nursing Home CAHPS

CAHPS, with support from CMS, developed three “experience of care” 
surveys, available in English and Spanish, for nursing homes: the Long-Stay 
Resident Survey, the Discharged Resident Survey (for short-stay patients), 
and the Family Member Survey. The three surveys serve different purposes. 
“The [Long-Stay Resident Survey] provides the perspective from residents 
able to respond about their care; the [Discharged Resident Survey] presents 
a view from persons receiving rehabilitation. [The Family Member Survey] 
represents the experiences of those residents receiving the most days of care 
and who would otherwise be unable to voice their experiences” (Frentzel 
et al., 2012, p. S26). Furthermore, “measures based on consumer feedbacks 
offer unique insights into care quality and residents’ quality of life because, 
by construction, they may largely reflect the varied aspects of interpersonal 
care experiences of residents and their family members, which are likely not 
well captured by clinical measures” (Li et al., 2016, p. 10).

The Long-Stay Resident Survey is the only CAHPS survey administered 
in person, with the sample consisting of residents in the facility of more 

7 For more information about CAHPS, see: https://www.ahrq.gov/cahps/about-cahps/index.
html (accessed November 5, 2021).
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than 100 days (AHRQ, 2020; Sangl et al., 2007). Items ask about envi-
ronment, care, communication and respect, autonomy, and activities. The 
Discharged Resident Survey is mailed by an independent vendor to nursing 
home residents who have been discharged after short-stay (defined as less 
than 100 days) and differs from the long-stay version by including ques-
tions about therapy services. The Family Member Survey is also adminis-
tered by mail and asks about the facility staff’s meeting of resident’s basic 
needs (e.g., eating, drinking, toileting), staff kindness and respect toward 
resident, nursing home provision of information and encouragement of 
family involvement, nursing home staffing, care of belongings, cleanli-
ness, and an overall rating of quality (AHRQ, 2020; Frentzel et al., 2012). 
Nursing home CAHPS is the first CAHPS survey to include items for both 
quality of care and quality of life (Sangl et al., 2007).

While CMS mandates the collection of CAHPS surveys in other health 
care settings, the collection of the NHCAHPS survey is not required. This 
situation has been attributed to the resource requirements for in-person 
interviews in the long-stay version, concerns about the exclusion of persons 
with cognitive impairment, industry resistance to public reporting of de-
tailed measures of resident experience, and concerns about whether family 
or proxy reports fairly capture the experience of residents (Frentzel et al., 
2012; MedPAC, 2021). However, not implementing CAHPS in nursing 
homes when the surveys are carried out in other health care settings disad-
vantages nursing home residents and families in preventing their ability to 
provide feedback about their care experiences, and to use such information 
to make informed decisions when choosing a nursing home. Nursing homes 
are also disadvantaged by not having consumer reports of their experiences 
to improve services and care delivery.

Reliability and Validity of Nursing Home CAHPS

While many nursing home administrators report using resident satis-
faction surveys, and satisfaction information is reported as being useful, 
the surveys being used vary widely and may not be adequately validated 
(Castle, 2007; Castle et al., 2004, 2016). Comparatively, Nursing Home 
CAHPS measures had extensive item development (described in the previ-
ous section on “design considerations”) and testing for reliability and va-
lidity (AHRQ, 2018, 2019; Frentzel et al., 2012; Castle et al., 2018; Sangl 
et al., 2007). Development of nursing home CAHPS resident surveys was 
based on a literature review, the use of focus groups with nursing home 
residents and their families about what topics and measures were important 
to them, cognitive testing to ensure residents could understand and answer 
the questions, field testing, and testing to develop composites and transition 
items (AHRQ, 2018). Similarly, the Family Member Survey was developed 
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based on a literature review, focus groups with residents and their families 
about what topics and measures were important to them, a public call 
for measures, cognitive testing with people who have family members in 
nursing homes, input from a technical expert panel regarding the use and 
value of a family member survey, field testing, and psychometric testing 
(AHRQ, 2019).

A 2018 analysis of the Discharged Resident Survey concluded that 
“the standardization and reliability that [it] provides could facilitate the 
same benefits we have seen in other industries for the CAHPS family of 
instruments (i.e., quality improvement, reimbursement, public reporting, 
and benchmarking)” (Castle et al., 2018, p. 1241–1242). However, as 
most of this survey’s question domains are the same as the Long-Stay Resi-
dent Survey, and considering that most discharged residents are short stay, 
testing is needed to determined necessary adjustments for the Discharged 
Resident Survey (Baskin et al., 2012; Castle et al., 2018). A 2012 analysis 
of the Family Member Survey found that “the final family member survey, 
using formative research to develop the draft, cognitive testing to refine the 
items, psychometric analyses, and technical expert input, represents a well 
tested, valid, and reliable survey” (Frentzel et al., 2012, p. S26). Higher 
family ratings on nursing home care are associated with better care, resident 
outcomes, and several risk-adjusted quality measures (e.g., lower rates of 
pressure ulcers, hospital admission, and mortality) (Li et al., 2016). These 
reflect similar findings of psychometric testing for Family Member Surveys 
conducted in hospital-based CAHPS surveys (Li et al., 2016).

State-Based Surveys of Resident and  
Family Experience and Satisfaction

Some states have supported surveys of resident experience and satisfac-
tion. In Michigan, nursing homes can receive incentive payments for sub-
mitting resident satisfaction surveys, though the exact design and content 
of those surveys is determined by the facility or chain (Michigan DHHS, 
2021a). A few states have created their own surveys which combine sat-
isfaction and experience items, and some have required nursing homes to 
collect these for over a decade. For example, the Ohio Long-Term Care 
Ombudsman Program began conducting nursing home resident and fam-
ily surveys in 2002 (Ejaz et al., 2003; Straker et al., 2016). Posted surveys 
show variation in scores across facilities and across domains (Pyle, 2017). 
Similarly, evaluations of consumer experience surveys in Maryland have 
shown disparities in ratings of all care domains that persist over time (Li 
et al., 2014) as well as differences in experiences of care that are associated 
with proprietary status and nursing home chain size (You et al., 2016). 
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Since 2006, Minnesota has posted a report card that includes long-stay 
resident and family QOL and short- stay resident experience survey results 
(Minnesota DHHS, 2021). These surveys are administered annually and are 
also part of the Minnesota Performance-Based Incentive Program for nurs-
ing home quality improvement (Kane et al., 2007). The Long-Stay Resident 
Survey is conducted in person by an independent research firm; the other 
surveys are completed by mail (Kane et al., 2007; Minnesota DHHS, 2021).

Industry Measures of Resident and  
Family Experience and Satisfaction

In parallel with federal and state efforts, the nursing home industry has 
developed and implemented its own measures of resident and family satis-
faction. For example, CoreQ, endorsed by the American Health Care Asso-
ciation, has three versions: long-term care residents, long-term care family, 
and short-stay discharged patients. (Castle et al., 2020; CoreQ, 2019; 
Schwartz, 2021). Each version consists of three or four general questions 
that focus less on rating the quality of resident experience and more on 
summative satisfaction ratings. Another example of an industry-developed 
tool is NRC Health’s My Inner View Customer Satisfaction Survey (NRC 
Health, 2021). Many nursing homes promote and advertise high scores 
from self-designed and administered surveys of their residents. However, 
consumer advocates and survey methodologists have raised concerns that 
item wording and the choice of response formats may increase the tendency 
of respondents to provide socially appropriate response choices and thus 
provide only minimal variation in the scale (Bowling, 2005; Dillman et al., 
2014; Nadash et al., 2019).

OVERVIEW OF QUALITY IMPROVEMENT

In his remarks to this committee, Donald Berwick, the president emeri-
tus and a senior fellow at the Institute for Healthcare Improvement, said 
that “most improvement agendas [have] excessive reliance on control, 
metrics, accountability, and fixing damage, with little energy left over for 
learning and not much energy left over for invention.” Technical assistance 
is one of the primary mechanisms of quality improvement. The role of 
technical assistance depends in part upon the nursing home recognizing its 
need for additional knowledge and expertise. Without the motivation to 
improve quality, little change may occur. The following sections highlight 
key historical and current efforts to improve the quality of care in nursing 
homes. (See Appendix B for more details on some of the quality improve-
ment programs discussed below.)

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

112 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

History of National Quality improvement Efforts

The Joint Commission, founded in 1951, accredits and certifies health 
care organizations and programs in the United States (Joint Commission, 
2021). In 1966 The Joint Commission initiated the Long-Term Care Ac-
creditation Program that stimulated interest from nurses and other leaders 
in nursing homes to examine the quality of care delivered in their organiza-
tions (Rantz et al., 2002). In 1973 the American Nurses Association and 
the American Hospital Association sponsored a conference that challenged 
nurses to take responsibility for quality assurance activities within their 
health care organizations (Lang and Clinton, 1983).

In 1972, the federal government mandated professional standards re-
view organizations (later called peer review organizations) to oversee the 
quality of care delivered by health care organizations to Medicare benefi-
ciaries, including those in nursing homes. In 2002, these programs were 
renamed as quality improvement organizations (QIOs) and are currently 
overseen by CMS. The 2006 IOM report Medicare’s Quality Improvement 
Organization Program: Maximizing Potential (IOM, 2006) was prepared 
in response to a request from the U.S. Congress for an evaluation of the 
QIO program. The IOM committee recommended that CMS should assess 
the QIO program in several ways, including (1) the program as a whole, 
(2) individual QIOs, and (3) selected quality improvement interventions 
implemented by QIOs. Additionally, the committee recommended inde-
pendent, external evaluations of the QIO program’s overall contributions 
and effectiveness.

As the QIO core contract concluded in 2006, CMS staff conducted a 
national evaluation of the improvements achieved by QIOs working with 
nursing homes, home health, and physician offices. While there were some 
measurable improvements, the evaluation’s conclusions were limited be-
cause of design flaws in the analysis (Rollow et al., 2006; Shortell and Peck, 
2006). Congress continued to question the effectiveness of the QIOs, not-
ing documented problems with the program (Freedland, 2009; Reichard, 
2007). The QIO program’s 9th Scope of Work (2008–2011) targeted at 
poorly performing nursing homes, but an independent evaluation high-
lighted the limited accuracy of the targeting methods used to select nursing 
homes to work with and the specific performance measures selected for 
improvement (Stevenson and Mor, 2009).

A 25-year review of external evaluations of the QIO program, includ-
ing the internal monitoring and evaluation protocols, found that all such 
evaluations have found the impact of the QIO program to be small or 
difficult to interpret; additionally, the review found that inconsistencies 
in data collection and measurement create difficulties in monitoring and 
evaluations of effectiveness (Shaw-Taylor, 2014). This review also noted 
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that the QIO program cost at that time was about $200 million per year 
and that the ninth scope of work cost more than $1 billion. These costs and 
continued questions about the effectiveness of the program prompted the 
Office of the Inspector General to examine the duplicative efforts of QIOs 
with other CMS quality improvement efforts and the relative contribution 
of each effort (OIG, 2015). To date, the effectiveness and relative contribu-
tions of the QIO program have not been fully determined.

Standardized CMS quality measures have been used to guide quality 
improvement, in large part because of their prominent use in payment, 
policy, consumer choice, and accountability. The extent to which individual 
facilities engage in quality improvement and the effectiveness of such ac-
tivities are unknown. Furthermore, many facilities lack adequate expertise 
and resources to engage in effective quality improvement. Various groups 
have established quality improvement coalitions and initiatives to support 
these efforts. Coalitions may involve the QIOs, academic partnerships, and 
state-level initiatives. The following sections give a brief overview of some 
the larger initiatives as examples.

FEDERAL INITIATIVES FOR QUALITY IMPROVEMENT

The federal government has played a key role in improving the quality 
of care in nursing homes. Notable efforts include implementation of qual-
ity assurance and performance improvement (QAPI) programs and various 
CMS-supported campaigns and interventions.

Quality Assurance Performance Improvement Program

Federal efforts to embed the use of quality improvement methods 
include regulations of the Omnibus Budget Reconciliation Act of 19878 
that required facilities to have quarterly meetings to identify needed qual-
ity assurance activities and to develop and implement plans to correct 
quality deficiencies (Rantz et al., 2002). In 2016, the Patient Protection 
and Affordable Care Act9 (ACA) required that all skilled nursing facilities 
implement QAPI programs as a condition of reimbursement by Medicare 
and Medicaid. The QAPI activities expand the team members to include 
representatives of all staff in the nursing home as well as residents and 
families or significant others in continuously identifying opportunities for 
improvement (AHCA and NCAL, 2021).

8 Omnibus Budget Reconciliation Act of 1987, Public Law 100-203; 100th Cong., 1st sess. 
(December 22, 1987).

9 Patient Protection and Affordable Care Act, Public Law 111–148; 111th Cong., 2nd sess. 
(March 23, 2010).
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QAPI seeks to achieve two critical aspects of quality management: 
quality assurance (the enforcement of standards for the quality of services 
and outcomes) (see Chapter 8) and performance improvement through the 
continuous quality improvement process (CMS, 2016). CMS oversees sev-
eral quality improvement initiatives for nursing homes, but QAPI is meant 
to be ongoing and more comprehensive, so enrolling in another initiative 
does not necessarily mean a nursing home is meeting QAPI regulations. 
QAPI identifies five key elements of quality management:

(1) The design and scope of the program address all systems of care, 
including clinical care, QOL, choice, and safety;

(2) Leadership is engaged and actively seeks input from all stakehold-
ers including staff, residents, and their families;

(3) Facilities have a data collection and monitoring system;
(4) Facilities have performance-improvement projects to assess and 

address particular problem areas; and
(5) Facilities employ systemic analyses and approaches to identify and 

address issues, develop policies, and look toward sustainable im-
provement (CMS, 2016).

In spite of these regulations and efforts, the COVID-19 pandemic 
revealed an absence of QAPI practices in many nursing homes. Moreover, 
when a QAPI is absent during annual inspections, it is often not cited as a 
deficiency (Bonner, 2021).

CMS-Supported Campaigns and Interventions

CMS has supported and continues to support several nursing home 
quality improvement programs (CMS, 2017a). Despite the large invest-
ment, some of these large-scale CMS-supported initiatives have not been 
evaluated rigorously. The next section gives an overview to some of these 
initiatives.

Interventions to Reduce Acute Care Transfers

The Interventions to Reduce Acute Care Transfers (INTERACT) pro-
gram was created by CMS to reduce transfers to hospitals through im-
proved identification, evaluation, management, and communication about 
acute changes in nursing home resident conditions (Ouslander et al., 2014). 
The identification of common, nonspecific changes in condition may “help 
guide decisions about further evaluation of changes in resident condi-
tion, when to communicate with primary care clinicians, when to consider 
transfer to the hospital, and provide suggestions on how to manage some 
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conditions in the facility without hospital transfer when it is safe and feasi-
ble” (Ouslander et al., 2014, p. 5). Studies of the impact of the INTERACT 
program have shown mixed results; however, measurable improvement has 
been demonstrated in avoidable hospitalizations, cost savings to Medicare, 
and care process improvements (Huckfeldt et al., 2018; Kane et al., 2017; 
Mochel et al., 2021; Ouslander et al., 2011, 2014; Vasilevskis et al., 2017).

The National Nursing Home Quality Improvement Campaign

The National Nursing Home Quality Improvement Campaign, which 
began in 2006 as the Advancing Excellence in America’s Nursing Homes 
Campaign, provides long-term care providers, consumers, advocates, and 
quality improvement professionals with freely accessible, evidence-based 
resources to support quality improvement activities (National Consumer 
Voice, 2021). CMS funding for the campaign ended in 2019, but a group 
of nongovernmental stakeholders continues to support the website10 (Great 
Plains Quality Innovation Network, 2019; NNHQI, 2021).

The National Nursing Home Quality Care Collaborative

Modeled after the Institute for Healthcare Improvement breakthrough 
series approach (IHI, 2003) and led by Quality Innovation Network–QIOs, 
the goal of the collaborative is to rapidly spread best practices that are iden-
tified from high-performing nursing homes to other facilities. The program 
has had limited evaluation, but one case study did report success in learning 
to apply quality improvement techniques (Gillespie, et al., 2016).

National Partnership to Improve Dementia Care in Nursing Homes

Launched in 2012, the National Partnership to Improve Dementia 
Care in Nursing Homes has the mission of improving the quality of care 
provided to individuals with dementia living in nursing homes. Membership 
varies across states but often involves the Quality Innovation Network–
QIO, the survey agency, and other related state offices (e.g., Department 
of Aging); industry (e.g., Leading Age, American Health Care Association 
affiliates); professional associations; resident advocacy groups; academic 
institutions; nursing homes; and others. The initial target of the partner-
ship was to reduce antipsychotic use and has now expanded to promote the 
use of non-pharmacologic, person-centered dementia care practices (CMS, 
2021d). The partnership met its initial goal of reducing the prevalence of 
antipsychotic use in long-stay nursing home residents by 30 percent by the 

10 See: www.nhQualityCampaign.org (accessed November 1, 2021).
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end of 2016 (CMS, 2017b). Overall, the rates of antipsychotic use among 
long-stay residents has decreased from 23.9 percent in 2011 to 15.7 percent 
in 2017 (CMS, 2017b).

Initiative to Reduce Avoidable Hospitalizations Among Nursing 
Facility Residents

CMS’ Medicare–Medicaid Coordination Office, in collaboration with 
the Center for Medicare and Medicaid Innovation, ran the Initiative to 
Reduce Avoidable Hospitalizations Among Nursing Facility Residents from 
2012 to 2020. Partnering programs and organizations included:

• The Optimizing Patient Transfers, Impacting Medical Quality, and Im-
proving Symptoms: Transforming Institutional Care (OPTIMISTIC) 
project;

• The Reduce Avoidable Hospitalizations using Evidence-Based 
Interventions for Nursing Facilities (RAVEN) program;

• The Missouri Quality Initiative (MOQI);
• The New York–Reducing Avoidable Hospitalizations (NY–RAH) 

project;
• The Nevada Admissions and Transitions Optimization Program 

(ATOP) initiative;
• CHI/Alegent Creighton Health (Nebraska); and
• The Alabama Quality Assurance Foundation’s Nursing Facility 

Initiative.

Each of the seven participating sites was individually evaluated against 
key metrics and in aggregate (in comparison to a national comparison 
group) by an independent team that performed extensive quantitative and 
qualitative analyses. Phase One (2012–2016) involved the delivery of ev-
idence-based practices to “improve the overall health and healthcare of 
participating long-stay nursing facility residents with the primary goals of 
reducing potentially avoidable hospitalizations, improving quality of care, 
and decreasing health care spending” (RTI International, 2017, p. 13). All 
partnering initiatives were “required to employ staff, such as registered 
nurses (RNs), or advanced practice registered nurses (APRNs) . . . to pro-
vide full- or part-time support” (RTI International, 2017, p. 13). Addition-
ally, the nurses focused on improving care processes and communication 
among providers using INTERACT and assisted in training staff on how 
to use quality improvement methods to improve all key aspects of care de-
livery (e.g., nutrition, hydration, mobility, communication, end-of-life care 
planning). For the intervention period of 2014–2016, the evaluation team 
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found “persuasive evidence of the Initiative’s effectiveness in reducing hos-
pital inpatient admissions, ED visits, and hospitalization-related Medicare 
expenditures” (RTI International, 2017, p. 223).

Phase Two of the initiative (2016–2020) addressed six key conditions: 
pneumonia, congestive heart failure, chronic obstructive pulmonary disease/
asthma, skin infection, dehydration, and urinary tract infection. During this 
phase, CMS offered payment incentives for each of these conditions in an 
effort to reduce hospitalizations (RTI International, 2021, p. ES 3). Phase 
Two included two different intervention groups: one in which the payment 
intervention was added to the existing clinical supports (i.e., RN and APRN 
support) and the other a “payment only” intervention group, which did not 
have the RN and APRN supports. Overall, providing payment incentives 
to nursing facilities to reduce use and expenditures was not effective (RTI 
International, 2017).

Four of the participating sites (MOQI, NY-RAH, OPTIMISTIC, and 
RAVEN) had a strong clinical focus. Details of these programs, including 
their key components and outcomes, are provided in Appendix B.

STATE AND LOCAL INITIATIVES FOR  
QUALITY IMPROVEMENT

In addition to federal efforts, different approaches to quality improve-
ment in nursing homes have been implemented at the state and local levels. 
These efforts include academic-provider partnerships and state-supported 
programs.

Academic–Provider Partnerships

Many targeted quality improvement efforts in nursing homes focus 
on such topics as pressure ulcers, falls, antibiotic use, pain, palliative care, 
and hospital transfers (Rantz et al., 2009; Rantz et al., 2012a; Rantz et al., 
2012b; Sloane et al., 2020). These projects are often initiated by an aca-
demic research team and involve a single facility or smaller groups of facili-
ties from a single geographic region. Funding for these projects comes from 
a variety of sources, including federal research grants, foundation grants, 
and government contracts, including those supported with civil monetary 
penalty funds. In general, the results of these studies have been mixed; how-
ever, the use of quality improvement methods to improve quality of care 
is well supported with significant results or trends in improvement. In ad-
dition to discrete quality improvement projects, academic researchers also 
have partnered with nursing homes and other stakeholders to form quality 
improvement programs. Two examples of this type of partnership are the 
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Arkansas Coalition for Nursing Home Excellence and the Quality Improve-
ment Program of Missouri (QIPMO) (Beck et al., 2014; Rantz et al., 2003, 
2009). One other example of academic-provider partnerships is the model 
of a teaching nursing home wherein students, faculty, and healthcare work-
ers collaborate to improve care for residents (Mezey et al., 2008).

The Arkansas Coalition for Nursing Home Excellence

The Arkansas program was a broad coalition of nursing home orga-
nizations, state survey representatives, academics specializing in geriat-
rics, the Arkansas ombudsman, and advocates, all focusing on efforts to 
improve quality and support culture change in the state nursing homes. 
The program, which coincided in some years with the National Consum-
er’s Voice Advancing Excellence Campaign (2006–2016), was active for 
10 years (2004–2014) and reported success with improvement in pressure 
ulcers, physical restraints, chronic pain, acute pain, and complaints from 
2004–2011 (Beck et al., 2014; National Consumer Voice, 2021).

The Quality Improvement Program for Missouri

Developed and tested in the 1990s, and adopted in 1999 (and still oper-
ating today), QIPMO is a cooperative project between the Missouri Depart-
ment of Health and Senior Services and the University of Missouri Sinclair 
School of Nursing whose goal is to improve quality of care in Missouri nurs-
ing homes (Popejoy et al., 2000; Rantz et al., 2001, 2003). In the program, 
quality improvement nurses (nurses with graduate education in geriatric 
nursing) and leadership coaches (nursing home administrators) contact and 
offer free, confidential clinical and operational consultation to long-term 
care facilities. Every facility in the state is contacted at least annually with 
offers for site visits to help with quality improvement. In 2019, QIPMO 
nurses contacted 696 different facilities, organizations, and stakeholders 
and conducted 561 on-site visits in 342 different facilities to assist with the 
improvement of clinical systems and care. QIPMO leadership coaches con-
tacted 605 different facilities, organizations, and stakeholders and conducted 
258 on-site visits in 172 different facilities to assist with leadership quality 
improvement and education (Sinclair School of Nursing, 2021a,b). There 
were 527 active providers in Missouri in fiscal year 2019, which means the 
five QIPMO gerontological nurses and three leadership coaches reached, 
on-site, 71 percent and 63 percent, respectively, of active providers.11

11 Quality Improvement Program for Missouri (QIPMO) testimony presented to: the Na-
tional Academies of Sciences, Engineering and Medicine Committee on the Quality of Care in 
Nursing Homes; Nicky Martin, M.P.A., B.S., LNHA, CDP, IP, LTC leadership coach, program 
team leader; and Wendy Boren, B.S.N., R.N., IP, clinical educator/consultant; May 10, 2021
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QIPMO has been found to improve the quality of care outcomes of 
nursing home residents and to reduce the cost of care, including annual 
care cost savings of more than $4.7 million statewide, several times more 
than the program costs (Rantz et al., 2003, 2009; University of Missouri 
Interdisciplinary Center on Aging, 2008). A 2018 evaluation of the ad-
ministrator coaching service for survey readiness assistance found that use 
of the service resulted in a reduction of severe citations from 52.3 percent 
pre-training to 39 percent post-training and a reduction of administra-
tor turnover from 22.1 percent pre-training to 19.5 percent post-training 
(Phillips et al., 2018).

Academic–provider partnerships such as QIPMO offer several advan-
tages. With the program being managed within the state, it is easier to 
build support for the use of the clinical and administrative services. Com-
munication among the nursing home associations, the nursing homes (and 
other long-term care settings), and state agency staff can be facilitated more 
readily so that trusting relationships can be built. Working on-site with the 
QIPMO nurse or leadership coach, facility staff can improve care systems 
in ways that are not possible with their individual efforts alone. Affiliation 
with a well-recognized and respected state university adds credibility to the 
educational offerings and increases consultation acceptance (Popejoy et al., 
2020; Rantz et al., 2009).

The statewide infrastructure and rapid communication network of 
QIPMO was critical during the COVID pandemic (Pool and Boren, 2020; 
Popejoy et al., 2020). QIPMO served as a communication network to get 
consistent, helpful, accurate information to all long-term care settings in the 
state, even helping with the distribution of personal protective equipment. 
Virtual support groups were held at least weekly for administrative and 
clinical staff to ask questions and seek clarification about rapidly changing 
guidance on best practices. With daily (or as often as needed) electronic 
communication to all long-term care facilities in the state it was possible 
to quickly distribute “condensed, practical” implementation guidelines and 
revisions of changing national guidelines (Pool and Boren, 2020; Popejoy 
et al., 2020).

While QIPMO has shown success, this specific model has not been 
adopted or tested in other states, and its success may be dependent on 
several factors that may not exist elsewhere, such as state support and the 
involvement of a strong nursing and health sciences school with substantial 
expertise and commitment to nursing homes.

Teaching Nursing Homes

In the 1980s the National Institute on Aging and the Robert Wood 
Johnson Foundation funded teaching nursing home models that linked nurs-
ing homes, nursing programs, and academic medicine (Mezey et. al., 2008). 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

120 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

The teaching nursing home was conceptualized as a way to increase re-
search, improve resident health outcomes, expand staff training, and im-
prove knowledge about geriatric care. The model was considered to be 
successful and has been shown to improve attitudes about nursing homes 
and working with older adults, decrease staff turnover rates, improve out-
comes, and lower costs (Mezey and Lynaugh, 1989; Mezey et al., 1988; 
Shaughnessy et al., 1995).

In March 2005, a summit of experts in geriatrics endorsed the teaching 
nursing home model (with a reciprocal nature that encouraged a “culture of 
learning” for both nursing homes and the academic programs) over a more 
typical model of a nursing home collaboration with academia in which a 
student is simply placed into a nursing home for a clinical rotation (Mezey 
et al., 2008). The summit participants saw value in teaching nursing homes 
for interdisciplinary team training, faculty development, and enhancing the 
educating and credentialing of nursing home staff.

In 2021 the Jewish Healthcare Foundation, The John A. Hartford 
Foundation, and the Henry L. Hillman Foundation provided funding for 
the Pennsylvania Teaching Nursing Home project to test an updated ver-
sion of the teaching nursing home in three different partnerships (Jewish 
Healthcare Foundation, 2021). In its announcement of the pilot project, the 
Jewish Healthcare Foundation stated:

The partnerships will equip existing skilled nursing facility staff with 
clinical, training, research, and quality improvement support, creating a 
critical bridge between bedside care and academic innovation and clinical 
expertise. With increased opportunities to learn first-hand and in a real-life 
setting, students and staff will enhance their clinical skills while improv-
ing the functioning and health status of seniors. Project leaders anticipate 
the results of the pilot will inform a better model for ongoing clinical 
quality improvement and safety in long-term care. (Jewish Healthcare 
Foundation, 2021)

State-Supported Quality Improvement Programs

States may also take the initiative to develop or test quality improve-
ment programs within their own borders.

Minnesota Performance-Based Incentive Payment Program

The Minnesota Performance-Based Incentive Payment Program (PIPP) 
uses an alternative approach to pay-for-performance to fund nursing home–
initiated quality improvement projects (Arling et al., 2013, 2014). (See later 
in this chapter as well as Chapter 7 for more on market-based incentives 
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to improve the quality of care in nursing homes.) Under a competitive 
process, nursing homes submit proposals that an expert panel evaluates. 
The program funds a select group of proposals, all of which must include 
clear and measurable performance targets. In addition to funding, the state 
offers technical assistance, particularly during the proposal development 
stage. Projects that do not meet their performance targets can lose up to 
20 percent of the project funding.

From 2007 to 2010, PIPP supported 66 projects at 174 of the state’s 
373 nursing facilities (Arling et al., 2013, 2014). The projects had a broad 
range of goals, with many focused on clinical quality and technology and 
many targeting discrete areas such as culture change, art therapy, and resi-
dent psychological well-being. Only three of the 66 projects lost funding 
because they failed to meet performance improvement targets. Moreover, 
participating facilities demonstrated significantly greater gains than facili-
ties not participating in PIPP according to a multidimensional composite 
measure of quality as well as in targeted areas during years 2008–2010 as 
compared with the baseline of 2006–2007. Finally, these facilities also main-
tained their quality advantage during years 2011–2013 after their quality 
improvement projects were completed. The PIPP program in Minnesota has 
not been adopted or tested in other states and may be dependent on factors 
that may not exist elsewhere. However, the PIPP program has been shown 
to be an effective example of a state-based quality improvement initiative 
(Arling et al., 2013, 2014).

The Systems Change Tracking ToolSM

The Systems Change Tracking Tool (SCTT) was developed by Altarum 
to “capture the adoption of culture change practices over time” in nursing 
homes (Perry et al., 2021). The tool was based on the idea that culture 
change to prioritize person-centered care is fundamental to improving 
the quality of care. The tool seeks to track and measure improvements in 
person-centered care in order to determine the impact of culture change 
practices on quality of care.

SCTT was funded as a grant from the Michigan Department of Health 
and Human Services in 2019 using funds from civil monetary penalties; 
the project is expected to conclude in early 2022 (Perry et al., 2021). The 
project was implemented in six nursing homes in Michigan (with varying 
characteristics, including star rating) and provided culture change training 
and curriculum from The Eden Alternative12 to nursing home staff as part 
of a quality improvement initiative. The participating nursing homes admitted 

12 For more information, see: https://www.edenalt.org (accessed November 16, 2021).
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that the COVID-19 pandemic affected their ability to fully implement cul-
ture change practices. However, “throughout 2020 and 2021, homes made 
steady progress towards re-establishing more person-centered care practices 
and unifying them with infection control protocols to better serve their 
residents” (Perry et al., 2021). Altarum plans to pilot a shortened version 
of the tool for nursing home residents in eight nursing homes in Tennessee. 
While these projects have not been fully evaluated, they may provide in-
sight as to how focusing on person-centered care can lead to demonstrable 
changes in quality.

OTHER APPROACHES TO QUALITY IMPROVEMENT

In addition to specific efforts at the federal, state, and local levels, other 
approaches have been used to improve the quality of care in nursing homes. 
Specific examples include the use of market-based incentives (e.g., value-
based purchasing) and the development of age-friendly health systems.

Market-Based Incentives to Improve Quality in Nursing Homes

Market-based incentives to improve care appear to have had positive 
impacts on quality measures. However, the gains have been largely con-
fined to a narrow range of targeted measures and do not necessarily reflect 
overall better quality of care (Arling et al., 2020; Werner and Konetzka, 
2010). Also, there are likely some unintended consequences affecting nurs-
ing homes that serve higher numbers of minority residents. For example, 
Hefele and colleagues (2019) found that “hospitals serving racial/ethnic 
minority groups and low-income people perform worse” under the value-
based purchasing programs they studied (Hefele, et. al., 2019, p. 1130). 
Furthermore, they raised concerns about using incentive-based programs 
in nursing homes, particularly because “vulnerable populations may be 
disproportionately affected by penalties” (Hefele, et. al., 2019, p. 1130). 
Value-based purchasing, as a mechanism to improve quality of care, is dis-
cussed more fully in Chapter 7.

Age-Friendly Health Systems

The Age-Friendly Health System initiative represents a collaboration 
of the John A. Hartford Foundation, the Institute for Healthcare Improve-
ment, the American Hospital Association, and the Catholic Health Asso-
ciation of the United States. The initiative uses a 4 M’s framework—know 
what matters to the individual; prevent, identify, treat and manage menta-
tion (e.g., dementia, depression, delirium); encourage mobility; and use 
medications that do not interfere with preferences, mobility, or mentation) 
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(Fulmer, 2018; IHI, 2021). That is, the framework is designed to ensure 
that care follows evidence-based practices, does not cause harm, and aligns 
with older adults’ (and their family caregivers’) preferences.

The person-centeredness of the Age-Friendly Health System initiative 
aligns with the committee’s vision of high-quality care (see Chapter 1). Fur-
thermore, Edelman and colleagues (2021) suggested how the 4 M’s framework 
could be applied to the nursing home setting in order to improve the quality 
of care. Such an approach could include the integration of what matters to the 
resident into QAPI monitoring and the care plan, the provision of activities and 
treatments that improve cognition and mobility, and medication management 
(Edelman, et al., 2021). (See Chapter 4 for more on person-centered care.)

TECHNICAL ASSISTANCE FOR QUALITY IMPROVEMENT

Technical assistance can have different meanings but generally refers 
to the process by which an entity works with providers to build capac-
ity, implement innovations, and enhance competence in order to improve 
outcomes (IOM, 2006; Wandersman et al., 2012). Technical assistance 
to implement advances in science originated in the land-grant universities 
established under the Morrill Act of 1862 to meet the growing need for 
people with expertise in science and agriculture. The Morrill Act of 1890 
provided for regular appropriation to these institutions so they could con-
tinue to function in that capacity (Britannica, 2017). Technical assistance 
can help a provider to detect areas in need of improvement, identify root 
causes of problems, implement interventions and systems changes, teach 
process improvement methods, promote best practices, facilitate knowledge 
transfer, analyze performance data, and coordinate quality improvement 
efforts (IOM, 2006). In its 2006 evaluation of the QIO program, IOM con-
cluded that the public sector needs to play a substantial role in improving 
care quality for all Americans, especially those who depend on Medicare 
and Medicaid, and “some level of technical assistance should be available 
through the federal government as a public good” (IOM, 2006, p. 63).

Technical assistance leading to successful implementation of quality 
improvement initiatives partly depends on an organization’s willingness and 
readiness to change and capacity to implement change (Holt et al., 2010; Le 
et al., 2014; Weiner, 2009; Weiner et al., 2008). For example, one study of 
instituting quality improvement methods in nursing homes identified “read-
iness indicators” among those that were most likely to improve, including:

• An interested leadership team (e.g., nursing home administrator, 
director of nursing) interested in learning about how to use quality 
reports to improve care,

• A change champion within the nursing home,
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• Willingness to involve all staff in educational activities,
• Plans for continuous education of new staff, and
• Continuous involvement of all staff to encourage “ownership” of 

the process and responsibility for change (Rantz et al., 2012b).

However, Wandersman and colleagues (2012) discussed the impor-
tance of proactive technical assistance, which they describe as “a strategic 
approach to bringing specific knowledge and skills to recipients, and then 
helping recipients to adopt and use the information and skills effectively” 
(Wandersman, 2012, p. 451). They add that proactive technical assistance 
can be both anticipatory and responsive:

In an anticipatory role, technical assistance providers catalyze the techni-
cal assistance process rather than wait for technical assistance requests to 
arrive, which is important because potential technical assistance recipients 
with lower capacity levels are less likely to make technical assistance 
requests. Technical assistance providers then continue to be proactive 
subsequent to the first contact in helping recipients to use the information 
and skills with quality. Proactive technical assistance providers are also re-
sponsive to recipients. They customize technical assistance so that it starts 
with and builds upon recipients’ current capacities and moves toward an 
ideal level of capacity to use specific information and skills with quality. 
(Wandersman, 2012, p. 451)

The Value of Technical Assistance in Nursing Homes

The examples of national, state, and local approaches to quality im-
provement in nursing homes discussed earlier in this chapter all have their 
foundation in assisting workers to increase their knowledge, skills, and 
capacity to deliver up-to-date, necessary care. The examples do have posi-
tive outcome evaluations of their services to improve the quality of nursing 
home care. Furthermore, a 2010 analysis of the Special Focus Facility (SFF) 
program noted that “according to some states, the SFF Program is more 
effective when combined with state-based quality improvement activities” 
citing QIPMO as a noteworthy program (GAO, 2010). However, many 
of the specific state and local programs have not been replicated in other 
states. Consistent, regular funding has been shown to be necessary for them 
to be sustainable, effectively adopted, and consistently used.

Some features of effective technical assistance from the evidence of state 
and local programs include building a trusting relationship between the 
nursing home staff and people offering the technical assistance, modifying 
the assistance to best fit current needs and skills of each nursing home (it is 
not “one size fits all”), and making sure the scientific content (for example, 
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specific care of complex residents with health, physical, mental, and social-
behavioral needs) is the most up to date and accurate. State and local pro-
grams may be particularly well suited to provide technical assistance due to 
familiarity with the local community and the ability to be seen as a trusted 
peer. Such programs may also help integrate nursing homes into their local 
communities and the broader health care system. Additionally, technical 
assistance staff must assess each staff member’s readiness to learn and suc-
cessfully engage in quality improvement activities (Le et al., 2014; Rantz 
et al., 2012b; Wandersman, 2012). When some nursing homes are not ready 
to operationalize quality improvement initiatives but others are, technical 
assistance programs need to consider readiness in prioritizing their efforts.

QUALITY IMPROVEMENT AND DISPARITIES

Braverman and colleagues (2017) noted that “for the purposes of 
measurement, health equity means reducing and ultimately eliminating 
disparities in health and its determinants that adversely affect excluded or 
marginalized groups.”

The existence of racial and socioeconomic disparities in nursing homes 
is well known. In 2004, it was reported that

The nearly 15 percent of U.S. nonhospital-based nursing homes that serve 
predominantly Medicaid residents have fewer nurses, lower occupancy 
rates, and more health-related deficiencies. They are more likely to be 
terminated from the Medicaid/Medicare program, are disproportionately 
located in the poorest counties, and are more likely to serve African-
American residents than are other facilities. (Mor et al., 2004, p. 227)

Today, this disparity still exists, as African-American and other minor-
ity residents more often live in poorer-quality nursing homes with higher 
Medicaid populations than white nursing home residents (Gorges and 
Konetzka, 2021; Sharma et al., 2020). Early in the COVID-19 pandemic, 
nursing homes with greater percentages of African-American and other mi-
nority residents were more likely to have COVID-19 cases (Abrams et al., 
2020) and had two to four times the proportion of cases and deaths from 
COVID-19 than with higher proportions of White residents (Gorges and 
Konetzka, 2021; Li et al., 2020b). Nursing homes serving underserved pop-
ulations (such as those with higher proportions of Hispanic or Latino resi-
dents, Black residents and people who are funded by Medicaid) are more 
likely to have been penalized under value-based purchasing (Hefele et al., 
2019). Additionally, nursing homes with more residents with serious mental 
illness are more likely to have lower star ratings, lower direct care staffing, 
and for-profit ownership than all other nursing homes (Jester et al., 2020). 
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Clearly, with these sustained disparities there is a critical need to ensure that 
residents of diverse racial and ethnic backgrounds, as well as those with 
serious mental illness, can access and receive high-quality nursing home 
care when they need it.

Additionally, it is important that quality improvement initiatives care-
fully and intentionally include measurement and reporting of demographic 
variables as well as the structural factors that drive inequities. Data on 
socio-demographic characteristics need to be collected consistently so that 
quality improvement outcome measures can be evaluated on any dif-
ferences across these characteristics. This would then enable the deter-
mination of when the degree of difference warrants action for targeted 
interventions for disparities. These interventions, “tailored to overcome 
barriers and meet the needs of populations” (Mutha et al., 2012), can ul-
timately address inequities and disparities in access to high-quality nursing 
home care (Green, 2017; Hirschhorn et al., 2021; Weinick and Hasnain-
Wynia, 2011).

COORDINATED EFFORTS DURING  
THE COVID-19 PANDEMIC

While not framed as quality improvement efforts, several initiatives 
during the COVID-19 pandemic were intended to assist nursing homes with 
infection control and prevention issues. The state and federal resources in 
these efforts included strike teams that provided expertise, personal pro-
tective equipment, testing, vaccinations, and other resources important to 
nursing homes.

Rapid Response Network

The Rapid Response Network, supported and promoted by the In-
stitute for Healthcare Improvement, The John A, Hartford Foundation, 
and Age-Friendly Health Systems, held 20-minute web-based “huddles” 
twice a week for 11 weeks (IHI, 2020). The topics presented included a 
range of pragmatic clinical and administrative issues such as screening 
and testing for COVID, infection control, advanced care planning during 
COVID, tending to the emotional well-being of residents and staff during 
the pandemic, and addressing pandemic-related staffing and workforce 
shortages. The series ran from August through October 2020 and has 
not yet been rigorously evaluated for its impact on the quality of care. 
Descriptive and participant reports summarized by the program sponsors 
concluded that the huddles were helpful to nursing home participants 
(Brandes et al., 2021).
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Project ECHO®

Project ECHO (Extension for Community Healthcare Outcomes) uses 
teams of experts to mentor local clinicians virtually to help reduce health 
disparities affecting underserved areas. In response to the COVID-19 pan-
demic, Project ECHO was used to disseminate information quickly to nurs-
ing homes with just-in-time learning, short presentations, exemplars, and 
group discussion (Lingum et al., 2021). AHRQ and the Institute for Health-
care Improvement partnered with Project ECHO to create the AHRQ–
ECHO National Nursing Home COVID-19 Action Network, which offers 
quality improvement training programs for CMS-certified nursing homes 
aimed at stopping the spread of COVID-19 (AHRQ, 2021). The effort 
was supported through a $237 million contract made to AHRQ under the 
Coronavirus Aid, Relief, and Economic Security (CARES) Act.13 Key areas 
targeted by the initiative include keeping COVID-19 out of unaffected 
nursing homes, early identification of infections among residents and staff, 
prevention of spread, caring for residents with mild cases, sharing infor-
mation on how to protect residents and staff, and reducing social isolation 
(Project ECHO, 2021).

Although Project ECHO has not been evaluated for its impact on 
facility and resident outcomes, the participation of nursing homes in the 
program during the COVID pandemic has been reported to be high. A sys-
tematic review of prior Project Echo program evaluations concluded that 
the method is effective and potentially cost-saving, although this review did 
not include engaging nursing homes in ECHO (Zhou et al., 2016).

THE FUTURE OF QUALITY IMPROVEMENT  
IN NURSING HOMES

The science of quality improvement has been enhanced in part by recent 
trends in clinical trials, most notably the recognition that strictly controlled 
efficacy trials of complex interventions (such as quality improvement) require 
efforts to ensure that interventions can be tailored to the local site and that 
barriers to dissemination and implementation can be addressed. Commonly 
used methods in implementation science, such as the use of clinical champi-
ons, stakeholder engagement, feedback reports, action planning, and coach-
ing, also are important quality improvement strategies. Ultimately, quality 
improvement has to involve all of the interdisciplinary team in nursing 
homes—leadership, direct care workers, nurses, social workers, and all staff 

13 Coronavirus Aid, Relief, and Economic Security (CARES) Act, Public Law 116–136; 
116th Cong., 2nd sess. (March 27, 2020)
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delivering service to residents. Quality improvement cannot be accomplished 
by making one or two staff members accountable for the process; it truly 
needs a team effort and a persistent, long-term commitment to examining 
all aspects of the nursing home operation—direct care, business practices, 
facility maintenance, infection control, team and management practices.

KEY FINDINGS AND CONCLUSIONS

Quality Measurement

• Inspections receive the most weight in the calculation of the five-star 
rating.

• The staffing component of the five-star rating may not fully reflect 
the adequacy of staffing in nursing homes.

• Although the five-star composite measure appears to distinguish nurs-
ing homes at the extremes (five-star vs. one-star), the rating offers little 
to distinguish among nursing homes rated at two, three, or four stars.

• More work is needed in regards to the individual measures within 
Care Compare, including better approaches to risk adjustment and 
improved correlation among measures that should be correlated.

• Gaming of self-reported data needs to be minimized by strategies 
such as auditing and evaluating the data sources used in public 
reporting of the quality measures.

• Several key domains of high-quality care are not measured directly 
in Care Compare, including resident and family satisfaction and 
experience, effectiveness of behavior and mental health services, 
and the quality of palliative and end-of-life care.

• Obtaining residents’ assessment of their care experience becomes 
even more important in the nursing home setting, where residents 
have high levels of support needs and rely on the nursing home 
staff and environment to meet their needs on a continuing basis 
for weeks, months, or even years.

• Not implementing surveys of resident and family satisfaction and 
experience in nursing homes disadvantages nursing home residents 
and families from providing feedback about their care experiences, 
and making informed decisions when choosing a nursing home. 
Nursing homes are also disadvantaged by not having consumer 
reports of their experiences to improve services and care delivery.

• While many nursing home administrators report using resident 
satisfaction surveys, and satisfaction information is reported as 
being useful, the surveys being used vary widely and may not be 
adequately validated.

• The nursing home CAHPS survey had extensive item development 
and testing for reliability and validity.
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Quality Improvement

• Evidence about the effectiveness and relative contribution of QIOs 
to quality improvement in health care, particularly in nursing 
homes, is lacking.

• Technical assistance leading to successful implementation of qual-
ity improvement initiatives depends, in part, on an organization’s 
willingness and readiness to change as well as having the capacity 
to implement change.

• State programs that focus on helping nursing home staff with qual-
ity improvement activities within nursing homes using on-site assis-
tance by expert clinical staff and collaborating groups are effective 
in improving quality of care, and their help is widely accepted by 
nursing homes.

• Features of effective technical assistance from state and local pro-
grams include building a trusting relationship between the nursing 
home staff and people offering the technical assistance, modifying 
the assistance to best fit current needs and skills of each nursing 
home, and making sure the scientific content is the most up-to-date 
and accurate.

• Dedicated funding streams are needed to sustain initiatives shown 
to improve quality in demonstration projects.

• The COVID-19 pandemic revealed an absence of QAPI practices 
in many nursing homes.

• Quality improvement cannot be accomplished by making one or 
two staff members accountable for the process; effective quality 
improvement initiatives need team effort and a persistent, long-term 
commitment to examining all aspects of the nursing home operation.

Quality and Disparities

• Nursing homes in low-income neighborhoods, with high numbers 
of African-American and other minority residents, and nursing 
homes primarily serve Medicaid residents have lower quality of 
care ratings and lower direct-care staffing.

• Early in the pandemic, nursing homes with greater percentages of 
racial and ethnic minority residents experienced higher probably 
of COVID-19 cases and two to four times the proportion of cases 
and deaths from COVID-19.

• Nursing homes with more residents with serious mental illness are 
more likely to have lower star ratings, lower direct care staffing, 
and for-profit ownership than all other nursing homes.

• There is limited, but mixed, evidence exists on the relationship 
between COVID-19 cases among residents in nursing homes and 
the home’s quality ratings.
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• Quality improvement initiatives need to carefully and intentionally 
include measurement and reporting of the structural factors that 
drive inequities as well as demographic variables.
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Nursing homes play a critical role in the continuum of care within the U.S. 
health care system, providing essential services ranging from assistance with 
basic needs to care for people with complex medical conditions to end-of-life 
care. The intensity of the medical condition and the associated care needs are 
as varied as each individual nursing home resident and require a broad range of 
resources and skills among nursing home staff (Harrington et al., 2018; Zweig 
et al., 2011). As discussed in Chapter 5, a diverse workforce—physicians, phy-
sician assistants, nurses, nursing assistants, nurse practitioners, social workers, 
activity personnel, rehabilitation specialists, dietary staff, and others—delivers 
the wide range of care in the nursing home setting. While the committee rec-
ognizes that care delivery is inextricably linked to those who provide the care, 
this chapter focuses specifically on the types of care provided to nursing home 
residents. Chapter 5 details the characteristics of the nursing home workforce, 
including challenges related to staffing, training and retention.

Care provided by nursing homes is among the most heavily regulated 
sectors of the U.S. health care system (Koren, 2010). To be certified—and 
thus be eligible for Medicare and Medicaid payments—nursing homes are 
required by federal regulations1 to provide “the necessary care and services 
to attain or maintain the highest practicable physical, mental, and psycho-
social well-being in accordance with the comprehensive assessment and 
plan of care,”2 and to “promote each resident’s quality of life.”3 The broad 

1 The Nursing Home Reform Act incorporated into the Omnibus Budget Reconciliation 
Act (OBRA) of 1987 contained a sweeping set of reforms aimed at improving the quality of 
care in nursing homes.

2 CMS Requirements for Long-Term Care Facilities—Quality of Life, 42 CFR § 483.24 (2016).
3 CMS Requirements for Long-Term Care Facilities—Admission, transfer, and discharge 

rights, 42 CFR § 483.15 (2016).

Care Delivery
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range of services that nursing homes are required by law to provide are 
shown in Box S-1 in the Summary chapter of this report.

To meet the extensive statutory requirements nursing homes must dis-
cover and address each resident’s individualized needs.4 As Koren observed 
more than a decade ago, the nursing home reform measures contained in 
the Omnibus Budget Reconciliation Act of 1987 (OBRA 87) made nursing 
homes “the only sector of the entire health care industry to have an explicit 
statutory requirement for what is now known as ‘patient-centered care’” 
(Koren, 2010). The committee’s conceptual model sees comprehensive, 
person-centered, equitable care as the central characteristic of high-quality 
care in the nursing home setting. Such person-centered care requires, at a 
minimum, knowledge of the range and types of needs of nursing home resi-
dents and an assessment and care planning model that identifies, prioritizes, 
and addresses those needs.

NEEDS-BASED CARE FOR NURSING HOME RESIDENTS

The committee’s conceptual model (Chapter 1) specifies care that 
meets the individual needs of each resident as the central focus of nurs-
ing homes. It is useful, therefore, to identify and categorize the various 
needs of nursing home residents—both individually and collectively—
and the ways that quality care should address those needs. The work 
of Abraham Maslow, who developed an overall model of human needs 
(Figure 4-1), provides one starting point for understanding those needs. 
Maslow’s model includes a five-category hierarchy, with each higher level 
depending on first satisfying the needs in the levels below. The most basic 
level includes physiological needs such as food, water, and rest; the second 
level involves safety and security; the third encompasses social needs such 
as friendship and intimate relationships, the fourth level addresses self-
esteem needs that support self-worth and a feeling of accomplishment; and 
the fifth level entails self-actualization and achieving one’s full potential 
(Maslow, 1943, 1954).5

Maslow’s hierarchy of needs has been applied multiple times in health 
care settings (Abraham, 2011; Bayoumi, 2012; Nydén et al., 2003; Zalenski 
and Raspa, 2006), and the field of nursing has found the model particu-
larly useful in promoting culture change and developing patient care plans 
(Reitman, 2010). Maslow’s hierarchy has also been used in hospice and 
palliative care to guide efforts to provide effective and meaningful care to 

4 CMS Requirements for Long-Term Care Facilities—Quality of Life, 42 CFR § 483.24 (2016).
5 Maslow’s hierarchy is a visual representation of a theory put forth by psychology Abraham 

Maslow in his 1943 paper for Psychological Review, “A Theory of Human Motivation.” 
Maslow’s concepts were more fully developed in his 1954 book, Motivation and Personality.
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patients at the end of life (Zalenski and Raspa, 2006). Maslow’s perspective 
provides an important conceptual framework for understanding the range 
of needs of nursing home residents and how comprehensive care can be 
delivered to meet those needs (Jackson et al., 2014).

Another lens with which to consider the range of needs of nursing 
home residents is provided by CMS’s Resident Assessment Instrument 
(RAI)–Minimum Data Set (MDS). Introduced in the early 1990’s as part of 
implementing OBRA 1987, the RAI–MDS is a standardized, needs-based 
resident assessment designed to inform care planning (Morris, 1990). CMS 
issued the most recent MDS 3.0 in 2010 (CMS, 2020b). All federally certi-
fied nursing homes are required to complete the full RAI–MDS upon an 
individual’s admission to the nursing home and again on an annual basis. 
In addition, nursing homes must update a portion of the MDS quarterly 
and also after any significant change in the condition of a resident. Cur-
rent needs-related domains covered by the MDS include basic functional 
activities (activities of daily living [ADLs] and continence), diagnosis-related 
medical care needs, symptoms (e.g., pain, shortness of breath), percep-
tion and communication (hearing, speech, vision), cognitive health and 
related assistance needs, nutrition (including swallowing/intake issues), 
and the maintenance of skin integrity. Other MDS components are more 

FIGURE 4-1 Maslow’s Hierarchy of Needs
SOURCE: Maslow, 1943; Maslow, 1954.
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treatment-related and include medications, special treatments, procedures, 
and restraint use.6

A third perspective on identifying and categorizing the various needs of 
nursing homes residents is provided by using quality-of-life measures appli-
cable to nursing home residents. These measures include domains of quality 
such as physical comfort, functional competence, privacy, autonomy, dignity, 
meaningful activity, enjoyment, individuality, relationships, security and or-
der, and spiritual well-being (Cutler and Kane, 2006; Travers et al., 2021).

Bringing these three frameworks together provides an overarching 
structure for understanding the full range of needs of nursing home resi-
dents as well as the types of care required to address those needs. The 
committee contends that planning and providing needs-based quality care 
in the nursing home setting should address, at minimum, the key elements 
outlined in the three frameworks (summarized in Table 4-1). The discus-
sion in this chapter features all of the domains listed in Table 4-1, except 
safety and security. Key areas related to resident safety and security such 
as falls, medication management, resident abuse and protecting the health 
and safety of residents and staff during a public emergency are all discussed 
in Chapter 6.

ASSESSING THE NEEDS OF NURSING HOME RESIDENTS

Federal regulation and advocacy efforts represent two of the more 
important factors that have pushed nursing home care delivery to meet 
residents’ individualized needs. As noted above, federal regulations play 
a major role in shaping the delivery of nursing home care in the United 
States. Since first getting involved in nursing home care with the passage of 
the Social Security Act of 1935 (IOM, 1986), the federal government has 
revised its regulations and standards for nursing homes multiple times in 
response to studies and reports describing deficiencies in care (IOM, 1986, 
2001). The most current regulations are codified in the 2016 update of the 
consolidated Medicare and Medicaid requirements for participation for 
long-term care facilities.7

Nursing home advocacy groups have also led efforts to improve nurs-
ing home care. In 1997, several of these organizations coalesced under the 
umbrella of the Pioneer Network, whose work led to what is known as the 
culture change movement. The culture change movement is a broad-based 

6 The current 45-page MDS 3.0 is available at https://www.cms.gov/Medicare/Quality- 
Initiatives-Patient-Assessment-Instruments/NursingHomeQualityInits/Downloads/Archive-Draft- 
of-the-MDS-30-Nursing-Home-Comprehensive-NC-Version-1140.pdf (accessed October 21, 
2021).

7 CMS Requirements for Long-Term Care Facilities—Quality of Life, 42 CFR Part 483, 
Subpart B (2016).
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TABLE 4-1 The Needs of Nursing Home Residents

Domain* Key Need Areas within Each Domain

Physiological Needs Physical comfort; nutrition and hydration, warmth, sleep, personal 
hygiene (ADLs / continence); access to sunlight and fresh air; 
preservation of skin integrity; symptom management (e.g., pain, 
constipation, shortness of breath)

Safety and Security Freedom from injury; provision of privacy; protection from 
development of and/or worsening of illness, including infection; 
security of personal possessions; freedom from noxious stimuli 
(e.g., noise, glare, odor); management of diagnosis-related medical 
issues and symptoms (including some aspects of rehabilitation); 
comfort with and sense of security regarding staff; certain aspects 
of support for mood and behavioral needs and expressions

Social Companionship, affection, touch, family and other relationships, 
sense of inclusion, maximizing sensory perception and 
communication abilities, sexuality, support of cognitive needs

Self-Esteem Functional competence, autonomy; dignity; self-expression; support 
for personal preferences, including customary routines, food and 
activity preferences, and engagement in activities that incur risk 
such as use of tobacco and alcohol; ability to initiate and engage in 
activities that are meaningful to the individual and that help maintain 
their identity; certain aspects of support for mood and behavioral 
needs and expressions

Achievement of Full 
Potential / Optimal 
Quality of Life

Enjoyment; participation in expressive/creative activities; maximization 
of physical, mental, and psychological function through ongoing 
opportunities, stimulation, and rehabilitation; absence or minimization 
of displeasure, anxiety, or boredom; opportunity for creation of 
legacies and life review; opportunity to express one’s spirituality and 
participate in religious and spiritual practices.

SOURCE: Adapted from Bennett, 1980.
NOTE: * All domains are crucial to maximize quality of life; typically satisfying the first 
few areas listed in the table (physiological needs, safety and security) is a prerequisite for 
satisfying the other areas (self-esteem and achievement of optimal quality of life).

effort to transform nursing homes from impersonal medical institutions into 
person-centered homes offering resident-directed long-term care services 
and supports, with the ultimate goal being the creation of vibrant com-
munities of older adults and the people who care for and support them 
(Koren, 2010; Mitty, 2005; Pioneer Network, 2021; White-Chu et al., 
2009). In order to achieve that goal, the culture change movement pro-
motes a set of core principles (Box 4-1), many of which CMS has incor-
porated into its revised requirements for nursing homes requirements of 
participation.8

8 For the full CMS Requirements of Participation, see: https://www.cms.gov/Regulations-
and-Guidance/Legislation/CFCsAndCoPs/LTC (accessed October 21, 2021).
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BOX 4-1 
The Core Principles of Culture Change

• Holistic, resident-directed care
• Homelike atmosphere
• Close relationships among residents, family members, staff, and the com-

munity, including promoting consistent staff assignment to specific residents
• Resident and staff (particularly certified nursing assistants) empowerment 

to become self-determining decision makers
• Collaborative decision making among nursing home leadership and staff 

(flattening the hierarchy)
• Integration of continuous quality improvement processes into care

SOURCES: Koren, 2010; Mitty, 2005; Pioneer Network, 2021; White-Chu et al., 2009.

Early culture change efforts have included state-level efforts such as the 
development of the Promoting Excellent Alternatives in Kansas (PEAK) ini-
tiative that enabled the state to promote culture change through the survey 
process. State coalitions were formed in Arkansas and in other states such 
as Missouri, where a culture change coordinator was added to the survey 
agency to promote culture change adoption. These state-level efforts were 
incorporated into revisions of CMS’ Interpretive Guidelines for nursing 
home surveyors, which featured a greater focus on resident choice and 
autonomy (Beck et al., 2014; Doll et al., 2017; Grabowski et al., 2014a,b).

One large-scale study evaluated the impact of culture change on the 
quality of care of nursing home residents. The study found that the adop-
tion of culture change was associated with a nearly 15 percent decline 
in survey deficiencies related to health care. The researchers interpreted 
these results as indicating that culture change has the potential to improve 
nursing home resident care outcomes (Grabowski et al., 2014b). Impor-
tantly, research reveals that a nursing home’s ability to implement culture 
change practices depends on the availability of financial and staff resources 
and that, as a result, nursing homes that are more heavily dependent on 
Medicaid financing may find it much more challenging to implement culture 
change practices (Miller et al., 2014; Shield et al., 2014). Such resource-
limited nursing homes will likely require extra support, such as special-
ized training and assistance from experts from “high-performing nursing 
homes” (Chisholm et al., 2018).

A family member’s perspective of culture change in the nursing home 
setting was provided to the committee during its first public webinar by 
Kathy Bradley, the founder and chief executive officer of Our Mother’s 
Voice (see Box 4-2).
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In addition to these various culture change initiatives, individual facili-
ties and groups of facilities owned by the same organization or company have 
developed specific programs to deliver high-quality, resident-directed care in 
nursing home settings (Avila Institute, 2017; CAPC, 2008; Mead, 2013).9

Key Role of the Care Plan

The culture change movement counts resident-directed, person-centered 
care among its core tenets. In the nursing home setting, the care plan fig-
ures prominently in the provision of such care to residents. CMS requires 
that nursing homes develop and implement a comprehensive care plan for 
each person admitted to a nursing home either for post-acute care (“short-
stay”) or long-term care (“long-stay”). The care plan must be based on a 
comprehensive assessment, developed using the MDS, of the resident’s goals 
and preferences, needs, and strengths. The comprehensive care plan is to 
include measurable goals and a timeframe in which the resident’s physical, 
mental health and psychosocial needs are met. Framed by federal and state 
regulations and guided by culture change principles, these care plans are 

9 An example of a culture change tool is the Artifacts of Culture Change 2.0. This is a 
recently-updated self-assessment tool for nursing homes to determine the extent to which 
they have implemented culture change practices. For more information, see: https://www.
pioneernetwork.net/wp-content/uploads/2021/02/Artifacts_2.0_NH_Form_030521.pdf (accessed 
November 3, 2021).

BOX 4-2 
Family Member Perspective

“[C]ulture change began to happen. For example, staff learned mama’s 
non-verbal communication. . . . With this change, not just Mama’s but everyone’s 
quality of life improved. Another example: Mama went from having urinary tract 
infections and dehydration every 6 weeks to experiencing 2.5 years of good 
health. The facility implemented a hydration program, and everyone’s health im-
proved. So even at her late stage in dementia, a culture of person-centered care 
mattered to her. When culture change like this occurs, it’s almost magic. Staff are 
happier, residents are happier, work is easier, and days are more enjoyable for 
everyone. Both staff and residents feel valued and empowered. Behavioral chal-
lenges decrease and the use of psychotropic and sedating medications decline. 
Quality of life improves.”

— Kathy Bradley, Family Member and Founder, CEO,  
and Board President of Our Mother’s Voice

This quote was collected from the committee’s public webinar on 
January 26, 2021. 
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intended to address the residents’ full range of needs and can shape the 
quality of care and the quality of life for nursing home residents (Dellefield 
et al., 2015; Lepore et al., 2018).

A care plan is integral to assessing a resident’s individual needs, as dis-
cussed in the previous section of this chapter, and presents a plan to support 
each resident’s care, interests, strengths, and preferences. Residents and family 
members are expected to be involved in the development of the care plan to 
ensure that accurate and complete information is included.10 While the care 
planning process is focused on the individual resident, it is a shared effort 
in which the resident’s chosen family members are viewed as “co-creators” 
of the resident’s care plan (Chen et al., 2016: Scales et al., 2019). Ideally, 
the care plan should contain detailed documentation of “what matters” to 
the resident—defined as “knowing and aligning care with and older adult’s 
health outcome goals and care preferences.” Providing care that reflects 
“what matters” to the older adult is a key component of the age-friendly 
health system framework, and is compatible with—and facilitates—the provi-
sion of person-centered care (Adams-Wendling et al., 2008; Edelman et al., 
2021; Koren, 2010). The comprehensive care plan is essential to ensure ap-
propriate and adequate care delivery and improved resident health outcomes 
(Rantz et al., 2004). Health information technology, such as the use of an 
effective electronic health record, can play a key role in facilitating the nurs-
ing home resident care plan process, discussed in Chapter 9.

CMS 2016 regulatory updates require nursing homes to give residents 
the chance to become more directly engaged—or, as the revised regulation 
state, residents are to be the locus of control—in their own care planning. 
Residents work with nursing home staff to ensure that their goals and pref-
erences are reflected in the plan and that, importantly, the plan is revised as 
the residents’ needs and preferences change over time (Lepore et al., 2018).

In addition, the updated guidelines specify that an interdisciplinary team 
(detailed in Box 4-3) that includes the attending physician, a registered nurse 
with responsibility for the resident, a nursing assistant with responsibility for 
the resident, a member of the nutrition services staff, and others who would 
provide care to the resident must prepare, implement, review, and revise 
the care plan as appropriate.11 In the case of services that the facility does 
not provide directly (e.g., laboratory, dialysis, dental, specialized behavioral 
health, pharmacy, hospice), the facility is responsible for managing those 
contracts and coordinating the associated services.12 Specific roles and func-
tions of the individual care team members are discussed further in Chapter 5.

10 For more information, see: https://theconsumervoice.org/uploads/files/issues/assessment__
care_planning-final.pdf (accessed November 22, 2021).

11 CMS Requirements for Long-Term Care Facilities—Comprehensive Person-Centered Care 
Planning, 42 CFR §483.21 (2016).

12 Ibid.
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BOX 4-3 
Nursing Home Interdisciplinary Care Teams

The 2016 nursing home regulations were the first significant revisions to fed-
eral nursing home regulations in nearly 25 years (discussed further in Chapter 8). 
As part of the revisions, CMS expanded the definition of the interdisciplinary care 
team in nursing homes to include, but not be limited to, the following13:

• Attending physician,
• Registered nurse with responsibility for the resident,
• Nurse aide with responsibility for the resident,
• Member of food and nutrition services staff,
• Resident and the resident’s representative(s), and
• Other appropriate staff or professionals in disciplines as determined by 

the resident’s needs or as requested by the resident.

Specifically, the 2016 regulations expanded the definition of the interdis-
ciplinary care team to include certified nursing assistants and nurse aides, 
the dietary staff, and the resident and his or her representative(s). The inter-
disciplinary care team is responsible for conducting resident assessments to 
create and continually update comprehensive person-centered care plans for 
each resident.

The updated regulations specify that meetings of the interdisciplinary 
care team take place on a quarterly basis and include input from residents 
and their families. In addition, the care plan should be reviewed in the event 
of a significant change in a resident’s status. These changes are detailed 
by CMS in the Long-Term Care Resident Assessment Instrument User’s 
Manual.14 The MDS assessment of residents’ needs and the development 
and implementation of the care plan by the interdisciplinary care team 
are essential to providing high-quality, age-friendly care to nursing home 
residents (Edelman et al., 2021). Effective leadership at the RN level is 
critical to ensuring the accurate translation and integration of the care plan 
into nursing home operations (Dellefield, 2006; Forbes-Thompson et al., 
2006). Taken as a whole, the updated care planning regulations help to 
advance nursing home care toward the goal of person-centered care (Lepore 
et al., 2018).

13 CMS Requirements for Long-Term Care Facilities—Comprehensive Person-Centered Care 
Planning, 42 CFR §483.21 (2016).

14 See: MDS 3.0 RAI Manual v1.17.1 Replacement Manual Pages and Change Tables, 
October 2019 (cms.gov).
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Continuing to Improve Care Assessment and Planning

Given its central role in identifying residents’ needs and developing an 
approach to address those needs, the resident care planning process is foun-
dational to the provision of high-quality care in nursing homes. However, 
many nursing homes are not meeting care plan requirements. According to 
an analysis by the Department of Health and Human Services (HHS) Office 
of the Inspector General (OIG), the failure to develop comprehensive care 
plans represented the fifth most common nursing home deficiency type15 
cited by state survey agencies over the period 2013 to 2017. Such care plan 
deficiencies represented slightly less than 10 percent of the total top 10 defi-
ciencies over that time period (OIG, 2019). Previous OIG inspections found 
that for more than one-quarter of resident stays, the nursing home did not 
develop care plans that met federal requirements (OIG, 2013).

In general, the care assessment and planning process has weaknesses 
in three key areas that warrant improvement. First, care plans often focus 
on basic physiologic, safety, and security needs, such as nutrition, personal 
hygiene, skin integrity, falls, and infection. While meeting these needs is 
important and contributes to quality of life, an overemphasis on those needs 
can detract from addressing equally critical social, self-esteem, and quality-
of-life needs (Calkins and Brush, 2016). For example, nursing homes rarely 
address the need for affection and physical connection, including sexual 
needs (Roelofs et al., 2015), and even when they do, their focus is generally 
on the safety and protection of vulnerable persons.

Second, opportunities to engage in creative expression are limited, as are 
meaning-making activities such as reminiscence therapy, which involves the use 
of photographs or music to evoke memories or generate conversation (Woods 
et al., 2018), or dignity therapy, which is an approach to help patients as they 
face the end of life (Cuevas et al., 2021) by focusing on psychosocial or existen-
tial distress (Allen et al., 2014; Goddard et al., 2013; Hall et al., 2013). In addi-
tion residents may also have limited volunteer opportunities that can promote 
social interaction and self-esteem. Finally, addressing needs for spiritual and ex-
istential care in nursing homes is uneven and limited despite the importance of 
these concerns for many nursing home residents (Morley and Sanford, 2014).

Other challenges involve residents’ rights related to choice and auton-
omy. Personal choice and autonomy are key components of self-esteem (see 
Table 4-1). The resident’s right to self-determination was enacted into law 
as part of the Nursing Home Reform Law of 1987,16 and as noted earlier, 

15 A nursing home’s failure to meet a federal participation requirement is defined as a defi-
ciency. Examples of deficiencies include a nursing home’s failure to adhere to proper infection 
control measures and to provide necessary care and services (OIG, 2019).

16 Nursing Home Reform Law of 1987, P.L. 100-203, 42 USC 1395i-3, 100th Cong., 1st Sess. 
(December 22, 1987).
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updated CMS guidance reinforces and strengthens the rights of residents to 
exercise maximal choice and autonomy (Beck et al., 2014; Doll et al., 2017; 
Grabowski et al., 2014a). Despite the significant positive associations among 
residents’ choice, sense of autonomy and quality of life (Bhattacharyya 
et al., 2021; McCabe et al., 2021), residents often report limited choice 
and autonomy (Moilanen et al., 2021). Furthermore, observational studies 
of staff interactions with residents reveal that resident daily choices such 
as food, ambulation and socializing often are curtailed, sometimes without 
staff awareness of the restrictions they impose (Bhattacharyya et al., 2021). 
Reasons for these limitations are multifactorial and include staff concerns 
about causing harm to residents; staff knowledge, attitudes and habits; lack 
of time to offer choices; and fear of survey deficiencies, complaints and legal 
action (Bekkema et al., 2021; Calkins and Brush, 2016).

Respecting resident autonomy is particularly challenging in situations 
where preferences clash with best clinical practices, safety, and the rights 
of other residents (Calkins and Brush, 2016; Sherwin and Winsby, 2011). 
These potential conflicts can be as seemingly mundane as keeping the 
volume on the TV too high because of hearing loss, thereby disturbing one’s 
roommate or others in nearby rooms. These potential conflicts can, how-
ever, include more serious issues such as a resident’s refusal to be vaccinated 
against the COVID-19 virus, for example, which could put other residents, 
staff, and families at risk. Another common dilemma is the resident’s desire 
to ambulate independently, which may increase the chance of falling. A 
recent, poignant example is the imposition of visitation restrictions dur-
ing the COVID-19 pandemic; residents’ rights and need to socialize were 
severely curtailed to limit the spread of infection. Very often, mitigating risk 
is prioritized over residents’ autonomy in nursing homes.

Efforts to address these issues have focused on using structured, shared 
decision-making approaches to balance autonomy and risk, although the 
nursing home sector has not adopted these approaches widely (Behrens et al., 
2018; Calkins and Brush, 2016). Making progress towards honoring resi-
dents’ choices will likely also require a recalibration and re-interpretation of 
quality indicators such as fall rates (Brauner et al., 2018; Davila et al., 2021).

Identifying and Addressing Unmet Needs

Unmet health care needs can be viewed as the gap between the care 
and services necessary to address a specific health issue or condition and the 
actual care that an individual receives (Herr et al., 2014). Research examin-
ing unmet needs from the perspective of nursing home residents is relatively 
rare; what is available focuses on the absence of care itself and on clinical 
outcomes that can result from inadequate care. Among the health outcomes 
most often attributed to inadequate care in nursing homes are avoidable 
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hospitalizations, pressure ulcers, falls, infections, pain, malnutrition, and a 
higher risk of mortality and lower quality of life (Kalánková et al., 2020; 
Ogletree, 2020). Studies conducted in nursing homes in the United States 
and Europe indicate that the unmet needs that nursing home residents 
identify most commonly include timely assistance with ADLs (including 
mobility), meaningful daytime activities, sensory (vision, hearing) and 
communication issues, and accommodation for disabilities (Freedman and 
Spillman, 2014; Tobis, 2018; van den Brink, 2018). These unmet needs 
reflect a neglect of physical care, which is a serious ethical and clinical 
violation (Kalánková et al., 2020). Psychosocial needs (e.g., companion-
ship, relief from distress) are ranked highly in most studies of unmet needs 
among nursing home residents, with residents having suffered even greater 
neglect with lockdowns and isolation during the COVID-19 pandemic 
(Kemp, 2021; Ruopp, 2020; Simard and Volicer, 2020). Addressing unmet 
needs is critical to residents’ well-being and quality of life.

Residents with higher levels of disability tend to identify both more 
reported needs and more unmet needs. In contrast, persons with cogni-
tive impairment report fewer needs and less unmet needs, which is not 
surprising since an awareness of need and the ability to communicate need 
verbally can be impaired in these individuals (Duan et al., 2020; van den 
Brink, 2018). There are two caveats to these findings; first, nursing home 
residents may hesitate to speak up when asked by staff about unmet need, 
and second, persons in settings with fewer resources may identify fewer 
unmet needs, believing that expressing these needs is futile. As a result, it is 
important to include perspectives and sources beyond residents to identify 
gaps in care and unmet needs (Duan et al., 2020).

Certain subpopulations of nursing home residents appear to have par-
ticularly high levels of unmet needs. The key characteristics of these sub-
populations include racial or ethnic minorities, individuals who lack fluency 
in English; individuals with moderate or advanced cognitive impairment; 
and those with aphasia or other communication challenges (Berridge and 
Mor, 2018; Cooper et al., 2018; Kalánková, et al., 2020). In addition, 
certain facility factors appear to be associated with higher levels of un-
met needs, including a large share of residents being on Medicaid; higher 
resident-to-staff ratios; poor-quality nursing leadership or high leadership 
turnover, or both; and high proportions of contracted staff relative to em-
ployed staff (Castle and Engberg, 2007; Mor et al., 2004). (See Chapter 5 
for more discussion on issues related to employed and contracted nursing 
home staff.)

Subpopulations that may have high levels of unmet needs include resi-
dents who do not speak English and are in nursing homes that do not have 
staff members who speak their native language or English-speaking residents 
in homes where staff have limited English proficiency. Addressing language 
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barriers between residents and staff takes on greater importance as resi-
dents’ diversity increases, as discussed in Chapter 2. Language barriers and 
associated miscommunication can negatively impact health outcomes and 
lead to lower patient and staff satisfaction and care that is not aligned with 
an individual’s preferences (Al Shamsi et al., 2020; Forsgren et al., 2016). 
Nursing homes are required by law to communicate medical information 
to residents in their native language.17 A range of approaches can be used 
to address language barriers in health care settings, including professional 
interpreters (which increases costs), family members or friends as interpret-
ers, or online translation tools (Al Shamsi et al., 2020).18

Despite the best intentions and efforts on the part of nursing homes 
staff, however, some unmet needs will always exist. For example, some 
things that residents may want are either too detrimental to their wellbeing, 
such as smoking, refusing medications, or not bathing, or pose a risk to 
others in a congregate setting. Furthermore, nursing home staff will always 
have more things that they could be doing for residents than are possible, 
considering the realities of not being able to provide one-on-one care and 
not having all possible skills and techniques available in all nursing homes 
at all times. A key role of members of the nursing home leadership team 
is to help identify and prioritize the care needs of each individual resident. 
Box 4-4 provides a family member’s perspective on identifying and address-
ing unmet needs.

17 CMS Requirements for Long-Term Care Facilities—Resident Rights, 42 CFR § 483.10 (c)(1) 
(2016).

18 One example is SEIU 1199’s Training and Employment Fund’s English for Speakers of 
Other Languages program (See: https://www.1199seiubenefits.org/esol).

BOX 4-4 
Family Member Perspective

“[T]he wait times for staff to respond to help (my mother) to the restroom or 
with other needs were so long that she had to hire additional caregivers in addi-
tion to the exorbitant cost of the residence. (She once timed an 80-minute wait.) 
Family members also had to take a lot of time off work just to be sure she was 
taken care of. Most people cannot afford that and just suffer through it.”

— Anonymous, Berkeley, California

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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PROVIDING CARE TO ADDRESS RESIDENTS’ NEEDS

As discussed in the previous section of this chapter, the care plan docu-
ments the needs and preferences of each individual nursing home resident 
and serves to guide the provision of necessary health care services. The wide 
variety of services provided to address the varied needs of nursing home 
residents needs are discussed in the sections that follow, organized accord-
ing to Maslow’s hierarchy of needs.

Physiological Care

This section examines the first level of Maslow’s hierarchy—basic 
needs—exploring the ways in which nursing homes provide for the varied 
physiological care needs of nursing home residents. Nursing homes provide 
care to two different groups of people who have distinct physiological care 
needs: short-stay individuals who require post-acute care after a hospital 
stay of at least 3 days,19 and long-stay residents who have a more diverse 
range of care needs. The broad diversity of clinical needs of nursing home 
patients combined with their vulnerability to adverse outcome compli-
cates the challenge of providing quality care in the nursing home setting 
(Yurkofsky and Ouslander, 2021).

Nursing homes serve as a place for recuperation that provide post-
hospitalization therapies and supports. Twenty percent of all hospitalized 
Medicare beneficiaries are discharged to skilled nursing facilities for post-acute 
care (MedPAC, 2021). These short-stay patients receive physical, occupa-
tional, and speech therapy as required to make the gains in function necessary 
to be discharged from the nursing home (Yurkofsky and Ouslander, 2021).

As discussed further in Chapter 7, a new reimbursement method known 
as the patient-driven payment model (PDPM) took effect in late 2019, 
replacing the previous system based on resource utilization groups. The 
PDPM approach to payment, which is based on the complexity of patient 
care rather than minutes of therapy provided, has resulted in a decrease in the 
volume of therapy services provided in nursing homes (McGarry et al., 2021).

Long-stay residents tend to need assistance with ADLs, and to have 
high rates of medically complex conditions that often require multiple 
medications and skilled nursing care (Fashaw et. al., 2020; Katz et al., 
2020). The most common of the complex conditions faced by nursing home 
residents include Alzheimer’s and related dementias (47.8 percent of resi-
dents), diabetes (32 percent), heart disease (38.1 percent), and hypertension 
(71.5 percent) (Harris-Kojetin et al., 2019).

19 The medically necessary inpatient hospital stay of 3 consecutive days or more (CMS, 
2019a) requirement was waived during the COVID-19 pandemic (CMS, 2021a).
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Assistance with ADLs

Many nursing home residents require assistance with routine but es-
sential ADLs such as eating, bathing, and mobility (Table 4-2). A person’s 
ability to accomplish these activities independently determines his or her 
functional status and serves as a predictor of nursing home admission 
(Edemekong et al., 2021). Federal regulations require that nursing homes 
maintain the resident’s condition or prevent or slow further deterioration 
of a resident’s ability to perform these activities (CMS, 2019b) and that 
they provide the necessary services to enable residents to maintain good 
nutrition, grooming, and personal oral hygiene if they need assistance with 
those tasks. As noted in Chapter 2, most residents require assistance with 
one or more ADLs (Harris-Kojetin et al., 2019).

Ambulating Nursing home residents face ambulatory challenges ranging 
from difficulty walking to an inability to get out of bed by oneself. Nearly 
two-thirds of nursing home residents depend on a wheelchair or require 
extensive support from others to move around. According to data available 
from CMS,20 an average of 3.7 percent of nursing home residents in 2016 
were either in a bed or a recliner for 22 or more hours per day. More than 
one-fifth of nursing home residents suffered from contractures, which are 
limitations on the full range of motion of any joint resulting from deformity, 
lack of use, or pain (Harrington et al., 2018).

20 CMS has a national database of all data elements collected by state survey agencies during 
the annual Medicare and Medicaid certification inspection. The Online Survey, Certification 
and Reporting System (OSCAR) and the Certification and Survey Provider Enhanced Reports 
(CASPER) capture state-level nursing home information on characteristics of nursing home 
facilities, residents, staffing, and deficiencies.

TABLE 4-2 Activities of Daily Living (ADLs)

ADL Category Description

Ambulating The extent of an individual’s ability to move from one position to 
another and walk independently.

Feeding The ability of a person to feed oneself.

Dressing The ability to select appropriate clothes and to put the clothes on.

Personal hygiene The ability to bathe and groom oneself and to maintain dental 
hygiene, nail and hair care.

Continence The ability to control bladder and bowel function.

Toileting The ability to get to and from the toilet, using it appropriately and 
cleaning oneself.

SOURCE: Edemekong et al., 2021.
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Pressure Injury A lack of mobility presents a danger to nursing home resi-
dents as it can result in pressure injuries (previously referred to as pressure 
ulcers and informally known as bedsores), localized damage to the skin 
and/or underlying tissue that result from pressure, friction, or a lack of 
proper blood flow when an individual remains in bed or in one position 
for long periods of time (Bhattacharya and Mishra, 2015; Mäki-Turja-
Rostedt et al., 2018). Pressure injuries cause pain and create a vicious 
cycle in which the pain leads to reduced mobility, which leads to more 
pressure injuries and even more pain, and so on; at the same time, the 
reduced mobility and pressure injuries also heighten the resident’s risk for 
infection and mortality. Both short- and long-term nursing home residents 
are at risk for pressure injuries due to factors such as a lack of mobility 
after surgery, cognitive impairment, incontinence, hip fracture, and strokes 
(Harrington et al., 2018). Other factors that increase the risk for pressure 
injuries include more severe illnesses upon admission, history of recent 
pressure injuries, nutritional challenges, and use of positioning equipment 
or catheters (Horn et al., 2004; 2010). Pressure injuries are considered 
among the most common medical errors across inpatient and outpatient 
settings in the United States (Van Den Bos et al., 2011).

Pressure injury is an important indicator of quality in the nursing 
home setting. More than 8 percent of active nursing home residents21 had 
one or more unhealed pressure ulcers as of Q2 in 2021 according to MDS 
3.0 frequency reports (CMS, 2021b). More than 75 percent of residents 
received special skin care to prevent or reduce such injuries (Harrington 
et al., 2018). Nursing homes are required to document all interventions 
to address pressure injury, including the use of devices to relieve pres-
sure, protocols related to positioning and turning, and any wound treat-
ments. Nursing home care team members have a key role to play in the 
identification of risk factors for pressure injury and in bringing in physical 
and occupational therapists, dieticians, and wound care specialists to imple-
ment care interventions (Yurkofsky and Ouslander, 2021). Specifically, 
research indicates that higher RN staffing hours per resident and higher 
nurse aide staffing hours per resident (certified nursing assistants or licensed 
practical nurses) were associated with fewer pressure ulcers (Castle and 
Anderson, 2011; Horn et al., 2004; 2005).

Nutrition and hydration CMS regulations require nursing homes to provide 
each resident with adequate food and liquids to maintain proper nutrition 
and hydration. Ensuring that each individual resident’s eating needs are met 
is challenging in the nursing home setting, given the large share of residents 

21 An active resident is someone whose most recent assessment transaction without 150 days 
is not a discharge (CMS, 2021b).
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with eating difficulties and the variation in residents’ degrees of dependency, 
preferences, and routines (Liu et al., 2014).

Dehydration In addition to nutritional challenges, nursing home residents 
are particularly vulnerable to dehydration because of age-related physi-
ological changes, such as deteriorating kidney function, a reduced ability 
to sense thirst, and reduced muscle mass (which limits the amount of water 
that is typically stored in muscles). The risk of dehydration is especially 
acute for nursing home residents with cognitive impairments that make it 
difficult for them to communicate that they are thirsty, with conditions that 
reduce appetite and fluid intake, or with physical impairments that prevent 
them from obtaining sufficient fluids. Certain medications such as diuret-
ics also increase the risk of dehydration. Interventions including offering 
fluids to residents on a regular basis have resulted in a lower prevalence 
of dehydration in nursing homes (Greene et al., 2019; Yurkofsky and 
Ouslander, 2021).

Weight loss The MDS quarterly reassessment process includes assessing for 
weight loss, which CMS views as a quality indicator for nursing home care. 
Cases in which a resident’s weight changes 5 percent over a 30-day period or 
10 percent over a period of 6-month period require nursing homes to review 
care plans. Research shows that an unintentional weight loss of 5 percent 
is associated with a significantly increased risk of mortality (Sullivan et al., 
2004; Yurkofsky and Ouslander, 2021). Approximately 6 percent of active 
nursing home residents had weight loss (not physician prescribed) as of Q2 
in 2021 according to MDS 3.0 frequency reports (CMS, 2021b).

Many nursing home residents face difficulties maintaining adequate 
nutrition and hydration. This is particularly true for individuals admitted to 
nursing homes after a hospital stay, where they may have been designated 
“nothing by mouth” or have been on a restricted diet, either because of sur-
gery or the need to conduct imaging studies. Another factor is the difficulty 
of aligning food offerings in institutional settings such as nursing homes 
with each resident’s individual preferences. Conditions such as gastrointes-
tinal disorders, delirium, and pain can affect a resident’s nutritional status 
and ability to maintain weight, as can a terminal illness, depression, medi-
cation side effects, and a chronic illness that affects appetite, chewing, swal-
lowing, or digesting (Ahmed and Haboubi, 2010; Pilgrim et al., 2015; Wells 
and Dumbrell, 2006). Weight loss and reduced food intake commonly occur 
as people near the end of life (Agarwal, 2021; Pilgrim et al., 2015).

The multiple conditions and complex care regimens of nursing home 
residents make the clinical management of nutritional needs extremely 
challenging for those providing care for nursing home residents (Liu et al., 
2014; Palese et al., 2018). Research has identified a number of factors that 
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are critical to ensuring adequate nutritional care in the nursing home set-
ting, including: assessing the barriers to adequate nutrition; reducing risk 
factors; attending to specialized diets, altering food presentation, providing 
supplements when appropriate; being aware of the importance of psychoso-
cial and environmental issues; and considering the role of medication both 
as a cause and therapeutic adjunct (Sloane et al., 2008). Given that a key is-
sue for many nursing home residents is adequate nutritional intake, groups 
such as the American Diabetes Association have recommended minimizing 
the use of restrictive diets (Munshi et al., 2016).

Other nutritional and weight loss–related interventions in the nursing 
home setting include involving speech and occupational therapists and be-
havioral health clinicians to address the factors driving weight loss, which 
can range from the problems listed above to ill-fitting dentures. For exam-
ple, for residents who have difficulty handling utensils as a result of reduced 
dexterity resulting from stroke, arthritis, or a fracture, nursing homes can 
provide special utensils with easier-to-grasp handles, while speech and occu-
pational therapists can target difficulties swallowing. Moreover, registered 
dieticians can conduct nutritional assessments and specify dietary options, 
including providing nutritional supplements for residents facing weight loss 
(Yurkofsky and Ouslander, 2021).

Meeting Residents’ Nutritional Needs Meeting nursing home residents’ 
nutritional needs often requires the provision of feeding assistance to those 
who cannot feed themselves (Batchelor-Murphy et al., 2019; Kilgore, 2014; 
Yurkofsky and Ouslander, 2021). Federal regulations mandate that each 
residents’ nutritional needs and related care preferences be met with suf-
ficient staff, including a qualified dietitian or other clinically qualified 
nutrition professional and support staff, which may also include feeding 
assistants.22 Studies have found, however, that many nursing homes do not 
have sufficient staff to meet resident needs (Simmons and Bertrand, 2013; 
Simmons and Schnelle, 2004, 2006; Simmons et al., 2008). Weight loss and 
dehydration have been found to be associated with inadequate nursing care 
and lack of assistance with eating and drinking (Simmons and Schnelle, 
2004, 2006; Simmons et al., 2008).

Nutritional challenges were further complicated by the COVID-19 
pandemic, which disrupted communal dining and exacerbated existing staff 
shortages. Moreover, poor nutrition was found to increase older adults’ 
risk of contracting COVID-19 as well as other chronic conditions (Keser 
et al., 2021).

22 CMS Requirements for Long-Term Care Facilities – Food and nutrition services, 42 CFR 
§ 483.60 (2016).
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Continence and toileting The most common needs of nursing home residents 
are related to bladder or bowel incontinence. A study conducted in 2016 
found that nearly 65 percent of residents had bladder incontinence and 
nearly 45 percent had bowel incontinence (Harrington et al., 2018). Bladder 
or urinary incontinence is associated with increased risks of hospitalization, 
urinary tract infections, and pressure injuries, and it has a significant effect 
on quality of life. CMS uses the development of urinary incontinence as a 
quality indicator for long-term nursing home residents (Dubeau et al., 2006; 
Yurkofsky and Ouslander, 2021), and at least one analysis found associa-
tions between urinary incontinence and poorer self-reported quality of life 
in the domains of dignity, autonomy, and mood (Xu and Kane, 2013).

Interventions include developing toileting schedules and prompted 
voiding, which both require staff assistance to review the care plan and 
schedule, and also conducting regular check-ins with residents on their con-
tinence needs and abilities. Other interventions include exercises to improve 
mobility and control, dietary interventions such as increasing fluid and fiber 
intake, and supplementary interventions such as using laxatives or stool 
softeners (Leung and Schnelle, 2008). Regular review of all interventions is 
particularly important to maintain residents’ safety (e.g., preventing from 
falls) and dignity, as continence care often goes beyond social norms of 
privacy and touch (Ostaszkiewicz et al., 2020). One study found that using 
an improved assessment tool reduced the rate of incontinence among nurs-
ing home residents without a toileting plan from 79 percent to 38 percent 
(Morgan et al., 2008). Use of clinical guidelines, standardized assessments, 
and regulatory enforcement as well as leveraging organizational culture 
change practices have been identified as ways to enable nursing homes meet 
residents’ continence and toileting needs (Lyons, 2010).

Post-Acute and Rehabilitation Care

Nursing homes provide rehabilitation services for two different groups 
of individuals—short-stay patients and long-term nursing home residents, 
with each having different care and rehabilitation needs. Approximately 
1.5 million Medicare fee-for-service beneficiaries received such services in 
the nursing home setting in 2019 (MedPAC, 2021).

Short-stay patients Some patients require intensive rehabilitation services 
after surgery, an illness, or injury (MedPAC, 2020). Most nursing homes 
provide post-acute care, recuperation, and rehabilitation services, such as 
the continuation of intravenous antibiotics or a course of physical, occupa-
tional, or speech therapy. Nearly one-third of nursing home admissions in 
2016 involved post-acute or rehabilitation services (Harrington et al., 2018). 
Medicare covers post-acute care in nursing home facilities, and ensures 
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skilled services are covered to maintain a resident’s condition or prevent or 
slow a decline or deterioration of the resident’s condition (CMS, 2021c). 
Post-acute care in a skilled nursing facility is designed to be short-term, a 
“bridge to home” (Flint et al., 2019).

Patients are most commonly referred to nursing homes for post-acute 
care for septicemia (sepsis), joint replacement, heart failure and shock, hip 
and femur procedures, and pneumonia (MedPAC, 2020). These patients are 
expected to make gains in function from continuing medical therapy and re-
habilitation services, most often a combination of physical therapy focused on 
mobility (including wheelchair mobility), occupational therapy focused on self-
care issues such as dressing and feeding, and speech therapy focused on eating, 
swallowing, and communication problems (Yurkofsky and Ouslander, 2021).

Rehabilitation care can either be active, involving the resident engaging 
in physical exercise, for example, or passive, involving the use of ultrasound 
or whole-body vibration. Rehabilitation care in the nursing home setting 
can be provided by a nurse, physiotherapist, kinesiologist, rehabilitation 
aide, or fitness instructor in a small group (up to six people) or on an 
individual basis (McArthur et al., 2015). As noted above, the new PDPM 
payment system has reduced the amount of therapy provided to nursing 
home residents.

In an effort to monitor the quality of rehabilitation care provided in the 
nursing home setting, CMS added new quality measures for short-stay pa-
tients to Nursing Home Compare (NHC) in 2016. Previous star ratings did 
not distinguish between the quality of care for short-stay and for long-stay 
nursing home residents. The ratings for the quality of care for short-stay 
rehabilitation services include measures related to emergency room visits 
and rehospitalizations, control of pain and treatment of pressure injuries, 
and independent movement as an element of recovery (Graham, 2019). The 
new measures are important indicators of nursing home quality. Whereas 
discharge from nursing homes to the community after a short-term stay has 
been identified as a critical sign of person-centered care, rehospitalizations 
and transfers from nursing homes to emergency departments are viewed 
as potential signs of inappropriate or inadequate nursing home care that 
leave residents vulnerable to adverse health events while in the hospital. By 
providing additional information, these new measures enhance the nurs-
ing home Five-Star composite ranking. An early analysis of the measures 
revealed an association between improved performance on the new mea-
sures and nursing home characteristics such as fewer deficiencies, higher 
staffing and more skilled staffing, nonprofit ownership, and lower propor-
tion of Medicaid residents. The study’s authors emphasized the importance 
of better understanding of these measures, in light of CMS’ plans to include 
the measure on rehospitalizations in the Value-Based Purchasing Program 
for Nursing homes, discussed further in Chapter 7 (Saliba et al., 2018).
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Long-stay patients Although the goal for short-term post-acute care patients 
is to regain functional independence, for long-term residents, the goal is to 
maintain functional abilities to maintain the best quality of life (Graham, 
2019). A wide range of physical rehabilitation services are available in the 
nursing home setting to help residents maintain mobility, strength and bal-
ance, or focus on a specific ADL.

In 2011, patient advocates filed a lawsuit, Jimmo v. Sebelius, arguing 
that Medicare was denying coverage for therapy based on a patient’s lack 
of improvement or progress. The Jimmo settlement agreement specified that 
coverage of therapy services is not determined by the “presence or absence 
of a beneficiary’s potential for improvement or restoration, but rather on 
the beneficiary’s need for skilled care.” The agreement clarified that reha-
bilitative care may be necessary to improve or maintain an individual’s 
current condition or to prevent further deterioration. The agreement also 
provided that the Medicare benefit policy manual must include these clari-
fications (CMS, 2019, 2021b).

Restorative Care for Long-Stay Residents

Nursing homes also provide restorative care programs to respond to 
the federal regulations to provide each resident with the “necessary care 
and services to attain or maintain the highest level of physical, mental, and 
psychosocial well-being in accordance with the comprehensive assessment 
and plan of care.”23

Restorative care can be defined as an approach to care that focuses on 
evaluating residents’ functional capabilities in areas such as walking, range 
of motion, bed mobility, dressing, eating, swallowing, and communicating. 
Restorative care reimbursed by Medicare is typically provided to residents 
who need to maintain functional gains after completing physical, occupa-
tional or speech therapy, or for residents who experience a decrease in func-
tion. One study found that although 66 percent of nursing homes provided 
restorative care programs, less than one-third of long-stay nursing home 
residents participated in such programs. The study recommended consider-
ing implementing restorative care programs as a “philosophy of integrated 
care” rather than as discrete activities. Proponents of this approach empha-
size the importance of training all nursing home staff to integrate activities 
that promote function and physical activity into all resident interactions 
(Talley et al., 2015).

23 CMS Requirements for Long-Term Care Facilities—Quality of Care, 42 CFR § 483.25 
(2016).
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Pain and Symptom Management

Given that a significant share of nursing home residents have multiple 
chronic conditions, the management of pain and symptoms is a critical ele-
ment of care that nursing homes deliver to their residents. Many nursing 
home residents experience pain, and the appropriate management of pain 
is critical to their quality of life. Studies that revealed extensive under-
treatment or lack of treatment of pain in nursing homes led CMS to enact 
policy changes that included strengthening nursing home guidance on pain 
for surveyors in 2009 as well as enhanced measures of pain in MDS 3.0 
(Yurkofsky and Ouslander, 2021).

A large share of all nursing home residents—up to 80 percent—experience 
persistent pain, such as that related to arthritis (Hunnicutt et al., 2017a; 
Nakashima et al., 2019). Others experience acute pain caused by a new medi-
cal or surgical condition, including post-operative pain. Finally, pain at the end 
of life is common among nursing home residents (Andersson et al., 2018; Teno 
et al., 2018). The provision of palliative care and hospice care in the nursing 
home setting is discussed in greater detail later in this chapter.

A study of more than 1.3 million long-stay nursing home residents 
from 2011 to 2012 found that nearly 39 percent experienced at least 
some pain and that nearly 20 percent had persistent pain. Of the resi-
dents with persistent pain, 6.4 percent received no pharmacologic pain 
management, and more than 30 percent were undertreated (received no 
scheduled analgesics for their pain). The study also revealed race and 
ethnicity disparities as higher rates of untreated and undertreated pain as 
non-Hispanic Black, Hispanic, and other race/ethnicity residents had higher 
rates of untreated and undertreated pain compared to White residents 
The study concluded that although the prevalence of untreated pain had 
declined since the enactment of the policy changes and enhanced guidance 
referred to above, the overall prevalence of pain among nursing home resi-
dents is still high. The study called for further research on promoting equity 
in pain management as well improving overall pain management practices 
in nursing homes (Hunnicutt et al., 2017b).

Another study examined nursing home residents who required staff 
to assess their pain because of their inability to do so themselves. The 
study found that staff documented pain and its treatment less frequently in 
non-Hispanic Black residents and Hispanic residents than in non-Hispanic 
White residents. Researchers called for further study to further elucidate 
differential pain expression, explicit bias, and implicit bias. An enhanced 
understanding of these factors will enable the design of specific interventions 
to lessen existing disparities in pain management and treatment (Morrison 
et al., 2021).The awareness of factors related to differential expression of 
pain is particularly important in providing care for nursing home residents 
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with dementia. Research indicates that 60 to 80 percent of nursing home 
residents with dementia experience pain on a regular basis (Corbett et al., 
2012). It is challenging however, to effectively assess and manage pain in 
residents with dementia given difficulty these residents typically have com-
municating about their pain to nursing home staff. As a result, residents 
with dementia often express pain through behavioral symptoms, such as 
agitation or wandering, which can then lead to mismanagement of pain 
(Achterberg et al., 2019). Improved understanding of the factors associ-
ated with differential expression of pain among nursing home residents will 
facilitate the development of specific interventions to lessen existing dispari-
ties in pain management and treatment (Morrison et al., 2021).

Oral Health Care

Oral health has a significant effect on an individual’s physiological and 
social well-being. Poor oral health is associated with pain, reduced function, 
malnutrition, and a range of medical conditions including cardiovascular 
disease, pulmonary health issues, and aspirational pneumonia. In addition, 
research has identified associations between diabetes and periodontal disease, 
tooth loss, and oral cancer as well as an increased risk of cognitive impairment 
and dementia with gingivitis, dental caries, or tooth loss (Porter et al., 2015, 
Sifuentes and LaPane, 2020; Zimmerman et al., 2017). Moreover, symptoms 
related to poor oral health care, such as bad breath and altered speech, can 
affect self-esteem and quality of life (Hoben et al., 2016; Maramaldi et al., 
2018). Key risk factors for poor oral health among nursing home residents 
include having Alzheimer’s or other forms of dementia, receiving hospice 
care, and having a longer length of stay (Zimmerman et al., 2017).

Because of the critical role that oral health plays in overall health, 
federal regulations require nursing homes to provide services that enable 
residents to maintain good oral hygiene.24 Specifically, regulations require 
nursing homes to:

• Conduct an oral health assessment of each resident upon admission 
and quarterly and annually thereafter and record the information 
in the MDS;

• Meet residents’ routine and emergency dental service needs using 
outside services;

• Make appointments for residents requesting dental care and ar-
range for transportation;

24 CMS Requirements for Long-Term Care Facilities—Resident Assessment, 42 CFR 
§ 483.20 (2016).
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• Apply for dental service reimbursement; and
• Refer residents with lost or damaged dentures within 3 days.

Nonetheless, fewer than one in five nursing home residents receive daily 
assistance with oral health care, such as tooth brushing. Moreover, only 
15 percent have very good or better oral hygiene (Coleman and Watson, 
2006; Sifuentes and LaPane, 2020; Zimmerman et al., 2017).

One reason for this deficiency may be that the responsibility for con-
ducting an oral health assessment typically falls on certified nursing as-
sistants (CNAs) many of whom lack specific oral health training (Sifuentes 
and LaPane, 2020). Another reason may be that while nursing homes are 
required to conduct oral health assessments, they are not required to provide 
routine dental services for all residents. Medicaid is the primary payer for 
the large majority of long-stay nursing home residents; consequently nursing 
homes provide routine dental services only if the Medicaid plan of the par-
ticular state in which the nursing home is located covers such routine dental 
services. Given the high cost of dental health care services, Medicaid benefi-
ciaries are typically unable to afford to pay out-of-pocket for such care. Com-
pounding the problem is that many states have responded to fiscal pressures 
by trimming or eliminating Medicaid dental coverage. Additionally, even in 
states with Medicaid dental coverage, beneficiaries often face great difficulty 
locating dental providers who accept Medicaid, given that only 20 percent 
of all dentists participate in the Medicaid program (Northridge et al., 2020).

Providing oral health care in the nursing home setting Assistance with daily 
oral health care for nursing home residents is typically the responsibility 
of the CNAs, who do not receive necessary training to provide oral health 
care assistance and typically face significant competing demands on their 
time. Additional challenges include staff perceptions that oral health care 
is not a priority, staff hesitancy or unwillingness to perform the tasks, and 
resident resistance to staff assistance with their oral care. Further complicat-
ing the delivering of oral health care services to nursing home residents is 
the increasing prevalence among current nursing home residents of dental 
prostheses and bridges that require complex care to maintain. As noted 
earlier, a large share of nursing home residents have some form of dementia 
and typically require assistance with basic oral care, while at the same time 
often making it challenging to staff to provide such care. As a result, oral 
care practices in nursing homes tend to be of poor quality, characterized by 
insufficient or improper tooth brushing. For example, one study (Coleman 
and Watson, 2006) revealed that, on average, CNAs brush residents’ teeth 
for 16 seconds, a significantly shorter timespan than the American Dental 
Association’s recommended 2 minutes of brushing (Hoben et al., 2016; 
Porter et al., 2015; Sloane et al., 2013; Zimmerman et al., 2020).
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Another important element of high-quality daily oral care is providing 
and using appropriate supplies. Toothbrushes should have soft bristles, be 
replaced every 3 months, and be stored in a manner that allows them to dry 
and that prevents infection. For individuals who have difficulty swallowing, 
toothpaste can cause choking, so for many residents an alcohol-free rinse is 
preferable. Cleaning between the teeth can be done safely with an interdental 
brush, which also should be changed every 3 months. Given the importance 
of infection control, steps such as hand washing, the use of gloves and mask 
by the care provider, and using an antimicrobial rinse with alcohol for clean-
ing toothbrushes and interdental brushes are critical (Sloane et al., 2013).

Innovative approach to improving oral health care Given the importance of 
good oral health care to overall health outcomes and quality of life, and the 
high level of unmet need, researchers have developed some promising prac-
tices to improve the oral health care of nursing home residents. Interven-
tions have included developing comprehensive oral health training programs 
for CNAs and other nursing home staff members, and the identification of 
a staff member as the oral health specialist (VanArsdall and Aalboe, 2016).

One evidence-based, person-centered care approach, Mouth Care With-
out a Battle (MCWB), trains nursing home staff to provide oral health care 
to residents with dementia who typically resist assistance with oral health 
care. Nursing homes that participated in MCWB staff training program 
reduced the incidence of pneumonia in their facilities by 26 to 31 percent 
during the first year of the program, though that effect faded in the sec-
ond year of the intervention. Sustaining the benefits of this approach may 
require the support of dedicated oral care aides to ensure that the nursing 
home staff continues to follow best practices (Zimmerman et al., 2020).

Among the interventions to improve oral health care in nursing home 
settings are efforts to enable effective mouth care in nursing home resi-
dents with dementia. Residents with dementia tend to exhibit care-resistant 
behaviors (CRBs) that put them at risk for inadequate mouth care and 
potential illnesses. Managing Oral Hygiene Using Threat Reduction, a 
non-pharmacologic, relationship-based intervention, has been shown to be 
effective in managing CRB during mouth care, resulting in higher rates of 
completing oral care activities for residents with dementia in a randomized 
study with a control group (Jablonski et al., 2018).

Hearing and Vision Care

Hearing and vision impairments, common among nursing home resi-
dents, can diminish the quality of life for nursing home residents and are 
associated with falls, social isolation, depression, problems with memory, 
and cognitive impairment (McCreedy et al., 2018; Williams et al., 2020; 
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Yurkofsky and Ouslander, 2021). These impairments can also hinder a 
resident’s ability to communicate effectively, particularly if staff members 
do not face a resident when they are speaking to them or block facial cues 
by covering their face with their hands or a mask (Andrusjak et al., 2020; 
McCreedy et al., 2018).

Some hearing and vision impairments can be reversed through cataract 
surgery, the use of hearing aids or glasses, or regularly checking for im-
pacted earwax (Yurkofsky and Ouslander, 2021). Research has shown 
that these relatively simple corrective measures improve quality of life and 
reduce depression and psychological distress among nursing home residents 
(Owsley et al., 2007a,b). However, most nursing home residents’ sensory 
impairments go undetected for a variety of reasons, including the limited 
availability of evidence-based guidance or training for staff members, staff 
members’ inability to both identify and manage residents’ impairments, 
and the assumption that hearing and vision loss is a normal part of aging. 
Moreover, staff or family may mistake sensory loss as evidence of cognitive 
decline among residents with dementia. A lack of partnership with external 
hearing and vision services and inadequate insurance coverage can be addi-
tional barriers to providing hearing and visual care (Andrusjak et al., 2020).

Estimates suggest that between 67 to 86 percent of adults who could 
benefit from hearing aids are not using them (Bainbridge and Ramachandran, 
2014; Chien and Lin, 2012; NASEM, 2016). The high cost of hearing 
aids—typically $2,000 per ear—is a significant barrier (McCreedy et al., 
2018; Strom, 2014). Medicare covers 80 percent of the cost of a hearing 
evaluation but does not provide coverage for hearing aids, while Medicaid 
pays for some of the cost of hearing aids but only in 31 states. Even then, 
reimbursement rates are typically low (McCreedy et al., 2018; NASEM, 
2016; Weber, 2021; Yurkofsky and Ouslander, 2021).

The 2017 Over-the-Counter (OTC) Hearing Aid Act25 created a class 
of wearable hearing devices for people with mild to moderate hearing loss. 
The Food and Drug Administration will regulate these hearing aids as 
medical devices and is expected to issue guidelines for this new category by 
mid-2022. As an alternative to hearing aids available from audiologists or 
other hearing specialists, OTC hearing aids will be available for purchase 
in stores and online (NIDCD, 2021). While the availability of a new class 
of hearing aids may make such aids more affordable, it may also create 
additional barriers to accessibility. For example, by separating assessments 
for hearing aids from health care encounters, people who are unable to af-
ford services may struggle to access care or use their hearing aids without 
counseling for proper fit and adjustments (Willink et al., 2019).

25 Over-the-Counter Hearing Aid Act of 2017, S. 670, 115th Cong., 1st sess., Congressional 
Record, no. 163 (March 21, 2017).
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Even if a nursing home identifies a resident as having a hearing or 
vision impairment, additional barriers exist to managing these impairments. 
Residents may have limited dexterity or some other limitation that makes it 
difficult to manage their own hearing aids or glasses, they may feel that the 
assistive devices would be of no use to them, or they may be put off by the 
discomfort of wearing an assistive device that has not been properly fitted. 
Residents can lose or misplace their hearing aids and glasses, batteries for 
hearing aids may die without being noticed, and residents may refrain from 
using them because of perceived stigma. Moreover, residents with dementia 
may be unable to advocate effectively for help with hearing or vision 
problems (Andrusjak et al., 2020). Finally, the nursing home environment 
itself can play a large role, given that nursing homes can be noisy, poorly 
insulated, or poorly lit, creating additional challenges for residents with 
sensory impairments (McCreedy et al., 2018).

Current Challenges in Physiological Care Quality

Ensuring that nursing home residents’ basic physiological care needs 
are met is critically important to providing person-centered care and to 
maintaining or improving a resident’s quality of life. Resident needs, such 
as toileting, repositioning, mobility, and feeding assistance “represent a 
care activity that is both time-consuming and required multiple times per 
day for a substantial proportion of LTC residents” (Simmons et al., 2013, 
p.152). Inadequate attention to residents’ basic care needs can endanger 
their health and well-being and can lead to residents’ feelings of distress, 
helplessness, and dissatisfaction as well as family members’ concerns about 
further physical decline of the resident (see Box 4-5 for a family member’s 

BOX 4-5 
Family Member Perspective

“Further, while the [nursing home] company website and PR touted their 
commitment to person-centered care and treating residents like their own family, 
the facility was never able to provide even the most basic, routine services—such 
as removing and cleaning partial dentures, repositioning wheelchair-bound indi-
viduals every two hours, serving nutritional lactose-free and non-pork foods per 
medical/religious requirements—uniformly and consistently.”

— Anonymous, St. Louis, Missouri

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

172 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

note to the committee on their initial expectations of physiological care in 
nursing homes). For example, insufficient attention paid to granting resi-
dents preferred food choices might lead to undernutrition and weight loss. 
Similarly, providing residents with insufficient liquids might lead to dehydra-
tion, bladder infections, and potential hospitalization (Basinska et al., 2021).

However, it is important to recognize that meeting one physiological 
need can create tensions with another. For example, helping nursing home 
residents remain mobile is important, as is keeping them safe from harm. 
Given that older adults tend to have health problems that affect their bal-
ance, increasing mobility can raise the risk of falls. Thus it is imperative 
that nursing homes ensure smooth and unobstructed walkways and proper 
lighting and also consider the impact of medications and health conditions 
that can influence an individual’s balance as discussed further in Chapter 6 
(Alzheimer’s Association, 2009; Pioneer Network, 2016).

CMS regulations require nursing homes to monitor processes and out-
comes of care.26 The quality of nursing home care is a central focus of the 
survey process and of public reporting. Quality measurement and quality 
assurance programs in nursing homes are discussed in greater detail in 
chapters 3 and 8 of this report. Despite regulatory oversight, significant 
gaps remain in the quality of physiological care delivered in the nursing 
home setting (See Box 4-6). Such shortcomings in care delivery exist due 
to a variety of factors, including inadequately prepared staff (Stone and 
Harahan, 2010), hierarchical structures that impede cohesive team build-
ing and functioning (Forbes-Thompson et al., 2006), and inadequate staff-
ing and high staff and leadership turnover (Castle and Lin, 2010; Castle 
et al., 2007; Collier and Harrington, 2008), all of which impair the strong 
staff–resident relationships that are critical to providing quality care (see 
Chapter 5 for a complete discussion on workforce issues).

Other factors associated with poorer quality care include care that is not 
aligned with evidence-based best practices (Ersek and Jablonski, 2014); poor 
care coordination resulting from inadequate health information technology 
support (Alexander and Madsen, 2021; Alexander et al., 2020a; Vest et al., 
2019) (see Chapter 9 for more detailed discussion of health information 
technology); infrequent visits and limited involvement of medical directors 
and primary care providers, regulations that incentivize certain types of 
care (e.g., rehabilitation) that are not aligned with residents’ goals and 
preferences (Carpenter, 2020; Flint et al., 2019); and insufficient resources 
to provide ready access to ancillary services such as lab tests and intrave-
nous therapy (Cantor et al., 2020). Moreover, low-quality communication 
between nursing homes and hospitals such as missing, incomplete and 

26 CMS Requirements for Long-Term Care Facilities—Quality assurance and performance 
improvement, 42 CFR Part 483.75 (2016).
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BOX 4-6 
Family Member Perspectives

“I would love to see patient-centered care be a requirement in all nursing homes.”

— Frustrated Family Member

“My loved ones have had their rights, dignity taken away. They are mistreated – 
mostly treated like throw away objects. There is too much to note on what to 
change . . .”

— Essential Caregiver

“There is no quality of care/quality of life/ . . . and worse, person-centered 
care is next to impossible. Aides and nurses do not want to be short/quick, but 
residents are now just a box on the check-list to be done. More is being added to 
do and resentment builds. We all know shortcuts happen often, staff are frustrated 
with residents when [they] need something, keep dementia residents to last for 
[care] because can’t speak up or won’t be believed if [they] do, and alert and 
oriented residents are left waiting and seeing the future for themselves.”

— K.S.

“[I] try to make a positive impact so that the system becomes more respon-
sive and residents are not just kept alive but are enabled to thrive”

— Anonymous, St. Louis, Missouri

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.

inaccurate information has been identified as a significant risk factor for 
negative patient outcomes related to care transitions (Gillespie et al., 2010; 
King et al., 2013; Scott et al., 2017; Terrell and Miller, 2006).

Behavioral Health Care

Moving beyond the physiological needs discussed in the previous sec-
tion, the next category in Maslow’s hierarchy is psychological needs. These 
include needs ranging from companionship and relationships, a sense of 
inclusion, and support of an individual’s cognitive needs. In terms of the life 
of a nursing home resident, this also includes dignity, autonomy, the ability 
to engage in meaningful activities, and attention to behavioral health needs.

Two different but overlapping elements of behavioral health are impor-
tant to the optimal mental health and well-being of nursing home residents 
(Keyes, 2002). The first element reflects the objective presence of mental 
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disorders, which for nursing home residents can be existing diagnoses, 
undiagnosed conditions, or conditions that emerge during a resident’s stay. 
The second element reflects the subjective state of social well-being, which 
for nursing home residents includes the resident’s ability to cope and their 
level of functioning (Keyes, 2002).

Environment and services each play a key role in achieving optimal men-
tal health since available resources, environmental demands, and supports 
can all affect mental well-being (Niclasen et al., 2019). Limited research 
suggests that the regular presence of behavioral health staff, (either on staff 
or contracted) and the use of interdisciplinary teams enable effective behav-
ioral health care by addressing medical, psychosocial, and environmental 
issues together (Bartels et al., 2002). However, there is limited evidence in 
this area, and further research is needed to identify effective service arrange-
ments and the best composition of staff to provide adequate behavioral 
health care in nursing homes.

Behavioral health or mental health services are traditionally provided 
within the nursing home facility by physicians, nursing staff, social workers, 
and activities personnel (Jester et al., 2020). Alternatively, nursing homes 
may arrange for contracted behavioral health specialists to either provide 
care in the facility or in the community. The latter would involve transport-
ing residents to and from appointments in the community (Bartels et al., 
2002). The primary models of contracted mental health services include 
psychiatrist-centered, nurse-centered, and multidisciplinary team models.

Regulatory Requirements

The Behavioral Health Services section27 of the Code of Federal Regu-
lations stipulates that each nursing home resident receive and be provided 
behavioral health care and services in order that the resident be able to at-
tain and maintain the highest practicable physical, mental, and psychosocial 
well-being. As outlined in the regulations, behavioral health care starts with 
a comprehensive resident assessment, which forms the basis for the devel-
opment of a treatment plan that addresses identified mental health needs. 
Nursing home facilities are expected to have sufficient staff to enable the 
provision of direct services while attending to the optimal well-being of resi-
dents. The regulations further stipulate that nursing homes provide residents 
with mental and psychosocial disorders with the appropriate care to attain 
the highest well-being possible, emphasizing that using non-pharmacological 
interventions is a preferred approach. Treatment is to include rehabilita-
tion services and medically related social services. These services can be 

27 CMS Requirements for Long-Term Care Facilities—Behavioral health services, 42 CFR 
§ 483.40 (2016).
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provided through internal sources using nursing home staff and consultants 
or through qualified, Medicaid- and Medicare-approved external providers.

OBRA 87 enacted requirements for nursing homes to perform pread-
mission screening and annual resident reviews (PASRR) in order to both 
identify and assess persons with mental illness and developmental disabili-
ties, to ensure that mentally ill persons are not inappropriately admitted 
to nursing homes, and to make sure that the nursing home setting is the 
best placement option for the resident.28 Through the PASRR process, 
residents with mental illnesses placed in nursing homes are expected to 
receive appropriate mental health services for their diagnoses.29 Persons 
with developmental disabilities are expected to receive appropriate habilita-
tion services to promote optimal functioning.30

OBRA 87 also emphasized the importance of a person-centered care 
approach to providing behavioral health services to nursing home residents 
(CMS, 2017). Toward that end, the regulations introduced new F-tags31 
that focus on mental health supports and services, specifically in the areas 
of services that nursing homes made available and offered to the resident, 
sufficient and competent staff, and behavioral health training for staff. The 
deficiency categories most closely associated with behavioral health are 
resident behavior and facility practices, quality of life, and quality of care. 
In addition, OBRA 87 requires nursing homes to identify the resources 
needed to care for residents with behavioral health issues, to conduct 
competency assessments to identify staff ability to provide behavioral health 
services, and to provide training to increase staff competency.32

28 Omnibus Budget Reconciliation Act of 1987, P.L. 100-203; 42 USC 1396r, §1919, 
100th Cong., 1st Sess. (December 22, 1987).

29 Omnibus Budget Reconciliation Act of 1987, P.L. 100-203; 42 USC 1396r, §1919 – 
subparagraph B, 100th Cong., 1st Sess. (December 22, 1987).

30 Omnibus Budget Reconciliation Act of 1987, P.L. 100-203; 42 USC 1395i-3, §1919, 
100th Cong., 1st Sess. (December 22, 1987).

31 F-tags are cited when there is noncompliance that is not actual harm but results in mini-
mal discomfort to the resident or has the potential to cause harm. These are very common 
citations in nursing home surveys. See: https://www.cms.gov/Medicare/Provider-Enrollment-
and-Certification/GuidanceforLawsAndRegulations/Downloads/List-of-Revised-FTags.pdf 
(accessed October 21, 2021).

32 The Social Security Act prohibits federal Medicaid payments to institutions for mental 
diseases (IMD), defined as “hospital, nursing facility, or other institution of more than 16 beds 
that is primarily engaged in providing diagnosis, treatment, or care of persons with mental 
diseases, including medical attention, nursing care, and related services” (MACPAC, 2019, 
p. xii). Because of the broad definition, it is difficult to determine which facility in a state 
qualifies as an IMD, leading to great variation and resource allocation by state (MACPAC, 
2019; 2020; 2022). This lack of definitional specificity may also serve as a significant barrier 
to nursing home residents obtaining necessary behavioral health services.
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Current State of Behavioral Health Services in Nursing Homes

The widespread closing and downsizing of inpatient psychiatric hos-
pitals, which began in the 1950s and continued for decades in various 
phases (Koyanagi, 2007; Pan, 2013), combined with inadequate community 
resources for mental health services, resulted in nursing homes becoming a 
main setting to care for persons with persistent serious mental illness (SMI). 
CMS uses a broad definition of SMI to include a diagnosis of schizophrenia, 
schizoaffective disorder, schizophrenium disorder, delusional disorder, psy-
chotic mood disorders, and anxiety disorders but not a primary diagnosis 
of depression or ADRD.33

Approximately 4 out of 10 1ong-stay nursing home residents that 
are Medicaid beneficiaries under the age of 65 have an SMI diagnosis; 
for those 65 or older, the prevalence is 2 out of 10 (Nelson and Bowblis, 
2017). The share of residents diagnosed with schizophrenia or bipolar 
disorder nearly doubled, from 6.5 percent in 2000 to 12.4 percent in 2017 
(Laws et al., 2021). The prevalence of schizophrenia in people aged 65 and 
over in the general population is 0.1–0.5 percent (Rosenberg et al., 2009). 
Concerns have been raised about nursing home residents with dementia 
being diagnosed inappropriately with schizophrenia (discussed below and 
in Chapter 6).

Studies estimate that a disproportionately large share (60–90 percent) 
of nursing home residents have any mental health diagnosis (Brennan and 
Soohoo, 2019; Burns and Taube, 1990; Grabowski et al., 2010; Orth 
et al., 2019; Smyer et al., 1994; Tariot et al., 1993; Fullerton et al., 2009; 
Grabowski et al., 2009; Rahman et al., 2013). Trend analyses indicate that 
the proportion of residents admitted with mental illness is higher than the 
proportion with dementia (Aschbrenner et al., 2010; Fullerton et al., 2009; 
Grabowski et al., 2010). Among individuals with mental illness, individuals 
diagnosed with schizophrenia or bipolar disorder are more likely to be ad-
mitted to a nursing home during the 3-year period following their diagnosis, 
and older persons with depression are also at an increased risk of being 
placed in a nursing home (Fullerton et al., 2009). These individuals have a 
range of complex care needs that present significant challenges for nursing 
homes (Laws et al., 2021).

Much of the data related to behavioral health conditions of nursing 
home residents date back more than a decade. More up-to-date prevalence 
data would likely be higher, reflecting an increase in resident acuity and 
the proportion of nursing home admissions of residents with mental health 
conditions (Temkin-Greener et al., 2018a).

33 See: https://www.govinfo.gov/content/pkg/CFR-2009-title42-vol5/pdf/CFR-2009-title42-
vol5-sec483-100.pdf (accessed February 14, 2022).
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Current Challenges

Nursing home use of PASRR, which was designed to improve access to 
behavioral health care, has had mixed results, with some conditions, such 
as schizophrenia, identified more successfully than other conditions, such 
as depression (Crick et al., 2020). The number of residents with mental 
health needs in nursing homes is increasing (Temkin-Greener et al., 2018a), 
and many residents are not having their needs met (Rivera et al., 2020). 
These unmet needs34 occur more acutely in certain subpopulations of nurs-
ing home residents. For example, nursing homes often overlook the mental 
health needs of racial and ethnic minorities, who are less likely to receive 
treatment after an SMI diagnosis (Bailey et al., 2009). Research points to 
a lack of culturally sensitive assessments and treatment practices as factors 
contributing to the disparities in care and unmet needs minority populations 
in nursing homes experience (Fashaw-Walters et al., 2021; Li et al., 2019).

Historically, nursing home care and staffing have primarily focused 
on the physical health care needs of residents, managing their chronic 
conditions and maintaining their functional ability. While OBRA 87 was 
enacted to provide protections for nursing home residents with mental 
illnesses and developmental disabilities, the treatment of psychiatric con-
ditions and behavioral health conditions in nursing home settings still 
requires significant improvement (Li, 2010). One of the many aims of the 
nursing home reforms contained in OBRA 87 was to decrease inappropriate 
use of medications. In some cases, however, medication use has increased, 
with little effort made to provide non-pharmacologic approaches to care 
(Crick et al., 2020). Research has identified numerous barriers to providing 
non-pharmacologic approaches, including insufficient reimbursement to 
support care from specialized mental health care teams, inadequate staffing 
levels and staff training, time pressures, and lack of leadership, among other 
factors (Crick et al., 2020).

Current funding structures serve as barriers to mental health assessment 
follow-ups and non-pharmacologic approaches to care (Crick et al., 2020), 
as these approaches can be resource-intensive. Providing high-quality care 
to residents with SMI requires more direct care hours, specialized staff 
training, and services from mental health providers external to nursing 
home facilities (McGarry et al., 2019), but public payments for residents 
with SMI do not adequately cover the costs of treating those residents 
(Rahman et al., 2013). Nursing homes report difficulties in accessing men-
tal health specialists willing to provide services in the nursing home, while 

34 Unmet needs are defined here as neglect of care necessary for activities of daily living 
(ADLs). Negative consequences of unmet need include the resident missing meals, not having 
appropriate toileting care which results in wetting or soiling clothes, medication error, or not 
receiving needed assistance in order to walk around (Rivera et al., 2020; Xiang et al., 2017).
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the costs to transport residents to external treatment sources may exceed 
Medicaid coverage in some states (Crick et al., 2020).

Attempts to improve the quality of behavioral health care through 
regulations have, in many cases, proved to be unsuccessful (Crick et al., 
2020), and lower reimbursement rates for SMI care do not encourage qual-
ity care (Rahman et al., 2013). In fact, facilities with higher populations of 
residents requiring SMI care are associated with lower nursing home quality 
(Rahman et al., 2013) and lower care quality (McGarry et al., 2019). For 
example, one study of over 14,000 nursing home facilities found that those 
with greater proportions of residents with SMI also had lower direct-care 
staffing hours, more residents who were Medicaid beneficiaries, and lower 
scores on Nursing Home Compare star ratings (Jester et al., 2020) and were 
more likely to be for-profit facilities.

Eligibility for Medicaid coverage is based on income status as well as 
disability (including psychiatric disability). There is an increased prevalence 
of mental illness in high-Medicaid facilities. Moreover, nursing homes with 
a majority of Medicaid residents are associated with higher rates of psychi-
atric hospitalization (Becker et al., 2009) and greater rates of antipsychotic 
medication prescription (Hughes et al., 2000).

Research on access to behavioral health services suggests that there are 
disparities in access to high-quality nursing homes (Temkin-Greener et al., 
2018a). These disparities may be a result of social stigma, nursing home 
reluctance to accept patients who require medications (which may lower 
facility quality scores), nursing homes’ concerns about their ability to deal 
with behavioral problems, and the geographical distribution of five-star 
nursing homes. Research indicates that inadequate access to behavioral 
health services occurs in both lower and higher star-rated facilities and 
in both for-profit and nonprofit nursing homes Moreover, access to such 
services is not necessarily affected by for-profit status (Orth et al., 2019).
Nursing homes located in urban areas, facilities with higher RN staffing and 
lower turnover, and facilities with more psychiatrically trained physicians 
were less likely to report inadequate infrastructure to connect residents to 
behavioral health services (Orth et al., 2019).

A survey of nursing homes identified a number of key challenges to 
delivering behavioral health care services, including:

• lack of staff training (47 percent),
• inability to adequately meet resident’s behavioral health needs 

(33.3 percent),
• inadequate coordination between the facility and community pro-

viders (31.8 percent), and
• lack of adequate infrastructure to make referrals and transport resi-

dents to services outside the facility (26.2 percent) (Orth et al., 2019).
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Of those facilities surveyed, 40 percent viewed PASRR as hindering ad-
mission screening and causing admission delays, and more than 60 percent 
expressed concerns about the perceived difficulty in accessing psychiatric 
support after nursing home admission (Orth et al., 2019).

Several studies have identified the challenges of training staff in behavioral 
health and providing quality care as key challenges for nursing homes (Orth 
et. al., 2019; Roberts et al., 2020). Staff behavioral health education was less 
problematic in facilities that had dedicated Alzheimer’s units, lower turnover of 
registered nurses, and more psychiatrically trained registered nurses and social 
workers. Facilities with lower registered nurse turnover and more psychiatri-
cally trained registered nurses were less likely to report inadequate coordina-
tion with community providers and being unable to meet resident needs (Orth 
et al., 2019). Facilities with lower registered nurse turnover, higher registered 
nurse staffing, and more psychiatrically trained physicians were less likely to 
report inadequate facility infrastructure (Orth et al., 2019). In a secondary 
analysis of national data, facilities with social service departments staffed by in-
dividuals with higher professional qualifications were associated with improved 
care through reducing residents’ behavioral health symptoms and avoiding the 
use of antipsychotics (Roberts et al., 2020).

Promising Practices/Innovative Models to Address Behavioral  
Health Needs

A number of interventions have been found to be effective in treating be-
havioral health conditions such as depression in the nursing home environment. 
One systematic review identified cognitive behavioral therapies, reminiscence 
activities, interventions aimed at reducing social isolation, and exercise-based 
interventions as having some impact on decreasing depression in cognitively 
intact nursing home residents (Simning and Simons, 2017). Another study 
found decreases in depression and increases in quality of life among residents 
who participated in a 10-week physical activity program (Lok et al., 2017).

Interventions to reduce loneliness linked to depression have also pro-
duced positive results in long-term care settings (NASEM, 2020). One 
systematic review suggests that the interventions that are more success-
ful at reducing loneliness are the ones that do not require high amounts 
of physical activity and mobility (Quan et al., 2020). Those interven-
tions for which the strongest results have been reported include reminis-
cence therapy, laughter, and horticultural therapy35 (Quan et al., 2020). 

35 Horticultural therapy refers to the use of flowers, plants and horticultural activities for 
treatment. Such therapy has been shown to help individuals learn new skills, adjust to func-
tional loss, and experience hopeful and nurturing feelings, with positive impacts on physical, 
psychosocial, and cognitive functions such as improving body coordination, encouraging social 
activity, and improving mood (Chen and Ji, 2015).
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Videoconferencing interventions, PARO robot36 interaction, logotherapy,37 
and pet therapy produced more modest results (Quan, et al., 2020).

Other studies have reported success at improving the cognitive func-
tioning of nursing home residents. A systematic review of multimodal, 
nonpharmacological interventions for cognitive function in older people 
with dementia concluded that sessions combining exercise, cognitive train-
ing, ADL practice, and activity interventions improved global function, 
executive function, and memory in persons with dementia when the ses-
sions were at least 30 minutes long and done at least three times a week for 
at least 8 weeks (Yorozuya et al., 2019). One randomized controlled trial 
using animal-assisted activities reduced depressive symptomatology and 
increased the quality of life for persons with cognitive impairment (Olsen 
et al., 2016).

Research on well-being provides some guidance for developing optimal 
environments for supporting mental health care. For example, one system-
atic review of the well-being of long-term care residents with chronic mental 
illness provided broad recommendations for care, including the develop-
ment of environments that provide non-stigmatizing specialized care that 
is accepting and supportive (van der Wolf et al., 2019). Given the lack of 
evidence of effective treatment approaches, the authors concluded that ad-
ditional research should be conducted in this area, with attention paid to 
the well-being of residents.

Use of telehealth for behavioral health care As discussed elsewhere is this 
report, the COVID-19 pandemic had a particularly deleterious impact in 
the nursing home setting. This was true not only in terms of morbidity 
and mortality, but also in terms of residents’ mental and behavioral health. 
In an effort to protect nursing home residents and staff from contracting 
the coronavirus, nursing homes quickly restricted access to their facilities 
and curtailed resident activities. While these measures were put in place 
to provide for the health and safety of residents and staff, the unintended 
consequence was a significant increase in social isolation and loneliness, 
depression, and anxiety among residents (also discussed in Chapter 9 of 
this report) (Mo and Shi, 2020; Rodney et al., 2021). Typically, all resi-
dents facing behavioral health challenges rely on visits with family members 
and personal contact and interaction with other residents and members 
of the community for various reasons including socialization, support,  

36 A PARO robot is a baby harp seal robot used in nursing homes, which has a calming 
effect on and elicits emotional responses in patients.

37 Logotherapy, from the Greek word logos, or “meaning,” is a form of therapy oriented 
around helping individuals find meaning in their future.
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and personal care (Gaugler, 2005). The absence of such coping mecha-
nisms increased the complexity of residents’ behavioral health challenges 
(Nash et al., 2021). Given nursing homes’ extremely limited resources 
such as psychologists that specialize in geriatric populations, behavioral 
telehealth offers one way to expand access to such necessary, but limited, 
expertise (Friedrich, 2021). The use of HIT including telehealth in nursing 
homes is discussed further in Chapter 9.

Remote monitoring and robotics Remote monitoring technology is another 
innovation that has the potential to improve care delivery and outcomes 
for nursing home residents. This technology includes devices that can con-
nect remotely to the internet, which, in the case of mobile devices, makes 
it possible for the devices to move around independently and collect data 
about residents. For example, robots can move independently and transmit 
real-time images to nursing home staff and also open a voice connection 
between the resident and the remote caregivers to improve communication 
(Bäck et al., 2012).

In one study, researchers examined the use of assistive robots for the 
care of nursing home residents with dementia experiencing depression and 
agitation. In particular, the intervention included a robot device described 
as being the size of a baby harp seal with a swiveling head, moving legs 
and tail, and microphones that make authentic sounds like a harp seal; the 
robot intervention resulted in improved depression and less agitation over 
time (Jøranson et al., 2015).

It is critical to understand that however useful these and other future 
innovations might be, the developers and implementers of remote monitor-
ing tools need to always consider the impact of these innovations on resi-
dent satisfaction as well as on clinician workflow, burden, and satisfaction 
(Alexander et al., 2020b).

Research indicates that residents with behavioral health disorders (e.g., 
schizophrenia, psychosis, bipolar, depression/anxiety, personality disorder, 
and substance use) are less likely to be admitted to high-quality nursing 
home facilities than residents without those disorders (Temkin-Greener 
et al., 2018a). Lower-quality facilities typically have fewer resources avail-
able to staff and residents, such as health information technology (HIT), 
to help support care delivery during times when in-person access is ex-
tremely limited, such as during the pandemic (Alexander et al., 2017). The 
use of HIT, such as certified electronic health record technology, has been 
shown to improve communication and clinical integration among behav-
ioral health and all other providers (MACPAC, 2021). The myriad issues 
related to HIT adoption, implementation, and use in nursing home settings 
are discussed in Chapter 9.
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Care for People with Alzheimer’s Disease and Related Dementias

An estimated 48 percent of nursing home residents—59 percent of 
long-stay and 37 percent of short-stay (post-acute) residents—have a diag-
nosis of dementia (Harris-Kojetin et al., 2019). These figures for dementia 
diagnosis are likely underestimates, as studies have demonstrated that when 
specialists such as neurologists, psychiatrists, and neuropsychologists con-
duct assessments in long-term care settings, they identify many undiagnosed 
cases of dementia (Magaziner et al., 2000; Zimmerman et al., 2007).

Alzheimer’s disease, the most common dementia, begins subtly, passes 
through mild cognitive impairment, and progresses to mild, moderate, and 
finally severe dementia, with the course generally lasting a decade or more. 
Often, the later stages of the disease, which require 24-hour supervision 
and assistance with most or all ADLs, result in nursing home placement. 
A variety of other progressive dementias exist, such as frontotemporal de-
mentia, Lewy body dementia, vascular dementia, and dementia associated 
with Parkinson’s disease. These conditions vary in their presentation, rate of 
progression, and care needs but share many of Alzheimer’s disease’s effects 
on cognitive function (Alzheimer’s Association, 2021a,b).

Available research indicates that the key element of dementia care prac-
tice should be a focus on the individual’s condition, needs, and desires. That 
focus should be based on knowing the person; recognizing and accepting 
the person’s reality; identifying and supporting opportunities for mean-
ingful engagement; building and nurturing authentic caring relationships; 
creating and maintaining a supportive community for individuals, family, 
and staff; and evaluating care practices regularly, using evaluation data to 
guide appropriate changes in care and policy (Fazio et al., 2018).

Most of the principles of quality care for nursing home residents apply 
equally to persons with cognitive impairment and to those without. How-
ever, providing care for persons with cognitive impairment, including per-
sons with Alzheimer’s disease and related dementias (ADRD), raises a 
number of specific issues. For example, managing Alzheimer’s disease and 
related cognitive disorders largely involves addressing behavioral symptoms 
such as wandering, resistance to care, repetitive mannerisms, repetitive 
vocalization, and aggression. Studies show that these behavioral symptoms 
are often expressions of unmet needs, such as loneliness, boredom, discom-
fort, anxiety, or pain (Cohen-Mansfield et al., 2015). In this context, a key 
goal of care should be to identify and meet these needs using individual-
ized approaches and, as first-line methods, non-pharmacological tools and 
methods (Gaugler et al., 2014). A study found that a diagnosis of cognitive 
dysfunction upon admission to a nursing home is a stronger predictor of 
outcome than a diagnosis of dementia. This highlights the need to individu-
alize decisions regarding the risks and benefits of nursing home care for 
those individuals with cognitive impairment (Burke et al., 2021).
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It is also important to recognize that for a person with advanced 
dementia, the sensory experiences of the present are very important, since 
awareness of the meaning or future implications of such activities as waiting 
for a meal, positioning in a bed or chair, or receipt of hygiene care are often 
not understood. Furthermore, the inexorable progression of virtually all 
ADRD diagnoses places more importance on the experiences of today, some-
thing that is also true of many other nursing residents. These factors combine 
to make addressing unmet needs, creating pleasant events, and attending to 
day-to-day quality of life critical outcomes of interest in the care of persons 
with ADRD (Gaugler et al., 2014; Kitwood, 1997; Logsdon et al., 2002). It 
is important to note that measuring day-to-day quality of life is challenging 
and that this key outcome is vastly under-represented in CMS “quality indi-
cators,” which focus largely on medical outcomes (Burke and Werner, 2019).

In addition, persons with dementia under-report new symptoms or 
needs and therefore tend to receive less attention, to have more undetected 
symptoms (e.g., constipation), and receive fewer treatments (e.g., medica-
tion for pain) than other residents Decision making is also difficult, which 
creates challenges for the current model of shared decision making, par-
ticularly if family members are relatively uninvolved or are unaware of the 
relevant values and preferences of the person with dementia (Miller et al., 
2016b). As ADRD progresses, cognitive impairment advances, limiting the 
person’s ability to participate in decision making. Consequently, formal 
procedures to facilitate early discussion with family and health care profes-
sionals about care goals and advance care planning (see Box 4-8 below) 
are important, as studies have demonstrated that such planning improves 
end-of-life outcomes (Wendrich-van Dael et al., 2020).

Antipsychotic medications have been used to treat nursing home 
residents with behavioral and psychological symptoms of dementia, but 
FDA warnings about the danger of such medications for people with de-
mentia have led to increased efforts to limit their use (also discussed in 
Chapter 6). CMS launched the National Partnership to Improve Dementia 
Care in 201238 to reduce potentially inappropriate use of antipsychotics 
by reorienting nursing homes toward nonpharmacologic person-centered 
care, including music and exercise programs (Lucas and Bowblis, 2017). 
Through the initiative, CMS, in partnership with federal and state agencies, 
nursing homes, advocacy groups and caregivers, working in concert with 
state-based coalitions, aims to advance best practices to promote person-
centered care and improve the quality of life for residents with dementia 
(Lucas and Bowblis, 2017; Fashaw-Walters et al., 2021).

38 See https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/Survey 
CertificationGenInfo/National-Partnership-to-Improve-Dementia-Care-in-Nursing-Homes 
(accessed February 9, 2022).
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Although the rates of antipsychotic medication use for dementia care 
in nursing homes declined overall between 2012 and 2019, significant 
variation exists across states (Rosenthal et al., 2022). Recent research has 
revealed unintended consequences of the National Partnership’s efforts. 
For example, an initial examination has shown that rates of schizophrenia, 
as documented in residents’ MDS assessments, increased after implemen-
tation of the Partnership and are higher for Black residents with ADRD 
than non-Black residents. Such disparities in diagnoses raise concerns that 
nursing homes are reporting schizophrenia diagnoses in an effort bypass 
the Partnership’s goal of reducing antipsychotic medication use. Disparities 
in schizophrenia diagnoses could be due to a number of factors, including 
differences in quality of care for Black residents compared to non-Black 
residents, perceptions of nursing home staff regarding the management of 
challenging behaviors, or structural racism (Fashaw-Walters et al., 2021).

The U.S. Alzheimer’s Association published a comprehensive set of 
dementia care practice recommendations and a series of supporting papers 
(Fazio et al., 2018), which can help inform a greater focus on dementia care 
in nursing home practice, training, and regulation (Alzheimer’s Association, 
2018).39 Additional research has identified shortcomings in the current evi-
dence base on initiatives designed to improve care for people with ADRD in 
nursing homes, including an overrepresentation of short-term studies with 
small sample sizes, making it challenging to determine which interventions 
are effective. Further research is needed on interventions at the community 
level (care protocols, dementia villages), policy level (paid family leave 
policies, payment policies, and transportation policies), and societal level 
(public awareness campaigns). A balance of short-term and long-term stud-
ies is needed, as well as including assessments of interventions in real-world 
settings where people receive care, including the home and long-term care 
facilities (NASEM, 2021).

Psychosocial Care

The committee’s conceptual model of quality care in nursing homes 
considers meeting residents’ psychological and social needs—situated in 
the mid-range of Maslow’s hierarchy—as a critical component of com-
prehensive person-centered care. The psychosocial needs of older adults 
incorporate physical, psychological, intellectual, and social dimensions of 
care. Nursing homes organize these care services to enhance their residents’ 
mental, social, and emotional well-being; improve outcomes related to their 
quality of life and quality of care and to resident rights; and support the 

39 For the full recommendations, see https://www.alz.org/media/documents/alzheimers-
dementia-care-practice-recommendations.pdf (accessed October 21, 2021).
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residents’ family members and other loved ones. Social services, activities, 
and nursing departments within the nursing home typically deliver these 
services, which are augmented by consultants and contractual services that 
require specialized training or expertise, such as psychiatric services and 
music and art programs. Research has shown that an interdisciplinary team 
perspective produces better outcomes (Simons et al., 2012a,b), as the team 
is trained to address psychological, social, and environmental factors that 
affect care and quality of life (Simons et al., 2012a).

Providing effective individualized care requires a knowledge of residents’ 
psychosocial preferences (Carpenter et al., 2000). According to one system-
atic review, nursing home residents identified nine factors important to 
them that influenced their idea of quality care: staffing levels, staff attitudes, 
continuity of care, daily routine, environment, decision making/choice, dig-
nity, activities, and attention to culture and spirituality (Gilbert et al., 2021; 
Travers et al., 2021). Research on older adults living in the community 
has identified preferences for care, trade-offs between freedom and safety, 
family/friend involvement, privacy issues, avoiding pain, participation in 
events, and daily routine as areas in which preferences correlate with a bet-
ter quality of life (Degenholtz et al., 1997). Other studies emphasize prefer-
ences in the areas of social contact, growth and leisure activities, personal 
choice/control, the use of assistive devices, and care and caregivers as being 
important to an enhanced quality of life (Carpenter et al., 2000). Honoring 
the choices of nursing home residents is associated with an improved quality 
of life. Processes such as the initial and ongoing assessment of psychosocial 
preferences of residents as well as the documentation and communication of 
these preferences with the interdisciplinary team are central to meeting the 
needs of residents for optimal delivery of person-centered care.

Regulatory Requirements

The Code of Federal Regulations section on Behavioral Health Services40 
mandates that a nursing home provide psychosocial care as detailed in its 
comprehensive assessment and plan of care. Including the resident, signifi-
cant others, and members of the interdisciplinary team responsible for psy-
chosocial care is key to developing and reviewing the assessment and plan of 
care document. The regulations also outline a process through which the care 
plan should address psychosocial care needs and specify that nursing homes 
must employ qualified staff to provide the services that meet these needs.

As discussed earlier, regulations require Medicare- and Medicaid-
certified nursing homes to conduct patient care surveys as part of the 

40 CMS Requirements for Long-Term Care Facilities—Behavioral health services, 42 CFR 
§ 483.40 (2016).
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certification process.41 Two areas of assessment pertinent to psychosocial 
needs are (1) activities and social participation and (2) medical, nursing, and 
rehabilitative care. A nursing home that fails to meet one or more federal 
requirements is cited for a deficiency by surveyors. The deficiency categories 
most closely associated with psychosocial care needs include resident rights; 
admission, transfer and discharge rights; resident behavior and facility prac-
tices; quality of life and quality of care.

Although psychosocial care needs are part of the federal requirements, 
the regulations place a greater emphasis on medical indicators of high-quality 
care. While physical health indicators are clearly an important area of focus 
for quality improvement, psychosocial indicators such as enhancing social 
engagement, supporting self-worth and resident dignity, and addressing the 
psychological and spiritual needs of the residents are important elements of 
nursing home care and should be an integral component of the survey pro-
cess and quality improvement initiatives (Bowen and Zimmerman, 2009).

Current Status

A growing body of evidence suggests that it is important to provide a va-
riety of services and activities to address the psychosocial care needs of nursing 
home residents, including attending to spiritual needs, counseling, and other 
psychosocial support services (Johnston and Narayanasamy, 2016; Koenig, 
2012; Lok et al., 2017; Olsen et al., 2016; Zhang et al., 2020). However, 
despite the importance of these services to person-centered care and resident 
quality of life, the current emphasis in nursing home care in the United States 
aligns with a medical model of care, with a limited focus on social care.

Research supports the role of a stronger emphasis on psychosocial 
care in order to ensure a more person-centered approach to nursing home 
care. As noted above, nursing home residents cite factors related to dignity, 
activities, and attention to culture and spirituality as being critical to qual-
ity care (Gilbert et al., 2021). An emphasis on improving the performance 
and outcomes of these factors may strengthen the responsiveness of nursing 
homes to resident concerns.

Wellness, physical activities, and art activities are vital for health, func-
tional mobility, and performing ADLs. Research suggests that physical 
activity can protect against and lessen ADL disability, improve cognition 
and quality of life for residents and those with dementia, and improve 
mental health (de Souto Barreto et al., 2016). One intervention, Function-
Focused Care (FFC) engages residents with moderate to severe cognitive 
impairment in physical activities and functional tasks using motivational 
and individualized techniques. It has the potential to improve older adults’ 

41 CMS Requirements for Long-Term Care Facilities—Survey frequency, 42 CFR §488.308 
(a) and (b) (2016).
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psychosocial and physical well-being, increase physical activity, and reduce 
risk of hospitalization and falls (Galik et al., 2013, 2015; Resnick et al., 
2016).

There is also evidence that wellness interventions such as tai chi and 
yoga in nursing homes can improve the quality of life among residents 
(Saravanakumar et al., 2018), and some evidence suggests that ADL training 
combined with physical exercise can improve well-being in nursing home 
residents with moderately severe dementia (Henskens et al., 2018). Studies 
have also shown that art interventions in nursing homes can improve the 
quality of life for dementia patients (Schneider, 2018), promote person-
centered care among nursing home residents (Vaartio-Rajalin et al., 2021), 
reduce depression and improve the self-esteem of residents (Ching-Teng 
et al., 2019), and promote overall resident well-being (Curtis et al., 2018).

Research has identified a number of other areas that require improve-
ment, including an emphasis on stronger staffing requirements to deliver 
psychosocial care (Bern-Klug et al., 2010; Simons et al., 2012a,b), acquiring 
outcome data that link care provision with improved quality of care (Bowen 
and Zimmerman, 2008), and better definition of the processes of psychosocial 
care in nursing homes (Simons et al., 2012b). Factors associated with the qual-
ity of psychosocial care include staffing and payer source; in particular, it has 
been shown that increases in qualified social service staffing produce higher 
quality psychosocial care (Zhang et al., 2008; Zimmerman et al., 2005).

Current Challenges

The Agency for Health Care Research and Quality conducted an en-
vironmental scan of nursing homes and found evidence of omissions in 
psychosocial care which led to severe adverse events such as avoidable 
hospitalizations, cognitive decline, death (all-cause and suicide), loneliness, 
and poor resident-centered care (Ogletree et al., 2020). In addition, several 
studies have documented omissions in psychosocial care, particularly in 
the areas of addressing emotional and mental health needs, listening to the 
resident, and honoring care preferences (Hirst, 2002; Poghosyan, 2017; 
Recio-Saucedo, 2017). Other studies have reported serious omissions in 
psychosocial care leading to loss of dignity, abuse, and neglect of the 
resident (Hirst, 2002; Malmedal et al., 2009; Nåden, 2013). One study 
reported that nursing home staff limit social care more than ADL care 
(Zúñiga et al., 2016). An earlier report by the HHS OIG on psychoso-
cial services provided to nursing home residents found that only slightly 
more than half of Medicare beneficiaries received all the psychosocial 
services identified in their care plans during their nursing home stay, while 
41 percent received some, but not all of the psychosocial services identified 
in their care plans. Five percent of beneficiaries did not receive any of the 
psychosocial services identified in their care plans (OIG, 2003).
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Promising Practices

While psychosocial care in nursing homes has improved over the years 
(IOM, 2001), it is still evolving. Notable changes and new models of 
care strongly support implementing a person-centered care approach. For 
example, the meaningful activity movement requires nursing homes to 
employ the elements of active participation, activity content related to past 
roles and interests of the participants, and activities that meet the needs of 
identity and belonging for all activity offerings (Genoe and Dupuis, 2012). 
Promising programs such as MemPics, designed to promote meaningful 
activity for people with mild to moderate dementia using cognitive stimula-
tion (Mansbach et al., 2017), have been tested in the nursing home setting 
with positive results. The Preference Match Tracker is a tool to identify 
activity preferences which can be used to document and track individual 
recreation preferences and activities. Such preferences can be incorporated 
in the assessment and care planning process to improve the quality of care 
and quality of life for residents (Van Haitsma et al., 2016).

Videoconferencing for remote health care provision, counseling, and 
the delivery of specialized activities such as music therapy (Groom et al., 
2021; Newbould et al., 2017) and for counseling family and significant 
others (Gaugler et al., 2020) is proving to be a promising approach for 
improving psychosocial care. Several studies have established the feasibil-
ity of using such methods for assessment, health care management, clinical 
support, and diagnosis (Alexander et al., 2020a; Groom et al., 2021; Hale 
et al., 2018; LeadingAge CAST, 2013). Delivering care through videocon-
ferencing may increase access to specialized services and increase access to 
care for those living in rural areas. Both staff members and residents report 
satisfaction with providing services though videoconferencing.

Using care preference tools, such as The Conversation Project, in nursing 
home settings is one approach to honoring resident choices in care (Galambos 
et al., 2021). New methods for care planning, such as the adoption of a person-
directed care planning process (Lepore et al., 2018), can provide a structure 
for honoring resident choices. When nursing homes use these tools along with 
other preference assessment instruments, broadly and consistently, they will 
strengthen a person-centered approach to providing care for their residents.

Another way for nursing homes to improve the psychosocial well-being 
of their residents and staff is through the establishment of resident and family 
councils. Every nursing home resident has the right to form or participate in 
a resident and family council, and the nursing home must provide space for 
the group to meet and must listen to the complaints and recommendations 
provided by the council.42 These councils are described in Box 4-7.

42 For more information from CMS, see: https://downloads.cms.gov/medicare/your_resident_ 
rights_and_protections_section.pdf (accessed November 16, 2021).
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BOX 4-7 
Resident and Family Councils

The Omnibus Budget and Reconciliation Act of 1987 (OBRA 87) mandated 
resident and family councils in nursing homes as mechanisms to ensure family 
and resident participation in nursing homes’ operations and quality improvement 
activities. The 2016 CMS revised nursing facility regulations reiterated these rights 
(National Consumer Voice, 2021).

Resident councils are organized groups of nursing home residents that 
meet regularly to raise issues of concern, discuss what is working well, and 
offer suggestions for change or provide suggestions for resolving differences. 
Activities personnel, social service departments, and, in some cases, adminis-
trators facilitate resident council meetings. Resident councils serve to empower 
the residents of nursing homes and can promote life-long citizenship within 
the nursing home facility (Freeman, 1997). The committee structure of resident 
councils allows residents to raise concerns without identifying any one person or 
family with the concern, enhancing resident empowerment and resident-centered 
advocacy.

Limited research exists on the effectiveness of resident councils. One study, 
published 40 years ago, found that while resident councils facilitate communication, 
they are not effective in changing policy or providing power to residents, and they 
do not ensure resident participation in council matters (Devitt and Checkoway, 
1982). Clearly, more research is needed on best practices for resident councils 
in nursing homes.

Just as resident councils empower residents, family councils provide a forum 
for empowering families. Regulations require nursing homes to provide a private 
meeting place, listen and respond to issues identified by the family council, and 
designate a staff person to address and provide assistance to the family council 
as needed (Curry et al., 2007). The revised 2016 CMS regulations mandate that 
residents have the right to ask family members to participate in a family council, 
thus providing residents a mechanism for selecting specific family members they 
want involved in their care.43

Generally, when a family council exists, nursing home social services staff 
or activities personnel assume the responsibility of council liaison. While family 
councils are an important means to empower families and keep them integrally 
connected to the facility, estimates suggest that fewer than half of all long-term 
care facilities have a family council (Curry et al., 2007). Recognizing that family 
councils are an important means for families to advocate for their resident family 
members, advocates have called for nursing homes to adopt alternative ways 
for family councils to meet, communicate, and receive information about facility 
operations through the use of e-mails, virtual meetings, or phone trees (Hado and 
Feinberg, 2020).

43 CMS Medicare and Medicaid Programs; Reform of Requirements for Long-Term Care 
Facilities, 42 CFR § 405, 431, 447, 482, 483, 485, 488, and 489 (2016).
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Palliative Care and End-of-Life Care

Palliative care focuses on persons with serious, life-limiting illnesses and 
is characterized by: openly discussing illness trajectories and identifying, 
documenting, and honoring patient- and family-directed goals that guide 
health care; aggressively preventing, promptly identifying, and effectively 
treating illness-related symptoms; and identifying psycho-spiritual needs 
and therapeutic approaches to mitigate suffering (National Consensus 
Project for Quality Palliative Care, 2018). Palliative care is appropriate for 
patients throughout the illness trajectory, including, but not solely, at the 
end of life, and individuals can receive palliative care alongside disease-
focused treatments. Despite the need for palliative care services, access to 
this type of care often is limited in the nursing home setting.

Hospice care is palliative by nature, but it focuses specifically on individu-
als with terminal illness—usually those with the prognosis of 6 months or less. 
For these individuals, the goals of care focus on comfort (NHPCO, 2019).

Palliative and end-of-life care are critical components of high-quality 
nursing home care (Ersek et al., 2014), given that the majority of nursing 
home residents have multiple chronic illnesses which result in distressing 
symptoms and marked impairments in ADLs (Boscart et al., 2020; CMS, 
2015). Indeed, older adults receiving end-of-life care in nursing homes have 
high symptom burdens and other needs that make them eligible for pallia-
tive care or hospice services (Esteban-Burgos et al., 2021; Stephens et al., 
2018). Most hospice care in the United States is funded by Medicare under 
a specific benefit (NHPCO, 2020).

Nursing homes are the venue of death for approximately 25 percent of 
Medicare beneficiaries and an estimated 43.5 percent of fee-for-service ben-
eficiaries. In addition, 33.2 percent of Medicare Advantage enrollees had a 
nursing home stay in the last 90 days of life (Teno et al., 2018). The share 
of Medicare beneficiaries who die in hospice care increased from 22 percent 
in 2000 to more than 50 percent in 2019 (MedPAC, 2021; Sheingold et al., 
2015). Medicare’s hospice benefit paid for services provided to more than 
1.6 million beneficiaries in 2019 (MedPAC, 2021).

Nursing homes rely on one of three common models for delivering pal-
liative care in their facilities: hospice, external palliative care consultation, 
or internal, facility-based services (Ersek et al., 2014).

Hospice care Hospice is the most common and well-established approach 
for delivering palliative care in U.S. nursing homes. CMS extended 
the Medicare hospice benefit to nursing homes in 1989, and by 2004, 
78 percent of nursing homes reported a contract with a hospice agency 
(Miller and Han, 2008). Approximately one-quarter of deaths among 
Medicare beneficiaries occurs in a nursing home (Teno et al., 2018). 
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In order to be eligible, nursing home residents must meet standard hospice 
admission criteria, including a period of life expectancy of 6 months or 
less should the terminal illness run its usual course accompanied by a de-
cision that aggressive “curative” treatments would not be pursued (CMS, 
2020c). In nursing homes, the Medicare hospice benefit covers the costs 
of the hospice agency to oversee the individual’s care plan, as well as the 
costs of all medical supplies and medications related to the individual’s ter-
minal condition. The benefit also covers supplemental support, as needed, 
from hospice interdisciplinary team members, including chaplains, social 
workers, and home health aides, as well as bereavement services for up to 
1 year following the patient’s death. While providing hospice care, the fa-
cility continues to deliver 24-hour nursing care and supportive services for 
the resident. The Medicare hospice benefit does not provide the resident’s 
payment for room and board, leaving other sources such as Medicaid or 
out-of-pocket payments to cover those expenses (CMS, 2020a).

Research comparing end-of-life care for residents with and without 
hospice has shown that hospice care is associated with better psycho-
social support, bereavement care, and pain management (Miller et al., 
2002; Stevenson and Bramson, 2009). Hospice enrollment is also associated 
with fewer hospitalizations and lower health care costs for nursing home 
residents at the end of life (Gozalo and Miller, 2007; Miller et al., 2012; 
Stevenson and Bramson, 2009).

Despite the strengths of the hospice model, it has its limitations. For 
example, many nursing home residents have a life-limiting illness with 
an uncertain trajectory, which can make it difficult to determine hospice 
eligibility. Some nursing home administrators believe that hospice involve-
ment does not improve end-of-life care for residents and may complicate 
the coordination of care (Hanson et al., 2005; Rice et al., 2004). In that 
vein, successful collaboration between hospice agencies and nursing homes 
requires a commitment to ensuring excellent communication, including 
soliciting input from and sharing information with nursing home staff and 
responding to concerns voiced by nursing home staff and administrators 
(Ersek et al., 2022; Miller, 2010).

Perverse financial incentives are a major barrier to nursing home hospice 
enrollment, at least among individuals entering the facility from the hospital 
and who are eligible for the Medicare skilled nursing facility benefit. Only 
in rare instances can patients access the Medicare skilled nursing facility and 
Medicare hospice benefit concurrently (e.g., in circumstances where there 
are unrelated diagnoses for each benefit). Reimbursement to nursing homes 
for the Medicare hospice benefit is much lower than for the skilled nursing 
facility benefit, meaning that facilities prioritize skilled nursing facility care 
over hospice stays, even when individuals’ care needs are more palliative than 
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rehabilitative (Hanson and Ersek, 2010). Similarly, these same financial in-
centives lead families to choose the skilled nursing facility benefit because the 
skilled nursing facility payment covers all costs in the facility including room 
and board, unlike the Medicare hospice benefit (Flint et al., 2019). Hospice 
interdisciplinary team members can supplement the nursing home workforce, 
which can improve care (Gage et al., 2016; Hwang et al., 2014). Issues re-
lated to the inappropriate use of hospice and poor-quality care particularly 
for nursing home residents have increased over the past decade (Chiedi, 
2018; MedPAC, 2020; OIG, 2018). Policy makers have paid particular at-
tention to the increase in hospice use in nursing homes, expressing concern 
that for-profit hospice agencies were aggressively targeting more profitable, 
long-stay patients (Chiedi, 2018). An investigation by HHS OIG found that 
hospices do not always provide the services that residents need, such as for 
pain management, and that in many cases poor-quality care was provided. 
OIG also cited communication and information gaps that prevented residents 
and their families and caregivers from making informed decisions about their 
care. Furthermore, the investigation identified cases of inappropriate billing 
for higher levels of care than needed and a number of fraud schemes. The 
current payment system for hospice care creates incentives for hospices to 
seek out beneficiaries who do not have complex care needs. Hospice is paid 
on a per diem basis for each day an individual is in hospice, regardless of the 
quantity or quality of services provided (Chiedi, 2018).

Another trend that raises questions is the growing proportion of nurs-
ing homes and hospice agencies that are owned by the same company, 
coupled with the increasing proportion of nursing home residents receiv-
ing hospice services from these providers (Canavan et al., 2013; Stevenson 
et al., 2020). Co-ownership represents a potential conflict of interest in that 
residents may be referred to hospice inappropriately to bolster revenue for 
the hospice agency that is co-owned by the nursing (usually a for-profit cor-
poration). In addition, co-ownership may limit consumer choice if the nurs-
ing home or hospice does not inform residents and family decision-makers 
that they can choose which hospice they want to receive care from. There 
may also be pressure from the corporate entity for NHs to limit contracts 
with outside hospice agencies (Ersek et al., 2022; Stevenson and Bramson, 
2009; Stevenson et al., 2020).

Palliative care consultants In the second model of end-of-life care, nursing 
homes contract with external palliative care consultation teams to provide 
specialized, onsite palliative care services. Consultation teams can be an 
extension of existing hospital-based teams, outpatient or hospice teams, or 
independent practitioners. Depending on the team and its resources, consul-
tations focus on symptom management, advance care planning (Box 4-8), or 
assisting with prognostication or hospice entry. Staff or leadership identify 
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the need for a consultation, which the resident’s primary care provider then 
requests. The consultant bills under Medicare Part B, and thus the nursing 
home does not incur any costs for these services.

A nationally representative study found that 34 percent of nursing 
homes reported having an arrangement with external specialty palliative 
care consultants (Schwartz et al., 2019). Nursing homes that had these ar-
rangements were 40 percent more likely to perform above the median on an 
end-of-life culture change index compared with those without any external 
or internal palliative care services. Other studies have found that external 
palliative care consultation is associated with better end-of-life outcomes, 
such as fewer emergency department visits and hospitalizations in the last 
months of life and lower likelihood of late admission to hospice (i.e., less 
than three days before death) (Miller et al., 2016a, 2017).

One challenge with this model is the need for consulting practitioners 
to understand the nursing home environment and to recognize that certain 
interventions used in other settings may not be used in nursing homes set-
tings. Certain palliative care medications, for instance are not included in 
nursing home formularies. Moreover, there may be significant limitations 
in nursing home settings in terms of the ability to administer and titrate 
pain medication such as intravenous opioids. Another challenge is that 
implementing consultants’ recommendations depends on the primary care 
provider’s and nursing home staff’s willingness to accept and implement 
palliative care recommendations (CAPC, 2008). More broadly, some have 
pointed to the relatively low reimbursement of these Part B services as a 
major barrier to their broader use (IOM, 2015).

Facility-based palliative care programs The third model for palliative care 
delivery in nursing homes is through facility-based programs (Ersek and 
Wilson, 2003). This model, sometimes referred to as primary palliative 
care, is promising in that it does not solely rely on access to specialists, it 
eliminates the challenges of joint management among multiple organiza-
tions, and it provides flexibility in how individual facilities implement such 
teams (Carlson et al., 2011). Furthermore, this model places the expertise 
and authority with the nursing home itself, which is responsible and held 
accountable for residents’ quality of care (Huskamp et al., 2010a). In a 
2004 survey, 27 percent of nursing homes reported having a special pro-
gram or specially trained staff for hospice or palliative/end-of-life care 
(Miller and Han, 2008). In a 2016 survey, some 40 percent of nursing 
homes’ directors of nursing reported having a palliative care program; how-
ever, the study sample was small and not representative of all U.S. nursing 
homes (Lester et al., 2016).

Although growing numbers of facilities indicate that they have im-
plemented internal palliative care services, the composition, scope, and 
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BOX 4-8 
Advance Care Planning

Advance care planning involves discussing and documenting a patient’s 
values, goals of care, and preferences for future treatment in light of those values 
and goals, as well as identifying a proxy decision maker. In doing so, advance care 
planning honors patients’ rights, aligns with person-directed care, and increases 
the likelihood that care received is concordant with care preferences (Hickman 
et al., 2011; Hickman et al., 2020; Miller et al., 2020; Tark et al., 2020a).

Documenting patient preferences take several forms, the most common 
of which are advance directives, which include naming a surrogate decision 
maker through a durable power of attorney for health care, and a living will, 
which identifies choices around specific treatments such as cardiopulmonary 
resuscitation, mechanical ventilation or antibiotic therapy, or general approaches 
to care (e.g., comfort-focused versus. aggressive, life-prolonging therapies). 
Treatment preferences for seriously ill patients also can be expressed via a Do 
Not Resuscitate (DNR) order or a state-authorized portable order, e.g., Physicians 
Order for Life-Sustaining Treatment [POLST]). These orders differ from advance 
directives in that they are medical orders that are immediately actionable. In 
contrast, preferences documented in a living will must be interpreted in light of 
the patient’s current clinical context and translated into medical orders and formal 
plans of care (NIA, 2018).

As with other health care organizations, nursing homes must notify individuals 
entering their facility of their right to execute an advance directive (CMS, 2012). 
The prevalence of advance care planning conversations and documentation in 
nursing homes is unclear, as there is no standardized measure or required re-
porting across nursing facilities (the Advance Directive item on the MDS 2.0 was 
eliminated in the currently mandated MDS 3.0). However, research suggests that 
approximately 58-65 percent of nursing home residents have at least one advance 
directive on record (Jones et al., 2011; Tjia et al., 2018). Other evidence suggests 
that the most common advance directives in nursing homes are durable powers 
of attorney for health care and DNR orders were the most common documented 

activities of these programs are not well characterized. Generally, they 
encompass one or more of the following features:

• Implementing specific policies related to palliative care (e.g., the 
identification of residents who might benefit from this approach);

• Regular, robust advance care planning;
• Standardized symptom assessment and management;
• Training the staff to increase their palliative care knowledge and 

skills; or
• Creating interdisciplinary palliative care teams and establishing 

specialty palliative care units (Carpenter et al., 2020; Ersek et al., 
2014).
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treatment preference (Galambos et al., 2016). In Maryland, where a state order 
completion is required upon admission to a nursing home, investigators found 
that 84% of residents had an order in the medical record (Tarzian and Cheevers, 
2017). It should be noted, however, that requiring an order be completed runs 
counter to the POLST paradigm, which asserts that completion of an advance 
directive must always be voluntary (Hickman and Critser, 2018).

Despite the benefits of ACP for persons receiving care in nursing homes, 
there are concerns. First, the quality of advance care planning in nursing homes 
is largely unstudied, but existing evidence suggests that there is great variability. 
Particular concerns include problems with providers communicating insufficient or 
inaccurate information about prognosis, treatment options and legal requirements 
for ACP documents and failing to engage in robust shared decision-making 
approaches. (Goossens et al., 2020; Hickman et al., 2017; Kim et al., 2019). There 
also is evidence that goals of care conversations often are limited to discussions 
about CPR (Hickman et al., 2021). Second, many nursing home residents, particu-
larly those with cognitive impairment, are excluded from advance care planning 
conversations despite their desire to be engaged and ability to voice treatment 
preferences (Miller et al., 2016b). Third, nonwhite and Hispanic patients are less 
likely to have complete advance directives and documented care preferences 
(Frahm et al., 2012; Jones et al., 2011). Fourth, there is evidence of mismatches 
between documented preferences and care received, particularly for “do not 
hospitalize” orders (Nemiroff et al., 2019). Finally, a recent study conducted in 
nursing homes was unable to show a robust association between ACP and goal-
concordant care or quality of life (Mitchell et al., 2020).

The SARS-CoV-2 pandemic underscored the urgency of ACP while also ex-
acerbating barriers to conducting goals of care conversations and documenting 
treatment preferences. The high COVID-19 mortality rates among NH residents have 
led to calls for increased ACP discussions, regular review of existing documentation 
of preferences, and the use of COVID-specific ACP approaches and documents 
(Bender et al., 2021; Gaur et al., 2020; Ye et al., 2021). Because of ongoing restric-
tions in family visitation and in-person provider interactions with residents, there have 
also been calls for expansion of telehealth options for ACP (Bender et al., 2021).

However, there is great variability between programs and no assur-
ances that the care provided by a particular nursing home meets com-
monly accepted palliative care standards. Moreover, there are no nationally 
recognized and agreed-upon standards and quality measures for nursing 
home–based palliative care services, although some efforts have been made 
to identify such guidelines (Temkin-Greener et al., 2015).

Several studies have examined the benefits of nursing home–based 
palliative care services. One study found a decrease in the use of unnecessary 
medications following admission of residents to a nursing home–based 
palliative care unit (Suhrie et al., 2009). Research has shown that specialized 
dementia “comfort care” units are associated with higher staff satisfaction, 
less observed resident discomfort, and lower costs than standard nursing 
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home care (Kovach et al., 1996). A systematic review of facility-based 
palliative care programs (Carpenter et al., 2020) found that overall, study 
quality was generally low and that the results of the different studies were 
mixed, with some evidence that facility-based palliative care teams can de-
crease rehospitalizations of patients at skilled nursing facilities (Berkowitz 
et al., 2011), reduce emergency department visits (Comart et al., 2013), 
decrease agitation and pain (Chapman and Toseland, 2007), and dem-
onstrate cost-savings (Teo et al., 2014). Evidence for enhanced symptom 
assessment, documentation, and management and engagement in advance 
care planning was weak (Strumpf et al., 2004). Given the weakness of the 
evidence, the study’s authors concluded that further research is needed 
to determine the effectiveness of facility-based palliative care programs 
(Carpenter et al., 2020).

A major barrier to developing internal nursing home palliative care 
services is the required financial and human resources. The need to train 
staff and the additional time necessary to deliver high-quality palliative care 
are other barriers. High turnover among staff and leadership at nursing 
homes also threaten the long-term viability of facility-based palliative care 
teams and programs (Meier et al., 2010). As noted, the evidence base for 
this model is particularly weak, and little is known about the most effective 
components and approaches for implementing and sustaining facility-based 
palliative care and hospice services. Moreover, there are limited finan-
cial incentives to provide high-quality palliative care, since the highest 
reimbursement rates are for post-acute, skilled care (Carlson et al., 2011; 
Ersek and Carpenter, 2013; Ersek et al., 2014; National Consensus Project 
for Quality Palliative Care, 2018). Specific measures added to Care Com-
pare would support improved monitoring of the quality of palliative care 
services provided in nursing home settings (see Chapter 3).

Challenges to Providing Quality, Equitable End-of-Life Care to  
Nursing Home Residents

There is a wide variation in palliative care services provided by nursing 
homes (Tark et al., 2020b). In addition to the barriers and limiting factors 
outlined above, an overarching challenge to providing quality end-of-life 
care in nursing homes is the pervasive disparities in care. A systematic re-
view (Estrada et al., 2021) revealed that racial and ethnic minority residents 
had lower rates of completion of advance directives, were more likely to be 
hospitalized at the end of life, and report higher levels of pain and less use 
of hospice care at the end of life than white residents (Araw et al., 2014; 
Cai et al., 2016; Frahm et al., 2012, 2015; Huskamp et al., 2010b; Lage 
et al., 2020; Lepore et al., 2011; Monroe and Carter, 2010; Tjia et al., 
2018; Zheng et al., 2011).
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The review pointed out that the majority of the studies relied on data 
that were more than 10 years old and thus do not accurately reflect the 
current diversity of nursing home populations. The review also concluded 
that more culturally competent research is needed to explore not only the 
experiences of racial and ethnic minorities at the end-of-life, but also to 
characterize the specific barriers to high-quality end-of-life care in nursing 
homes faced by racial and ethnic minority residents (Estrada et al., 2021). 
The disproportionate impact of the COVID-19 pandemic on nursing home 
residents in general, and on racial and ethnic minorities in particular, calls 
for palliative care interventions. As Rosa and colleagues (2021), explain:

Palliative care health equity frameworks promote assessment of the social 
and moral determinants of health as well as systemic injustices to tailor 
services to the individual, context, and culture at hand.

This is also relevant for other minority populations in nursing homes, 
such as LGBTQ+ residents who could benefit from “inclusive palliative 
care practices that foster trust, transparency and value-concordant care 
delivery” (Rosa et al., 2021).

MODELS OF CARE DELIVERY

This chapter has provided an overview of the wide-ranging needs of 
nursing home residents and the associated complexity of the care chal-
lenges faced by nursing homes in addressing those needs. Research on best 
practices related to clinical, behavioral, and psychosocial care delivery 
in nursing homes is relatively scarce, however (Andrusjak et al., 2020; 
Carpenter et al., 2020; Ersek and Jablonski, 2014; NASEM, 2021; van 
der Wolf et al., 2019). A robust evidence base on specific models of care 
delivery that could serve as the most effective approach to providing high-
quality person-centered care to all nursing home residents, while ensuring 
equitable care, has yet to be developed.

Moreover, nursing homes are often not well connected to the communi-
ties in which they are located, nor to the broader health care system (Lane 
and McGrady, 2016; Orth et al., 2019). Research that examines models of 
care that strengthen ties to the broader community and all sectors of the 
broader health care system is needed to improve these connections. Finally, 
research on care delivery needs to focus on the specific factors that affect care 
directly, such as optimal staffing, physical environment, financing and pay-
ment, technology, leadership, and organizational policy. Once research has 
successfully identified the most effective care models, that research should be 
translated into practice by launching demonstration projects, designed with 
an eye toward sustainability, to test specific models in nursing home settings.
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KEY FINDINGS AND CONCLUSIONS

• The intensity of care needs is as varied as each individual nursing 
home resident and requires a broad range of resources and staffing.

• The care plan is critical to the identification of resident’s needs, 
goals and care preferences and documenting and communicating 
these preferences with the interdisciplinary team are central to 
person-centered care.

• Despite their key role, many nursing homes are not meeting care 
plan requirements.

• Nursing homes are required by law to provide a range of services 
including, medical, nursing, mental and behavioral health, psycho-
social care, oral health, among other services, but many residents 
are not receiving adequate care.

• Despite regulatory oversight and industry reforms, the care for 
nursing home residents often falls short due to several factors 
including:

• delivery of care by inadequately trained staff,
• hierarchical structures that impede cohesive team building and 

functioning,
• inadequate staffing and high staff and leadership turnover,
• providing care that is not aligned with evidence-based best 

practices,
• need to provide care to meet the complex and evolving needs 

of residents
• the lack of health information technology support for care 

coordination,
• infrequent visits and limited involvement of medical directors 

and primary care providers, and
• regulations that incentivize care that is not aligned with the 

residents’ goals and preferences.

• The lack of culturally sensitive assessments and treatment practices 
contribute to disparities in care and unmet needs experienced by 
minority populations.

• Psychosocial needs are highly ranked in most studies of unmet 
needs among nursing home residents.

• The number of residents with mental health needs is increasing, 
and the mental health needs of many residents remain unmet.

• Further research is needed to identify effective service arrangements 
and the requisite composition of staff to provide adequate behav-
ioral health care in nursing homes.
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• Inadequate access to behavioral health services occurs in both 
lower- and higher-rated facilities. Moreover, access to such services 
is not necessarily affected by for-profit status or the size of the 
facility. Some of the most commonly cited reasons for inadequate 
access include a lack of staff education, inadequate staffing, and 
inadequate infrastructure.

• Additional research needs to be conducted on the development of 
environments that provide non-stigmatizing specialized care that 
is accepting and supportive of individuals with behavioral health 
needs, with special attention paid to the well-being of residents.

• Dementia care practice needs to focus on the individual’s condition, 
needs, and desires, based on knowing the person, recognizing and 
accepting the person’s reality, identifying and supporting opportu-
nities for meaningful engagement, building and nurturing authentic 
caring relationships, and creating and maintaining a supportive 
community for individuals, family, and staff.

• There is great variability among palliative care programs in nursing 
homes.

• There are no nationally recognized and agreed-upon standards and 
quality measures for nursing home–based palliative care services.

• Barriers to the development and viability of facility-based palliative 
care include:

• Lack of financial and human resources,
• The need for staff training,
• Additional time needed to deliver such care, and
• High turnover of staff and leadership.

• The evidence base for best practices for behavioral and psycho-
social care and palliative care delivery in nursing home settings 
is particularly weak, and little is known about the most effec-
tive components and approaches for implementing and sustaining 
facility-based services.

• Research is needed to identify specific models of high-quality nurs-
ing home care, which would then inform demonstration projects 
to test the effectiveness of care models in nursing homes.

REFERENCES

1199SEIU. 2021. 1199seiu training and employment funds: English for speakers of other 
languages. https://www.1199seiubenefits.org/esol (accessed December 27, 2021).

Abraham, S. 2011. Fall prevention conceptual framework. Health Care Manager 30(2): 
179–184.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

200 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

Achterberg, W., S. Lautenbacher, B. Husebo, A. Erdal, and K. Herr. 2019. Pain in dementia. 
Pain reports 5(1):e803-e803.

Adams-Wendling, L., U. Piamjariyakul, M. Bott, and R. L. Taunton. 2008. Strategies for 
translating the resident care plan into daily practice. Journal of Gerontological Nursing 
34(8):50–56.

Agarwal, K. 2021. Failure to thrive in older adults: Management. https://www.uptodate.com/
contents/failure-to-thrive-in-older-adults-management (accessed January 20, 2022).

Ahmed, T., and N. Haboubi. 2010. Assessment and management of nutrition in older people 
and its importance to health. Clinical Interventions in Aging 5:207–216.

Al Shamsi, H., A. G. Almutairi, S. Al Mashrafi, and T. Al Kalbani. 2020. Implications of lan-
guage barriers for healthcare: A systematic review. Oman medical journal 35(2):e122-e122.

Alexander, G. L., and R. W. Madsen. 2021. A report of information technology and health 
deficiencies in U.S. nursing homes. Journal of Patient Safety 17(6):e483–e489.

Alexander, G. L., R. W. Madsen, E. L. Miller, D. S. Wakefield, K. K. Wise, and R. L. Alexander. 
2017. The state of nursing home information technology sophistication in rural and 
nonrural U.S. markets. Journal of Rural Health 33(3):266–274.

Alexander, G. L., K. R. Powell, and C. B. Deroche. 2020a. An evaluation of telehealth expan-
sion in U.S. nursing homes. Journal of the American Medical Informatics Association 
28(2):342–348.

Alexander, G. L., C. Deroche, K. Powell, A. S. M. Mosa, L. Popejoy, and R. Koopman. 2020b. 
Forecasting content and stage in a nursing home information technology maturity instru-
ment using a Delphi method. Journal of Medical Systems 44(3):60.

Allen, R. S., G. M. Harris, L. D. Burgio, C. B. Azuero, L. A. Miller, H. J. Shin, M. K. Eichorst, 
E. L. Csikai, J. DeCoster, L. L. Dunn, E. Kvale, and P. Parmelee. 2014. Can senior 
volunteers deliver reminiscence and creative activity interventions? Results of the Legacy 
Intervention Family Enactment randomized controlled trial. Journal of Pain and Symp-
tom Management 48(4):590–601.

Alzheimer’s Association. 2009. Dementia care practice recommendations for assisted living 
residences and nursing homes. Chicago, IL: Alzheimer’s Association.

Alzheimer’s Association. 2018. Dementia care practice recommendations. https://www.alz.org/
professionals/professional-providers/dementia_care_practice_recommendations (accessed 
October 21, 2021).

Alzheimer’s Association. 2021a. 2021 Alzheimer’s disease facts and figures: Special report—Race, 
ethnicity and Alzheimer’s in America. Chicago, IL: Alzheimer’s Association.

Alzheimer’s Association. 2021b. Types of dementia. https://www.alz.org/alzheimers-dementia/
what-is-dementia/types-of-dementia (accessed November 4, 2021).

Andersson, S., K. Årestedt, O. Lindqvist, C.-J. Fürst, and M. Brännström. 2018. Factors 
associated with symptom relief in end-of-life care in residential care homes: A national 
register-based study. Journal of Pain and Symptom Management 55(5):1304–1312.

Andrusjak, W., A. Barbosa, and G. Mountain. 2020. Identifying and managing hearing 
and vision loss in older people in care homes: A scoping review of the evidence. The 
Gerontologist 60(3):e155–e168.

Araw, A. C., A. M. Araw, R. Pekmezaris, C. N. Nouryan, C. Sison, B. Tommasulo, and G. P. 
Wolf-Klein. 2014. Medical orders for life-sustaining treatment: Is it time yet? Palliative 
& Supportive Care 12(2):101–105.

Aschbrenner, K., D. C. Grabowski, S. Cai, S. J. Bartels, and V. Mor. 2011. Nursing home 
admissions and long-stay conversions among persons with and without serious mental 
illness. Journal of Aging & Social Policy 23(3):286–304.

Avila Institute of Gerontology. 2017. Palliative care: Implementation guide book. https://
static1.squarespace.com/static/59dd966ee45a7c496fd4d1be/t/5db20e165e4b5f0984
b5efd3/1571950106099/Palliative-Care-Implementation-Guide-0917-1.pdf (accessed 
August 23, 2021).

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

CARE DELIVERY 201

Bäck, I., J. Kallio, S. Perälä, and K. Mäkelä. 2012. Remote monitoring of nursing home 
residents using a humanoid robot. Journal of Telemedicine and Telecare 18(6):357–361.

Bailey, R. K., H. L. Blackmon, and F. L. Stevens. 2009. Major depressive disorder in the 
African American population: Meeting the challenges of stigma, misdiagnosis, and treat-
ment disparities. JAMA 101(11):1084–1089.

Bainbridge, K. E., and V. Ramachandran. 2014. Hearing aid use among older U.S. adults; the 
National Health and Nutrition Examination Survey, 2005–2006 and 2009–2010. Ear 
and Hearing 35(3):289–294.

Bartels, S. J., G. S. Moak, and A. R. Dums. 2002. Mental health services in nursing homes: 
Models of mental health services in nursing homes: A review of the literature. Psychiatric 
Services 53(11):1390–1396.

Basinska, K., P. Kunzler-Heule, R. A. Guerbaai, F. Zuniga, M. Simon, N. I. H. Wellens, C. 
Serdaly, and D. Nicca. 2021. Residents’ and relatives’ experiences of acute situations: A 
qualitative study to inform a care model. The Gerontologist 61(7):1041–1052.

Batchelor-Murphy, M., S. M. Kennerly, S. D. Horn, R. Barrett, N. Bergstrom, L. Boss, 
and T. L. Yap. 2019. Impact of cognition and handfeeding assistance on nutritional 
intake for nursing home residents. Journal of Nutrition in Gerontology and Geriatrics 
38(3):262–276.

Bayoumi, M. 2012. Identification of the needs of haemodialysis patients using the concept of 
Maslow’s hierarchy of needs. Journal of Renal Care 38(1):43–49.

Beck, C., K. J. Gately, S. Lubin, P. Moody, and C. Beverly. 2014. Building a state coalition for 
nursing home excellence. The Gerontologist 54(Suppl 1):S87–S97.

Becker, M., R. Andel, T. Boaz, and T. Howell. 2009. The association of individual and 
facility characteristics with psychiatric hospitalization among nursing home residents. 
International journal of geriatric psychiatry 24(3):261–268.

Behrens, L., K. Van Haitsma, J. Brush, M. Boltz, D. Volpe, and A. M. Kolanowski. 2018. 
Negotiating risky preferences in nursing homes: A case study of the Rothschild person-
centered care planning approach. Journal of Gerontological Nursing 44(8):11–17.

Bekkema, N., A. Niemeijer, B. Frederiks, and C. de Schipper. 2021. Exploring restrictive 
measures using action research: A participative observational study by nursing staff in 
nursing homes. Journal of Advanced Nursing 77(6):2785–2795.

Bender, M., K. N. Huang, and J. Raetz. 2021. Advance care planning during the covid-19 
pandemic. Journal of the American Board of Family Medicine 34(Suppl):S16-s20.

Bennett, C. 1980. Nursing home life: What it is and what it could be 1st edition. 1st ed. New 
York: Tiresias Press, Inc.

Berkowitz, R. E., R. N. Jones, R. Rieder, M. Bryan, R. Schreiber, S. Verney, and M. K. Paasche-
Orlow. 2011. Improving disposition outcomes for patients in a geriatric skilled nursing 
facility. Journal of the American Geriatrics Society 59(6):1130–1136.

Bern-Klug, M., K. W. Kramer, P. Sharr, and I. Cruz. 2010. Nursing home social services 
directors’ opinions about the number of residents they can serve. Journal of Aging and 
Social Policy 22(1):33–52.

Berridge, C., and V. Mor. 2018. Disparities in the prevalence of unmet needs and their 
consequences among black and white older adults. Journal of Aging and Health 
30(9):1427–1449.

Bhattacharya, S., and R. K. Mishra. 2015. Pressure ulcers: Current understanding and newer 
modalities of treatment. Indian journal of plastic surgery: official publication of the 
Association of Plastic Surgeons of India 48(1):4–16.

Bhattacharyya, K. K., V. Molinari, and K. Hyer. 2021. Self-reported satisfaction of older adult 
residents in nursing homes: Development of a conceptual framework. The Gerontologist.

Boscart, V., L. E. Crutchlow, L. Sheiban Taucar, K. Johnson, M. Heyer, M. Davey, A. P. 
Costa, and G. Heckman. 2020. Chronic disease management models in nursing homes: 
A scoping review. BMJ Open 10(2):e032316.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

202 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

Bowen, S. E., and S. Zimmerman. 2008. Understanding and improving psychosocial services 
in long-term care. Health Care Financing Review 30(2):1–4.

Brauner, D., R. M. Werner, T. P. Shippee, J. Cursio, H. Sharma, and R. T. Konetzka. 2018. 
Does nursing home compare reflect patient safety in nursing homes? Health Affairs 
(Project Hope) 37(11):1770–1778.

Brennan, P. L., and S. SooHoo. 2019. Effects of mental health disorders on nursing home 
residents’ nine-month pain trajectories. Pain Medicine 21(3):488–500.

Burke, R. E., and R. M. Werner. 2019. Quality measurement and nursing homes: Measuring 
what matters. BMJ Quality & Safety 28(7):520–523.

Burke, R. E., Y. Xu, and A. Z. Ritter. 2021. Outcomes of post-acute care in skilled nursing 
facilities in Medicare beneficiaries with and without a diagnosis of dementia. Journal of 
the American Geriatrics Society 69(10):2899–2907.

Burns, B. J., and C. A. Taube. 1990. Mental health services in general medical care and in 
nursing homes. In B. S. Fogel, A. Furino, and G. L. Gottlieb (eds.), Mental health policy 
for older Americans: Protecting minds at risk. Arlington, VA: American Psychiatric 
Association. Pp. 63–84.

Cai, S., S. C. Miller, and D. B. Mukamel. 2016. Racial differences in hospitalizations of dying 
Medicare–Medicaid dually eligible nursing home residents. Journal of the American 
Geriatrics Society 64(9):1798–1805.

Calkins, M., and J. Brush. 2016. Honoring individual choice in long-term residential com-
munities when it involves risk: A person-centered approach. Journal of Gerontological 
Nursing 42(8):12–17.

Canavan, M. E., M. D. Aldridge Carlson, H. L. Sipsma, and E. H. Bradley. 2013. Hospice 
for nursing home residents: Does ownership type matter? Journal of palliative medicine 
16(10):1221–1226.

Cantor, M., C. Liu, M. Wong, J. Chiang, D. Polakoff, and J. Dave. 2020. Reducing COVID-19 
deaths in nursing homes: Call to action. https://www.healthaffairs.org/do/10.1377/
hblog20200522.474405/full (accessed February 25, 2021).

CAPC (Center to Advance Palliative Care). 2008. Improving palliative care in nursing homes. 
New York: CAPC. Available at https://www.capc.org (accessed April 26, 2021).

Carlson, M. D. A., B. Lim, and D. E. Meier. 2011. Strategies and innovative models for 
delivering palliative care in nursing homes. Journal of the American Medical Directors 
Association 12(2):91–98.

Carpenter, J. G. 2020. Forced to choose: When Medicare policy disrupts end-of-life care. 
Journal of Aging and Social Policy:1–8.

Carpenter, B. D., K. Van Haitsma, K. Ruckdeschel, and M. P. Lawton. 2000. The psycho-
social preferences of older adults: A pilot examination of content and structure. The 
Gerontologist 40(3):335–348.

Carpenter, J. G., K. Lam, A. Z. Ritter, and M. Ersek. 2020. A systematic review of nursing 
home palliative care interventions: Characteristics and outcomes. Journal of the American 
Medical Directors Association 21(5):583–596.e582.

Castle, N. G., and J. Engberg. 2007. The influence of staffing characteristics on quality of care 
in nursing homes. Health Services Research 42(5):1822–1847.

Castle, N. G., and M. Lin. 2010. Top management turnover and quality in nursing homes. 
Health Care Management Review 35(2):161–174.

Castle, N. G., and R. A. Anderson. 2011. Caregiver staffing in nursing homes and their 
influence on quality of care: Using dynamic panel estimation methods. Medical Care 
49(6):545–552.

Castle, N. G., J. Engberg, and A. Men. 2007. Nursing home staff turnover: Impact on nursing 
home compare quality measures. The Gerontologist 47(5):650–661.

Chapman, D. G., and R. W. Toseland. 2007. Effectiveness of advanced illness care teams for 
nursing home residents with dementia. Social Work 52(4):321–329.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

CARE DELIVERY 203

Chen, Y.-M., and J.-Y. Ji. 2015. Effects of horticultural therapy on psychosocial health 
in older nursing home residents: A preliminary study. Journal of Nursing Research 
23(3):167–171.

Chen, J., C. D. Mullins, P. Novak, and S. B. Thomas. 2016. Personalized strategies to activate 
and empower patients in health care and reduce health disparities. Health education & 
Behavior 43(1):25–34.

Chiedi, J. M. 2018. Vulnerabilities in the Medicare hospice program affect quality care and 
program integrity: An OIG portfolio. https://oig.hhs.gov/oei/reports/oei-02-16-00570.
asp (accessed February 25, 2021).

Chien, W., and F. R. Lin. 2012. Prevalence of hearing aid use among older adults in the United 
States. Archives of Internal Medicine 172(3):292–293.

Ching-Teng, Y., Y. Ya-Ping, and C. Yu-Chia. 2019. Positive effects of art therapy on depression 
and self-esteem of older adults in nursing homes. Social Work in Health Care 58(3):324–338.

Chisholm, L., N. J. Zhang, K. Hyer, R. Pradhan, L. Unruh, and F.-C. Lin. 2018. Culture 
change in nursing homes: What is the role of nursing home resources? Inquiry 
55:46958018787043.

CMS (Centers for Medicare & Medicaid Services). 2012. Memorandum: F tag 155—Advance 
directives—Advance copy. https://www.cms.gov/medicare/provider-enrollment-and-
certification/surveycertificationgeninfo/downloads/survey-and-cert-letter-12-47.pdf 
(accessed February 25, 2021).

CMS. 2015. Nursing home data compendium. Baltimore, MD: Centers for Medicare & 
Medicaid Services.

CMS. 2017a. State operations manual appendix PP—Guidance to surveyors for long term 
care facilities. https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/
GuidanceforLawsAndRegulations/Downloads/Appendix-PP-State-Operations-Manual.
pdf (accessed March 26, 2021).

CMS. 2019a. Medicare coverage of skilled nursing facility care. https://www.medicare.gov/
Pubs/pdf/10153-Medicare-Skilled-Nursing-Facility-Care.pdf (accessed April 29, 2021).

CMS. 2019b. Jimmo settlement. https://www.cms.gov/Center/Special-Topic/Jimmo-Center 
(accessed April 26, 2021).

CMS. 2020a. Medicare benefit policy manual, chapter 9—Coverage of hospice services under 
hospital insurance. https://www.cms.gov/Regulations-and-guidance/Guidance/Manuals/
Downloads/bp102c09.pdf (accessed January 7, 2021).

CMS. 2020b. Minimum Data Set (MDS) 3.0 for nursing homes and swing bed providers. 
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/
NursingHomeQualityInits/NHQIMDS30 (accessed January 23, 2021).

CMS. 2020c. Medicare hospice benefits. https://www.medicare.gov/Pubs/pdf/02154-medicare-
hospice-benefits.pdf (accessed September 21, 2021).

CMS. 2021a. Covid-19 emergency declaration blanket waivers for health care providers 
https://www.cms.gov/files/document/covid-19-emergency-declaration-waivers.pdf 
(accessed January 12, 2022).

CMS. 2021b. MDS 3.0 frequency report. https://www.cms.gov/Research-Statistics-Data-and-
Systems/Computer-Data-and-Systems/Minimum-Data-Set-3-0-Public-Reports/Minimum-
Data-Set-3-0-Frequency-Report (accessed February 15, 2022).

CMS. 2021c. Frequently asked questions (faqs) regarding jimmo settlement agreement.  
https://www.cms.gov/Center/Special-Topic/Jimmo-Settlement/FAQs (accessed January 24, 
2022).

Cohen-Mansfield, J., M. Dakheel-Ali, M. S. Marx, K. Thein, and N. G. Regier. 2015. Which 
unmet needs contribute to behavior problems in persons with advanced dementia? 
Psychiatry Research 228(1):59–64.

Coleman, P., and N. M. Watson. 2006. Oral care provided by certified nursing assistants in 
nursing homes. Journal of the American Geriatrics Society 54(1):138–143.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

204 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

Collier, E., and C. Harrington. 2008. Staffing characteristics, turnover rates, and quality of 
resident care in nursing facilities. Research in Gerontological Nursing 1(3):157–170.

Comart, J., A. Mahler, R. Schreiber, C. Rockett, R. N. Jones, and J. N. Morris. 2013. Palliative care 
for long-term care residents: Effect on clinical outcomes. The Gerontologist 53(5):874–880.

Cooper, C., P. Rapaport, S. Robertson, L. Marston, J. Barber, M. Manela, and G. Livingston. 
2018. Relationship between speaking English as a second language and agitation in 
people with dementia living in care homes: Results from the MARQUE (managing 
agitation and raising quality of life) English national care home survey. International 
Journal of Geriatric Psychiatry 33(3):504–509.

Corbett, A., B. Husebo, M. Malcangio, A. Staniland, J. Cohen-Mansfield, D. Aarsland, and 
C. Ballard. 2012. Assessment and treatment of pain in people with dementia. Nat Rev 
Neurol 8(5):264–274.

Crick, M., R. Devey-Burry, J. Hu, D. E. Angus, and C. Backman. 2020. The role of regulation 
in the care of older people with depression living in long-term care: A systematic scoping 
review. BMC Geriatrics 20(1):273.

Crystal, S., O. F. Jarrín, M. Rosenthal, R. Hermida, and B. Angell. 2020. National Partnership 
to Improve Dementia Care in nursing homes campaign: State and facility strategies, 
impact, and antipsychotic reduction outcomes. Innovation in Aging 4(3):igaa018.

Cuevas, P. E., P. Davidson, J. Mejilla, and T. Rodney. 2021. Dignity therapy for end-of-life 
care patients: A literature review. Journal of Patient Experience 8:2374373521996951.

Curry, L. C., C. Walker, M. O. Hogstel, and M. B. Walker. 2007. A study of family councils 
in nursing homes. Geriatric Nursing 28(4):245–253.

Curtis, A., L. Gibson, M. O’Brien, and B. Roe. 2018. Systematic review of the impact of arts 
for health activities on health, wellbeing and quality of life of older people living in care 
homes. Dementia 17(6):645–669.

Cutler, L. J., and R. A. Kane. 2006. As great as all outdoors. Journal of Housing for the 
Elderly 19(3–4):29–48.

Davila, H., T. P. Shippee, Y. S. Park, D. Brauner, R. M. Werner, and R. T. Konetzka. 2021. 
Inside the black box of improving on nursing home quality measures. Medical Care 
Research and Review 78(6):758–770.

de Souto Barreto, P., J. E. Morley, W. Chodzko-Zajko, H. P. K, E. Weening-Djiksterhuis, L. 
Rodriguez-Mañas, M. Barbagallo, E. Rosendahl, A. Sinclair, F. Landi, M. Izquierdo, B. 
Vellas, and Y. Rolland. 2016. Recommendations on physical activity and exercise for 
older adults living in long-term care facilities: A taskforce report. Journal of the American 
Medical Directors Association 17(5):381–392.

Degenholtz, H., R. A. Kane, and H. Q. Kivnick. 1997. Care-related preferences and values of 
elderly community-based LTC consumers: Can case managers learn what’s important to 
clients? The Gerontologist 37(6):767–776.

Dellefield, M. E. 2006. Interdisciplinary care planning and the written care plan in nursing 
homes: A critical review. The Gerontologist 46(1):128–133.

Dellefield, M., N. Castle, K. McGilton, and K. Spilsbury. 2015. The relationship between 
registered nurses and nursing home quality: An integrative review (2008–2014). Nursing 
Economics 33(2):95–108.

Devitt, M., and B. Checkoway. 1982. Participation in nursing home resident councils: Promise 
and practice. The Gerontologist 22(1):49–53.

Doll, G. A., L. J. Cornelison, H. Rath, and M. L. Syme. 2017. Actualizing culture change: 
The promoting excellent alternatives in Kansas nursing homes (PEAK 2.0) program. 
Psychological Services 14(3):307–315.

Duan, Y., T. P. Shippee, W. Ng, O. Akosionu, M. Woodhouse, H. Chu, J. S. Ahluwalia, J. 
E. Gaugler, B. A. Virnig, and J. R. Bowblis. 2020. Unmet and unimportant preferences 
among nursing home residents: What are key resident and facility factors? Journal of the 
American Medical Directors Association 21(11):1712–1717.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

CARE DELIVERY 205

Dubeau, C. E., S. E. Simon, and J. N. Morris. 2006. The effect of urinary incontinence on 
quality of life in older nursing home residents. Journal of the American Geriatrics Society 
54(9):1325–1333.

Edelman, L. S., J. Drost, R. P. Moone, K. Owens, G. L. Towsley, G. Tucker-Roghi, and J. E. 
Morley. 2021. Editorial: Applying the age-friendly health system framework to long-term 
care settings. Journal of Nutrition, Health, and Aging 25(2):141–145.

Edemekong, P. F., D. L. Bomgaars, S. Sukumaran, and S. B. Levy. 2021. Activities of daily 
living. In Statpearls. Treasure Island, FL: StatPearls Publishing.

Ersek, M., and J. G. Carpenter. 2013. Geriatric palliative care in long-term care settings with 
a focus on nursing homes. Journal of Palliative Medicine 16(10):1180–1187.

Ersek, M., and A. Jablonski. 2014. A mixed-methods approach to investigating the adoption of 
evidence-based pain practices in nursing homes. Journal of Gerontological Nursing 40(7):52–60.

Ersek, M., and S. A. Wilson. 2003. The challenges and opportunities in providing end-of-life 
care in nursing homes. Journal of Palliative Medicine 6(1):45–57.

Ersek, M., J. Sefcik, and D. Stevenson. 2014. Palliative care in nursing homes. In A. S. Kelley 
and D. E. Meier (eds.), Meeting the needs of older adults with serious illness: Clinical, 
public health, and policy perspectives. New York: Humana Press. Pp. 73–90.

Ersek, M., K. T. Unroe, J. G. Carpenter, J. G. Cagle, C. E. Stephens, and D. G. Stevenson. 
2022. High-quality nursing home and palliative care—one and the same. Journal of the 
American Medical Directors Association 23(2):247–252.

Esteban-Burgos, A. A., M. J. Lozano-Terrón, D. Puente-Fernandez, C. Hueso-Montoro, R. 
Montoya-Juárez, and M. P. García-Caro. 2021. A new approach to the identification 
of palliative care needs and advanced chronic patients among nursing home residents. 
International Journal of Environmental Research and Public Health 18(6):3171.

Estrada, L. V., M. Agarwal, and P. W. Stone. 2021. Racial/ethnic disparities in nursing 
home end-of-life care: A systematic review. Journal of the American Medical Directors 
Association 22(2):279–290.e271.

Fashaw, S. A., K. S. Thomas, E. McCreedy, and V. Mor. 2020. Thirty-year trends in nursing 
home composition and quality since the passage of the Omnibus Reconciliation Act. 
Journal of the American Medical Directors Association 21(2):233–239.

Fashaw-Walters, S. A., E. McCreedy, J. P. W. Bynum, K. S. Thomas, and T. I. Shireman. 
2021. Disproportionate increases in schizophrenia diagnoses among black nursing home 
residents with ADRD. Journal of the American Geriatrics Society 69(12):3623–3630.

Fazio, S., D. Pace, K. Maslow, S. Zimmerman, and B. Kallmyer. 2018. Alzheimer’s Association 
dementia care practice recommendations. The Gerontologist 58(Suppl 1):S1–S9.

Ferrell, B. R., M. L. Twaddle, A. Melnick, and D. E. Meier. 2018. National consensus project 
clinical practice guidelines for quality palliative care guidelines, 4th edition. Journal of 
palliative medicine 21(12):1684–1689.

Flint, L. A., D. J. David, and A. K. Smith. 2019. Rehabbed to death. New England Journal 
of Medicine 380(5):408–409.

Forbes-Thompson, S., B. Gajewski, J. Scott-Cawiezell, and N. Dunton. 2006. An explora-
tion of nursing home organizational processes. Western Journal of Nursing Research 
28(8):935–954.

Forsgren, E., C. Skott, L. Hartelius, and C. Saldert. 2016. Communicative barriers and 
resources in nursing homes from the enrolled nurses’ perspective: A qualitative interview 
study. International Journal of Nursing Studies 54:112–121.

Frahm, K. A., L. M. Brown, and K. Hyer. 2012. Racial disparities in end-of-life planning and 
services for deceased nursing home residents. Journal of the American Medical Directors 
Association 13(9):819.e817–e811.

Frahm, K. A., L. M. Brown, and K. Hyer. 2015. Racial disparities in receipt of hospice services 
among nursing home residents. American Journal of Hospice and Palliative Medicine 
32(2):233–237.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

206 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

Freedman, V. A., and B. C. Spillman. 2014. The residential continuum from home to nursing 
home: Size, characteristics and unmet needs of older adults. Journals of Gerontology, 
Series B: Psycholocial Sciences 69(Suppl 1):S42–S50.

Freeman, I. C. 1997. Nursing home politics at the state level and implications for quality: The 
Minnesota example. Generations 21(4):44–48.

Friedrich, S. L. 2021. Behavioral telemedicine can improve geriatric mental health. https://
www.mcknights.com/marketplace/marketplace-experts/behavioral-telemedicine-can-
improve-geriatric-mental-health (accessed October 26, 2021).

Fullerton, C. A., T. G. McGuire, Z. Feng, V. Mor, and D. C. Grabowski. 2009. Trends in mental 
health admissions to nursing homes, 1999–2005. Psychiatric Services 60(7):965–971.

Gage, L. A., K. Washington, D. P. Oliver, R. Kruse, A. Lewis, and G. Demiris. 2016. Family 
members’ experience with hospice in nursing homes. The American journal of hospice 
& palliative care 33(4):354–362.

Galambos, C., J. Starr, M. J. Rantz, and G. F. Petroski. 2016. Analysis of advance directive 
documentation to support palliative care activities in nursing homes. Health & Social 
Work 41(4):228–234.

Galambos, C., M. Rantz, L. Popejoy, B. Ge, and G. Petroski. 2021. Advance directives in the 
nursing home setting: An initiative to increase completion and reduce potentially avoidable 
hospitalizations. Journal of Social Work in End-of-Life & Palliative Care 17(1):19–34.

Galik, E., B. Resnick, M. Hammersla, and J. Brightwater. 2013. Optimizing function and 
physical activity among nursing home residents with dementia: Testing the impact of 
function-focused care. The Gerontologist 54(6):930–943.

Galik, E., B. Resnick, N. Lerner, M. Hammersla, and A. L. Gruber-Baldini. 2015. Func-
tion focused care for assisted living residents with dementia. The Gerontologist 
55(Suppl_1):S13-S26.

Gaugler, J. E. 2005. Family involvement in residential long-term care: A synthesis and critical 
review. Aging & mental health 9(2):105–118.

Gaugler, J. E., F. Yu, H. W. Davila, and T. Shippee. 2014. Alzheimer’s disease and nursing 
homes. Health Affairs (Millwood) 33(4):650–657.

Gaugler, J. E., T. L. Statz, R. W. Birkeland, K. W. Louwagie, C. M. Peterson, R. Zmora, A. 
Emery, H. R. McCarron, K. Hepburn, C. J. Whitlatch, M. S. Mittelman, and D. L. Roth. 
2020. The residential care transition module: A single-blinded randomized controlled 
evaluation of a telehealth support intervention for family caregivers of persons with 
dementia living in residential long-term care. BMC Geriatrics 20(1):133.

Gaur, S., N. Pandya, G. Dumyati, D. A. Nace, K. Pandya, and R. L. P. Jump. 2020. A 
structured tool for communication and care planning in the era of the covid-19 pandemic. 
Journal of the American Medical Directors Association 21(7):943–947.

Genoe, M. R., and S. L. Dupuis. 2014. The role of leisure within the dementia context. 
Dementia 13(1):33–58.

Gilbert, A. S., S. M. Garratt, L. Kosowicz, J. Ostaszkiewicz, and B. Dow. 2021. Aged care 
residents’ perspectives on quality of care in care homes: A systematic review of qualitative 
evidence. Research on Aging 43(7–8):294–310.

Gillespie, S. M., L. J. Gleason, J. Karuza, and M. N. Shah. 2010. Health care providers’ 
opinions on communication between nursing homes and emergency departments. Journal 
of the American Medical Directors Association 11(3):204–210.

Goddard, C., P. Speck, P. Martin, and S. Hall. 2013. Dignity therapy for older people in care 
homes: A qualitative study of the views of residents and recipients of “generativity” 
documents. Journal of Advanced Nursing 69(1):122–132.

Goossens, B., A. Sevenants, A. Declercq, and C. Van Audenhove. 2020. Shared decision-
making in advance care planning for persons with dementia in nursing homes: A cross-
sectional study. BMC geriatrics 20(1):381.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

CARE DELIVERY 207

Gozalo, P. L., and S. C. Miller. 2007. Hospice enrollment and evaluation of its causal effect on 
hospitalization of dying nursing home patients. Health Services Research 42(2):587–610.

Grabowski, D. C., K. A. Aschbrenner, Z. Feng, and V. Mor. 2009. Mental illness in nursing 
homes: Variations across states. Health Affairs (Millwood) 28(3):689–700.

Grabowski, D. C., K. A. Aschbrenner, V. F. Rome, and S. J. Bartels. 2010. Quality of mental 
health care for nursing home residents: A literature review. Medical Care Research and 
Review 67(6):627–656.

Grabowski, D. C., A. Elliot, B. Leitzell, L. W. Cohen, and S. Zimmerman. 2014a. Who are the 
innovators? Nursing homes implementing culture change. The Gerontologist 54(Suppl 1): 
S65–S75.

Grabowski, D. C., A. J. O’Malley, C. C. Afendulis, D. J. Caudry, A. Elliot, and S. Zimmerman. 
2014b. Culture change and nursing home quality of care. The Gerontologist 54(Suppl 1): 
S35–S45.

Graham, J. 2019. How to find and use new federal ratings for rehab services at nursing 
homes. https://khn.org/news/how-to-find-and-use-new-federal-ratings-for-rehab-services-
at-nursing-homes (accessed April 26, 2021).

Greene, C., J. Wilson, A. Tingle, and H. Loveday. 2019. Practical solutions for optimising 
hydration in care home residents. Nursing Times 115(9):30–33.

Groom, L. L., M. M. McCarthy, A. W. Stimpfel, and A. A. Brody. 2021. Telemedicine and 
telehealth in nursing homes: An integrative review. Journal of the American Medical 
Directors Association 22(9):1784–1801.

Hado, E., and L. Friss Feinberg. 2020. Amid the Covid-19 pandemic, meaningful 
communication between family caregivers and residents of long-term care facilities is 
imperative. Journal of Aging and Social Policy 32(4–5):410–415.

Hale, A., L. M. Haverhals, C. Manheim, and C. Levy. 2018. Vet Connect: A quality 
improvement program to provide telehealth subspecialty care for veterans residing in 
VA-contracted community nursing homes. Geriatrics 3(3):57.

Hall, S., C. Goddard, P. Speck, and I. J. Higginson. 2013. “It makes me feel that I’m 
still relevant”: A qualitative study of the views of nursing home residents on dignity 
therapy and taking part in a phase II randomised controlled trial of a palliative care 
psychotherapy. Palliative Medicine 27(4):358–366.

Hanson, L. C., and M. Ersek. 2010. Meeting palliative care needs in post-acute care settings: 
“To help them live until they die.” In S. J. McPhee, M. A. Winker, M. W. Rabow, S. Z. 
Pantilat, and A. J. Markowitz (eds.), Care at the close of life: Evidence and experience. 
New York: McGraw Hill. Pp. 513–521.

Hanson, L. C., S. Sengupta, and M. Slubicki. 2005. Access to nursing home hospice: 
Perspectives of nursing home and hospice administrators. Journal of Palliative Medicine 
8(6):1207–1213.

Harrington, C., H. Carrillo, R. Garfield, and E. Squires. 2018. Nursing facilities, staffing, 
residents and facility deficiencies, 2009 through 2016. https://www.kff.org/medicaid/
report/nursing-facilities-staffing-residents-and-facility-deficiencies-2009-through-2016 
(accessed October 22, 2020).

Harris-Kojetin, L., M. Sengupta, J. P. Lendon, V. Rome, R. Valverde, and C. Caffrey. 
2019. Long-term care providers and services users in the United States, 2015–2016.  
https://www.cdc.gov/nchs/data/series/sr_03/sr03_43-508.pdf (accessed April 26, 2021).

Henskens, M., I. M. Nauta, M. C. A. van Eekeren, and E. J. A. Scherder. 2018. Effects of 
physical activity in nursing home residents with dementia: A randomized controlled trial. 
Dementia and Geriatric Cognitive Disorders 46(1–2):60–80.

Herr, M., J.-J. Arvieu, P. Aegerter, J.-M. Robine, and J. Ankri. 2014. Unmet health care needs 
of older people: Prevalence and predictors in a French cross-sectional survey. European 
Journal of Public Health 24(5):808–813.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

208 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

Hickman, S. E., and R. Critser. 2018. National standards and state variation in physician 
orders for life-sustaining treatment forms. Journal of palliative medicine 21(7):978–986.

Hickman, S. E., C. A. Nelson, A. H. Moss, S. W. Tolle, N. A. Perrin, and B. J. Hammes. 2011. 
The consistency between treatments provided to nursing facility residents and orders 
on the physician orders for life-sustaining treatment form. Journal of the American 
Geriatrics Society 59(11):2091–2099.

Hickman, S. E., B. J. Hammes, A. M. Torke, R. L. Sudore, and G. A. Sachs. 2017. The quality 
of physician orders for life-sustaining treatment decisions: A pilot study. Journal of 
Palliative Medicine 20(2):155–162.

Hickman, S. E., A. M. Torke, G. A. Sachs, R. L. Sudore, Q. Tang, G. Bakoyannis, N. H. Smith, 
A. L. Myers, and B. J. Hammes. 2020. Do life-sustaining treatment orders match patient 
and surrogate preferences? The role of POLST. Journal of General Internal Medicine 
36(2):413–421.

Hickman, S. E., K. Steinberg, J. Carney, and H. D. Lum. 2021. POLST is more than a code 
status order form: Suggestions for appropriate POLST use in long-term care. Journal of 
the American Medical Directors Association 22(8):1672–1677.

Hirst, S. P. 2002. Defining resident abuse within the culture of long-term care institutions. 
Clinical Nursing Research 11(3):267–284.

Hoben, M., H. Hu, T. Xiong, A. Kent, N. Kobagi, and M. N. Yoon. 2016. Barriers and facili-
tators in providing oral health care to nursing home residents, from the perspective of 
care aides—A systematic review protocol. Systematic Reviews 5:53.

Horn, S. D., S. A. Bender, M. L. Ferguson, R. J. Smout, N. Bergstrom, G. Taler, A. S. 
Cook, S. S. Sharkey, and A. C. Voss. 2004. The national pressure ulcer long-term care 
study: Pressure ulcer development in long-term care residents. Journal of the American 
Geriatrics Society 52(3):359–367.

Horn, S. D., P. Buerhaus, N. Bergstrom, and R. J. Smout. 2005. Rn staffing time and outcomes 
of long-stay nursing home residents: Pressure ulcers and other adverse outcomes are 
less likely as RNs spend more time on direct patient care. American Journal of Nursing 
105(11):58–70; quiz 71.

Horn, S. D., S. S. Sharkey, S. Hudak, R. J. Smout, C. C. Quinn, B. Yody, and I. Fleshner. 
2010. Beyond CMS quality measure adjustments: Identifying key resident and nursing 
home facility factors associated with quality measures. Journal of the American Medical 
Directors Association 11(7):500–505.

Hughes, C. M., K. L. Lapane, and V. Mor. 2000. Influence of facility characteristics on use of 
antipsychotic medications in nursing homes. Medical Care 38(12):1164–1173.

Hunnicutt, J. N., J. Tjia, and K. L. Lapane. 2017a. Hospice use and pain management in 
elderly nursing home residents with cancer. Journal of Pain and Symptom Management 
53(3):561–570.

Hunnicutt, J. N., C. M. Ulbricht, J. Tjia, and K. L. Lapane. 2017b. Pain and pharmacologic 
pain management in long-stay nursing home residents. Pain 158(6):1091–1099.

Huskamp, H. A., D. G. Stevenson, M. E. Chernew, and J. P. Newhouse. 2010a. A new 
Medicare end-of-life benefit for nursing home residents. Health Affairs 29(1):130–135.

Huskamp, H. A., D. G. Stevenson, D. C. Grabowski, E. Brennan, and N. L. Keating. 2010b. 
Long and short hospice stays among nursing home residents at the end of life. Journal 
of Palliative Medicine 13(8):957–964.

Hwang, D., J. M. Teno, M. Clark, R. Shield, C. Williams, D. Casarett, and C. Spence. 2014. 
Family perceptions of quality of hospice care in the nursing home. Journal of Pain and 
Symptom Management 48(6):1100–1107.

IOM (Institute of Medicine). 1986. Improving the quality of care in nursing homes. 
Washington, DC: National Academy Press.

IOM. 2001. Improving the quality of long-term care. Washington, DC: National Academy 
Press.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

CARE DELIVERY 209

IOM. 2015. Dying in America: Improving quality and honoring individual preferences near 
the end of life. Washington, DC: The National Academies Press.

Jablonski, R. A., A. M. Kolanowski, A. Azuero, V. Winstead, C. Jones-Townsend, and M. L. 
Geisinger. 2018. Randomised clinical trial: Efficacy of strategies to provide oral hygiene 
activities to nursing home residents with dementia who resist mouth care. Gerodontology 
35(4):365–375.

Jackson, J. C., M. J. Santoro, T. M. Ely, L. Boehm, A. L. Kiehl, L. S. Anderson, and E. W. Ely. 
2014. Improving patient care through the prism of psychology: Application of Maslow’s 
hierarchy to sedation, delirium, and early mobility in the intensive care unit. Journal of 
Critical Care 29(3):438–444.

Jester, D. J., K. Hyer, and J. R. Bowblis. 2020. Quality concerns in nursing homes that 
serve large proportions of residents with serious mental illness. The Gerontologist 
60(7):1312–1321.

Johnston, B., and M. Narayanasamy. 2016. Exploring psychosocial interventions for people 
with dementia that enhance personhood and relate to legacy—An integrative review. 
BMC Geriatrics 16(1):77.

Jones, A. L., A. J. Moss, and L. D. Harris-Kojetin. 2011. Use of advance directives in long-term 
care populations. NCHS Data Brief (54):1–8.

Jøranson, N., I. Pedersen, A. M. M. Rokstad, and C. Ihlebæk. 2015. Effects on symptoms 
of agitation and depression in persons with dementia participating in robot-assisted 
activity: A cluster-randomized controlled trial. Journal of the American Medical Directors 
Association 16(10):867–873.

Kalánková, D., M. Stolt, P. A. Scott, E. Papastavrou, and R. Suhonen. 2020. Unmet care needs 
of older people: A scoping review. Nursing Ethics 28(2):149–178.

Katz, P. R., K. Ryskina, D. Saliba, A. Costa, H. Y. Jung, L. M. Wagner, M. A. Unruh, B. J. 
Smith, A. Moser, J. Spetz, S. Feldman, and J. Karuza. 2021. Medical care delivery in U.S. 
nursing homes: Current and future practice. The Gerontologist 61(4):595–604.

Kemp, C. L. 2021. #MoreThanAVisitor: Families as “essential” care partners during 
COVID-19. The Gerontologist 61(2):145–151.
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Nursing homes rely on 1.2 million health care and support workers in a 
wide range of occupations to help residents achieve their goals through the 
provision of medical, nursing, and social care to both treat illness and meet 
basic human needs. Nursing home workers also attend to infection preven-
tion and control, therapeutic and recreational activities, housekeeping, and 
other needs of the residents. One challenge is that the heterogeneity and 
complexity of care needs has increased dramatically over the last 20 years, 
while average direct-care staffing has changed very little (MedPAC, 2016; 
Tyler et al., 2013). Federal guidelines dictate that facilities must “have suf-
ficient staff to assure the safety of residents and attain or maintain the high-
est feasible level of physical, mental, and psychosocial well-being of each 
resident.”1 However, adequate staffing in nursing homes has been difficult 
to achieve for multiple reasons, including a negative perception of nursing 
homes, unsupportive working conditions, and poor pay and benefits. In his 
remarks to this committee, Donald Berwick, a president emeritus and senior 
fellow at the Institute for Healthcare Improvement, said

You can’t get patient and family experience as a central point in a de-
moralized workforce or undersupported workforce. And I’m thoroughly 
convinced that the conditions of work in the American nursing home are 
unsupportable if we want improvement.

This chapter provides an overview of the nursing home workforce, in-
cluding their education and training, turnover rates, necessary competencies, 

1 CMS Requirements for Long-Term Care Facilities—Administration, 42 CFR § 483.70(e) 
(2016).

5
The Nursing Home Workforce
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challenges with recruitment and retention, and connection to quality of 
care. Chapter 4 discusses the range of services provided by different mem-
bers of the nursing home workforce.

THE OVERALL NURSING HOME WORKFORCE

The number and types of staff members of a nursing home vary de-
pending on the number of residents, the complexity of their needs, and the 
scope of services provided. While nursing homes employ many workers 
directly, they may also provide care through referrals to consultants or by 
contracting workers rather than hiring them as employees. Additionally, 
family members and volunteers provide various needed services for the care 
of nursing home residents. Given the scope of care needed, interdisciplinary 
teams involving multiple staff members with distinct skills and responsibili-
ties are critical to providing high-quality care to nursing home residents. 
While there are specific regulations for reporting nurse staffing data and 
steps to ensure the accuracy of those data, much less information is avail-
able about the wide range of other providers, and the information that is 
provided on public sites may not be accurate (OIG, 2021).

Nursing Home Employees

People employed by nursing homes represent a wide variety of occu-
pations from 19 different major groups of the North American Industry 
Classification System (NAICS) for business establishments in the United 
States (BLS, 2020a). As Figure 5-1 shows, the bulk of workers are in health 
care support occupations (41 percent) and health care practitioners and 
technical occupations (27 percent). As these data only represent individuals 
employed directly by nursing homes, they may not be fully reflective of the 
entire workforce that helps to support nursing home residents. Examples 
from each of the reported categories are presented in Table 5-1. While not 
all of these occupations will be discussed at length in this chapter, these 
examples show the breadth of the nursing home workforce.

Temporary Agency Staff and Consultants

Nursing homes may employ temporary staff to fill in during staff 
absences and shortages. These temporary staff, usually referred to as 
“contract” or “agency” staff (because they are typically obtained through 
contracts with staffing agencies), can cost the facility (because of addi-
tional agency fees) up to twice as much as a permanent employee (Hale 
and Hale, 2019; Seavey, 2004). Many nursing homes increased their use 
of agency staff to fill gaps during the COVID-19 pandemic (Peck, 2021; 
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Stulick, 2021). Contract staff accounted for about 5.8 percent of all nursing 
staff hours in the second quarter of 2021 (LTCCC, 2022).

Nursing home residents may also receive care in the nursing home 
setting from consultant health care professionals who are not employed 
directly by nursing homes. Instead, these providers bill insurers directly for 
the care they provide and do not require supervision from nursing home 
staff. Examples include care provided by podiatrists, optometrists, and 
dental professionals (CMS, 2021a; Hill, 2017; Lee et al., 2001; NHLC, 
2021). Consultant care may also be provided by transferring residents to 
health care professionals in private offices for care that cannot be provided 
within the nursing home setting.

Family Caregivers and Volunteers

Family caregivers (including both family and other care partners) and 
volunteers from the community (who are neither friends nor family mem-
bers of residents) also play an important role in the care of nursing home 
residents. Family caregivers, described as “an invisible workforce in nursing 
homes,” are an essential component of the workforce, providing care even 

FIGURE 5-1 U.S. employment in nursing homes, May 2020.
SOURCE: BLS, 2020a.
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TABLE 5-1 Occupation Classifications and Examples of Roles in U.S. 
Nursing Homes

NAICS Occupations Examples of Roles

Health Care Support  
(41 percent)

Nursing assistants; orderlies; occupational therapy, 
physical therapy, and recreational therapy assistants and 
aides; and medical assistants

Health Care Practitioners and 
Technical (27 percent)

Dietitians; occupational, physical, respiratory, recreational 
and speech-language therapists; licensed nurses (e.g., 
registered nurses, advanced practice registered nurses); 
physicians; physician assistants; pharmacists; dentists 
and dental hygienists; clinical laboratory and radiologic 
technologists and technicians; medical records specialists; 
and health information technologists

Food Preparation/Serving-
related (10 percent)

Food preparation and serving workers, cooks, cafeteria 
attendants, and dishwashers, and supervisors

Building and Grounds Cleaning 
and Maintenance (5 percent)

Housekeeping and janitorial workers, landscaping and 
groundskeeper workers, and supervisors

Office and Administrative 
Support (5 percent)

Financial clerks, information and record clerks, office 
clerks, secretaries, and receptionists

Personal Care and Service 
(3 percent)

Entertainment workers and hairdressers

Management Occupations 
(3 percent)

Chief executives, general and operations managers, 
marketing and sales managers, financial managers, 
human resources managers, food service managers, and 
medical and health services managers

Installation, Maintenance, and 
Repair (2 percent)

General maintenance and repair workers and their 
supervisors

Community and Social Service 
(2 percent)

Social workers, social and human service assistants, 
substance abuse and mental health counselors, 
community health workers, and clergy

Production Occupations 
(1 percent)

Laundry workers

Business and Financial 
Operations (1 percent)

Human resources workers, marketing and management 
analysts, and financial specialists

Transportation and Material 
Moving (0.5 percent)

Drivers, parking attendants, and stockers and order 
fillers, and supervisors

Protective Services (0.2 percent) Security guards

Sales and Related 
(<01. percent)

Sales and marketing representatives

Computer and Mathematical 
(<01. percent)

Computer network support specialists, computer user 
support specialists, and network and computer systems 
administrators

Arts, Design, Entertainment, 
Sports, and Media 
(<01. percent)

Public relations specialists and interpreters and 
translators

continued
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TABLE 5-1 Continued

NAICS Occupations Examples of Roles

Educational Instruction and 
Library (<01. percent)

Special education teachers

Life, Physical, and Social 
Science (<01. percent)

Occupational health and safety specialists and technicians

Construction and Extraction 
(<01. percent)

Carpenters and painters

SOURCE: BLS, 2020a,b.
NOTE: NAICS = North American Industry Classification System.

after their loved ones have entered the nursing home (Coe and Werner, 
2021, p.110; also see Davies and Nolan, 2006; Gaugler, 2005; Reid and 
Chappell, 2017). Indeed, care provided by family caregivers is even more 
critical today than in the past, given the nationwide shortage of direct-
care workers and high turnover (Antwi and Bowblis, 2018; Gandhi et al., 
2021). Furthermore, the COVID-19 pandemic revealed the impact of fam-
ily caregivers in several ways. Notably, policies that prohibited family and 
friends from entering nursing homes may have exacerbated staffing short-
ages because these family members and friends were not able to contribute 
to the care of their loved ones (Werner and Coe, 2021). Additionally, family 
caregivers often provided needed social connections, and COVID-related 
visitation policies contributed to social isolation and loneliness for residents 
(Abbasi, 2020a; Bethell et al., 2021; Veiga-Seijo et al., 2021).

While volunteers from the community may also assist with the care of 
nursing home residents, very limited research exists on this segment of the 
nursing home workforce, including on their training and on its impact on 
the quality of care. (See later in this chapter for more on family caregivers 
and volunteers.)

Interdisciplinary Team Care in the Nursing Home

Meeting the physical, psychosocial, mental, emotional and spiritual 
needs of persons in nursing homes requires an interdisciplinary approach. 
“Interdisciplinary team work is a complex process in which different types 
of staff work together to share expertise, knowledge, and skills to impact 
on patient care” (Nancarrow, 2013). Consistent features of successful inter-
disciplinary interventions include formal team-based care, communication, 
coordination, and leadership (Nazir et al., 2013). The 2001 Institute of 
Medicine (IOM) report Crossing the Quality Chasm identified interdis-
ciplinary teams as an essential component of high-quality care delivery 
and improved patient safety (IOM, 2001a). In long-term care settings, 
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interdisciplinary teams result in improved resident outcomes for a variety 
of reasons. For example, interdisciplinary teams are better able to adapt 
to complex systems of care through improved cooperation, collaboration, 
and communication that ensures that care is continuous and reliable (IOM, 
2003). They are also better equipped to meet residents’ needs, keep pace 
with the demands of new technology, respond to the demands of payers, 
and deliver care across settings (IOM, 2003). In addition, there is also 
evidence that an interdisciplinary approach for assessing and planning care 
is related to the psychological well-being of residents, earlier intervention 
of residents’ medical conditions, lower costs, reduced staff turnover, and 
increased staff satisfaction (IOM, 1996; Mukamel et al., 2009; Temkin-
Greener et al., 2009; Zimmerman et al., 2016).

Federal nursing home regulations refer repeatedly to the interdisciplin-
ary team in areas such as care and discharge planning, using physical and 
chemical restraints, preventing falls, treating incontinence and pressure 
injuries, managing pain, addressing behavioral health needs, accounting 
for significant change in health status, and preparing advance directives. 
Most nursing homes today have some form of interdisciplinary team in 
order to comply with the Resident Assessment Instrument/Minimum Data 
Set process and accreditation requirements2 (Dellefield, 2006; Temkin-
Greener et al., 2009). (See Box 4-3 in Chapter 4 for a description of the 
requirements for the interdisciplinary care team.) According to the Centers 
for Medicare & Medicaid Services (CMS) Resident Assessment Instrument 
manual, the interdisciplinary team, along with the resident and resident’s 
family, engages in developing a person-centered care plan that includes 
assessment, decision making, identification of outcomes, care planning, 
implementation, and evaluation of care (CMS, 2019a). In its 2016 revised 
regulations for nursing homes, CMS required that CNAs be part of the 
interdisciplinary team and involved in care planning (CMS, 2016). Some 
have argued that to meet this requirement, nursing homes need to specifi-
cally delineate CNAs’ responsibilities on the interdisciplinary team and to 
provide training in order for CNAs to participate effectively in care plan-
ning (Travers, et al. 2021). (See Chapter 4 for more on care planning and 
the role of the interdisciplinary care team.)

NURSING HOME ADMINISTRATION AND LEADERSHIP

A variety of personnel provide high-level leadership in nursing homes. 
The national median for turnover of “top level executives” at nursing 

2 The Resident Assessment Instrument collects data to guide care planning and monitoring 
for long-term care residents.
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homes is 20.46 percent (HHCS, 2020). In his testimony to this committee, 
Michael Wasserman, California Association of Long Term Care Medicine 
noted:

Effectively providing care for a complex group of individuals requires 
competencies at every level of the organizational chart. Aside from having 
an appropriate level of staffing, nursing home require properly prepared 
highly skilled leadership teams that can balance the financial, operational, 
and clinical aspects of this incredibly complex business.

Administrator

A nursing home administrator has oversight and operational responsi-
bilities, including assuring regulatory compliance, supporting the rights of 
residents, and financial accountability. The domains of practice that provide 
the framework for the national examination of nursing home administra-
tors include: (1) customer care, supports, and services; (2) human resources; 
(3) finance; (4) environment; and (5) management and leadership (NAB, 
2017). In 2020, the median salary for a nursing home administrator was 
$113,000 (HHCS, 2020).

Education and Training

Federal regulations for nursing homes require that the administrator 
of a nursing home is licensed by the state. However, state requirements 
for the licensure of nursing home administrators vary in terms of mini-
mum education requirements, training hours, examination requirements, 
and continuing education requirements (NAB, 2021). Thirty-three of the 
50 states and the District of Columbia require a minimum of a bachelor’s 
degree to be a nursing home administrator, while eight states require only 
an associate’s degree, and six states require only a high school degree (NAB, 
2021). Four states (i.e., Delaware, Indiana, New York, and Wisconsin) do 
not indicate a minimum degree requirement.

Additionally, 47 of the states and the District of Columbia specify 
continuing education requirements for nursing home administrators on 
either an annual or biennial basis (NAB, 2021). However, there is much 
variation among states regarding these requirements. Eleven states re-
quire an average of 24 to 30 hours annually, 26 states and the District of 
Columbia require an average of 20 hours annually, and nine states require 
an average of 12 to 18 hours annually. Four states (i.e., Alaska, Colorado, 
Hawaii, and New York) do not require continuing education for nursing 
home administrators.
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Characteristics, Tenure, and Turnover

Few studies provide insight on the characteristics of nursing home 
administrators, and most of the studies that are available are quite old. 
While these studies may not fully reflect the characteristics of nursing home 
administrators today, they do provide some insight.

A 2007 study conducted in just two states found the average age of 
nursing home administrators to be 54 years, with an average tenure of 
3.5 years, and with 96 percent holding a baccalaureate or higher degree 
(Castle et al., 2007). This is important since higher quality of care has 
been associated with nursing home administrators with higher levels of 
education and more experience (Castle et al., 2015; Lerner et al., 2014). 
Older studies of nursing home administrators found annual turnover rates 
of over 40 percent (Castle et al., 2007; Castle, 2001) and evidence of high 
instability of tenure within the first 3 years (Singh and Schwab, 2000); they 
also found that nursing home administrators with lower job satisfaction 
were more likely to leave within 1 year than administrators with higher job 
satisfaction. Lower job satisfaction was attributed to several factors, includ-
ing the administrators’ perceptions of high work demands and inadequate 
work skills (Castle et al., 2007). The sources of stress for nursing home 
administrators include challenges with regulations, difficulty with families, 
limited funds and resources, challenges with staffing, meeting the needs of 
residents, and corporate issues (Myers et al., 2018).

High turnover among the top management at nursing homes has been 
associated with a higher turnover of nursing assistants and licensed nurs-
ing staff (Castle, 2005), a lower quality of care (e.g., presence of pressure 
ulcers, use of psychoactive drugs, use of restraints) (Castle, 2001), and a 
number of inspection deficiencies (Geletta and Sparks, 2013). For a family 
member perspective on nursing home management, see Box 5-1.

BOX 5-1 
Family Member Perspective

“Management is removed from the trenches. They are concerned with busi-
ness and money aspect and forget the human person centered care. The staff 
once get courage will speak up for concerns of staff and residents. Sadly they are 
not listened to, are retaliated against or fired.”

— K.S.

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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Medical Director

Federal regulations mandate that all certified nursing homes have a 
medical director who is a physician licensed in the state where the facility 
is located.3 Requirements of the role include:

(1) Coordinating medical care and providing clinical guidance;
(2) Overseeing the implementation of resident care policies;
(3) Ensuring policies and procedures align with current standards of 

practice; and
(4) Identifying and addressing issues with resident care or quality of 

life (CMS, 2005).

The medical director’s role has been described to include the promo-
tion of high-quality clinical care, assistance in reviewing the quality of care, 
advising on infection prevention and control issues, promoting employee 
health and safety, and being active in facility-related education and com-
munication (AMDA, 2005). In fact, the 2020 CMS coronavirus commis-
sion report reinforced “the importance of medical director engagement in 
nursing home emergency management planning and execution” (MITRE, 
2020, p. 41). Regulations also note that the role of the medical director is 
separate and independent of that of the attending physician. While most 
medical directors are also attending physicians in the facility, they do not 
need to be (CMS, 2005). Regulations require nursing home surveyors to 
evaluate whether medical directors are licensed, serving, and collaborating 
with the facility to implement policies. Given the expansive role of medical 
director, some facilities have identified a need for an assistant or associ-
ate medical director who can be a physician, advanced practice registered 
nurse (APRN) or physician assistant (Medical Direction and Medical Care 
Workgroup, 2011).

Characteristics

Medical directors are paid for their time and expertise. Compensation 
arrangements generally allow payment for providing clinical care and re-
ferring patients; however, medical directors cannot receive direct payment 
for future referrals to the facility or other businesses of the facility (Turner, 
2015). Data on the compensation, recruitment, retention, and turnover of 
nursing home medical directors are extremely limited. CMS does not keep 
any record of the characteristics of nursing home medical directors (e.g., 
age, medical specialty, certification status, geriatric or medical director 

3 CMS Requirements for Long-Term Care Facilities—Administration, 42 CFR § 483.70 
(h) (2016).

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

230 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

training, number of patients served, time spent in the nursing homes) in its 
databases, which makes research in this area challenging.

Education, Training, and Certification

To carry out their duties, medical directors need specialized knowledge, 
including high-level knowledge about geriatric syndromes, palliative care 
principles, dementia care, nursing home regulation and structure, care 
transitions, infection prevention and control, and quality improvement. 
However, except for the requirement of a license to practice medicine in 
the state, there are no additional specific education and training require-
ments for medical directors. The American Board of Post-Acute and Long-
Term Care Medicine offers certification for medical directors in post-acute 
and long-term care medicine (ABPLM, 2022a). The board requires appli-
cants for this training to meet specific criteria, including previous clinical 
and management experience in post-acute and long-term care settings 
(ABPLM, 2022b). Applicants must also complete the Core Curriculum on 
Medical Direction in Post-Acute and Long-Term Care, a course provided 
by the Society for Post-Acute and Long-Term Care Medicine (AMDA) 
(AMDA, 2022). The course focuses on the role and responsibilities of the 
medical director; the long-term care environment; organizational dynam-
ics; communication skills, leadership skills, and team building skills; and 
resident care responsibilities (e.g., emergency care, quality management, 
family systems, and ethics) (AMDA, 2022). In 2021, California enacted a 
requirement for the certification of all medical directors in nursing homes 
(CALTCM, 2021).

In his testimony to this committee, Michael Wasserman, California 
Association of Long Term Care Medicine noted:

There are far too many medical directors who lack even basic knowledge 
of geriatric medicine concepts and who have little expertise or even inter-
est in the complex regulatory framework of nursing homes. [Additionally,] 
residents and their families have a right to know the identity of the medical 
director, who, under federal regulations, is responsible for resident care 
policies and coordination of care.

Relationship to Quality of Care

Limited evidence links medical director certification and activities to the 
quality of care in nursing homes. One 2009 study found that the 547 nursing 
homes with a certified medical director performed up to 15 percent better 
on standardized quality scores than the other 15,230 nursing homes in 
the CMS Online Survey Certification and Reporting data base (Rowland 
et al., 2009).
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Director of Nursing

The director of nursing is the nursing home’s chief nurse executive 
and is pivotal in influencing organizational and clinical outcomes (Rao 
and Evans, 2015; Siegel et al., 2010). A survey of directors of nursing in 
Florida nursing homes found that two-thirds or more held additional roles 
such as infection prevention and control (68 percent), quality manage-
ment (79.2 percent) staff education (64 percent), and risk management 
(57.3 percent) (Sherman and Touhy, 2017).

Each nursing home is required to have a full-time director of nursing 
who is a registered nurse (RN), although there are waivers to this require-
ment. Directors of nursing have an average tenure of 6.8 years in their 
current position and 16.2 years of experience in long-term care, although 
42 percent of directors of nursing have been in their current position less 
than 1 year (Lerner et al., 2014). A 2005 survey found a 36 percent annual 
turnover rate for directors of nursing (Castle, 2005). The average reported 
salary for directors of nursing is $92,756 with variation based on size and 
geographic location of the facility and the experience and education of the 
director of nursing (AADNS, 2019). Directors of nursing in for-profit nurs-
ing homes earn about $10,000 more annually than directors of nursing in 
non-profit facilities (HHCS, 2020).

In many nursing homes, the director of nursing may be one of a few 
RNs or even the only RN. Therefore, in addition to his or her administra-
tive responsibilities the director of nursing is often called upon to address 
the clinical needs of residents. Two-thirds of directors of nursing report they 
are often needed to provide direct care to residents (“pulled to the floor”), 
and 42 percent report this occurring daily or weekly (AADNS, 2019).

Competencies

The director of nursing needs to have knowledge and competencies in 
geriatric nursing as well as in administrative areas such as human resource 
management, staffing, budgeting and cost management, compliance and 
regulatory standards, and quality improvement. The director of nursing 
also needs effective leadership and supervision skills. Directors of nursing 
report spending half of their time in four areas: (1) management meetings, 
(2) addressing incidents and accidents, (3) staff scheduling, and (4) medi-
cation management (AADNS, 2019). Staffing and staff turnover are most 
consistently noted by directors of nursing as the greatest challenge and as 
taking most of their time (AADNS, 2019; Sherman and Touhy, 2017; Siegel 
et al., 2010).

The American Association of Directors of Nursing Services provides 
certification for directors of nursing based on seven competency do-
mains, and the American Organization of Nursing Leaders has identified 
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five competency areas for the post-acute care nurse executive (See Table 5-2). 
More broadly, the American Nurses Association outlines the competencies 
needed by nurses holding administrative positions in any health care orga-
nization (ANA, 2016).

Education and Training

The majority of directors of nursing have an associate degree or di-
ploma in nursing (Holle et al., 2019; Olson and Zwygart-Stauffacher, 
2008; Sherman and Touhy, 2017; Trinkoff et al., 2015). However, associate 
degree nursing programs provide no educational preparation to function 
in an administrative nursing role and limited training in geriatric nursing. 
Several reports on competencies for directors of nursing have recommended 
a requirement for a bachelor’s degree in nursing, with a preference for a 
master’s degree (ANA, 2016; Lodge, 1985). At least one analysis suggests 
that they should have a master’s degree in nursing administration (Siegel 
et al. 2010), and 22 experts in gerontological nursing joined to recom-
mend that all directors of nursing attain certification in core geriatric nurs-
ing and leadership competencies (Kolanowski et al., 2021). Fewer than 
half of directors of nursing (42.5 percent) hold any national certification 
(Trinkoff et al., 2015).

While effective leadership from a director of nursing has been associated 
with high-quality care (Castle and Decker, 2011; McKinney et al., 2016), 
no federal or state requirements specify minimum education requirements, 
continuing education requirements, or additional training requirements for 
directors of nursing. Previous IOM reports on nursing home quality pointed 
to the lack of educational preparation for directors of nursing to serve as 
the top-level nurse leader and administrator of the organization in the con-
text of the complexity of the environment and role (IOM, 1996, 2001b); 

TABLE 5-2 Director of Nursing Competencies

AADNS Director of Nursing Competencies AONL Director of Nursing Competencies

Leadership Communication and relationship building

Management and supervision Knowledge of the health care environment

Organizational oversight and management Leadership

Business acumen Professionalism

Quality improvement Business skills

Regulatory compliance

Professional development

SOURCES: AADNS, 2021; AONE/AONL, 2015.
NOTE: AADNS = American Association of Directors of Nursing Services; AONL5American Organization 
for Nursing Leadership.
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concern persists about the lack of administrative and leadership preparation 
of directors of nursing and its impact on the quality of care (Harvath et al., 
2008; Olson and Zwygart-Stauffacher, 2008; Siegel et al., 2010).

Nursing home member organizations, universities, and director-of-
nursing organizations have developed continuing education and certifica-
tion programs to compensate for the lack of preparation that directors of 
nursing have for the role (LeadingAge Minnesota, 2021; Vogelsmeier et al., 
2010). For example, AADNS and the National Association of Directors of 
Nursing in Long-Term Care offer the opportunity to attain national certi-
fication as a director of nursing (AAPACN, 2021).4

Director of Social Services

The director of social services oversees all social service programs and 
supervises social workers and social service designees within the facility. 
Occasionally the director of social services assists with the implementa-
tion of some resident activities, such as the resident council, and assists 
in the facilitation of admissions tasks. Other leadership positions related 
to social care focus on activities and the spiritual health of residents, and 
may include a director of health and wellness, fitness coordinator, activities 
director/coordinator, and director of pastoral services/spiritual director.

In 2003 the National Association of Social Workers (NASW) developed 
a consensus statement for professional standards for social work directors 
in long-term care settings, stating:

It is preferable that the social work director be a graduate of a master’s 
degree program from an accredited school of program of social work, have 
a minimum of 2 years postgraduate experience in long-term care or related 
programs, and meet equivalent state requirements for social work practice 
or, in jurisdictions not having such legal regulation, is a member of the 
Academy of Certified Social Workers. (NASW, 2003, p. 8)

One recent analysis found that while most nursing homes employ social 
services staff, only 37 percent of nursing homes have a degreed and licensed 
social worker at the helm of social services, and 42 percent of social services 
directors do not have a degree in social work (Bern-Klug et al., 2021a). (See 
later in this chapter for more on the federal requirements of social workers 
in nursing homes.) Larger not-for-profit nursing homes and nursing homes 
that are not part of a chain are the most likely to hire a degreed and licensed 
social worker as a social services director. In 2020, the median salary for 
a director of social services was $55,188 (HHCS, 2020). Evidence on the 

4 For more information on the certification exam, see: https://www.nadona.org/product/
cert-director-of-nursing-cdon (accessed November 3, 2021).
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characteristics, education and training, job satisfaction, and turnover of 
social services directors is limited or non-existent. The few studies that exist 
are dated and examine very narrow topics (Bell et al., 2010; Bern-Klug and 
Sabri, 2012; Liu and Bern-Klug, 2013). See the discussion of psychosocial 
care providers later in this chapter for more about social work staff in 
nursing homes.

PRIMARY CARE PROVIDERS

Primary care providers actively authorize and supervise the care of 
residents and review the resident’s total program of care (e.g., medications, 
treatments) and status (e.g., current condition; progress; and problems 
maintaining physical, mental and psychosocial well-being). Regulations 
mandate that all nursing home residents must have 24-hour access to health 
care provided by a physician or other qualified practitioner such as APRNs 
(e.g., nurse practitioner, clinical nurse specialist) and physician assistants. 
State laws and regulations govern care provided by clinicians other than 
physicians in terms of physician supervision or collaboration.

Federal nursing home regulations require an initial visit by a physician 
within the first 30 days of a nursing home resident’s admission, although 
other required visits may alternate between a physician and other qualified 
practitioners.5 For initial visits at nursing homes that are not specifically 
designated as skilled nursing facilities, clinicians not employed by the facil-
ity may do the initial visit and documentation.6 Primary care providers are 
also responsible for writing and signing progress notes for each medical 
care visit and signing and dating all medical orders. The American Medi-
cal Directors Association outlines the comprehensive role of the attending 
primary care provider in the nursing home (AMDA, 2003).

Only limited and dated evidence exists regarding primary care providers 
for nursing home residents, particularly for physicians and physician assis-
tants. A national survey of medical directors in nursing homes found that 
the majority were also the practicing physician in the nursing home and of-
ten served as medical directors in two nursing homes (Levy et al., 2007). The 
survey found that “nearly 80 percent of medical directors served as attend-
ing physicians and, on average, were the attending physician to 44 percent 
of the patients in their facilities” (p. 562). Only 12.5 percent of physicians 
who bill Medicare have claims for nursing home visits (Jung et al., 2021). 
(Barriers to attracting physicians to nursing home care includes the minimal 

5 CMS Requirements for Long-Term Care Facilities—Physician Services, 42 CFR § 483.30 
(c)(1) (2016).

6 CMS Requirements for Long-Term Care Facilities—Physician Services, 42 CFR § 483.30 
(c) (2016).
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geriatrics training that most physicians receive in medical school, low reim-
bursement, non-reimbursable activities associated with providing medical 
care in nursing homes, burden of regulations on the physician’s practice and 
time, and malpractice risk (Levy et al., 2007; Kane, 1993).

At least one recent analysis concluded that research is needed on the 
practice quality of medical providers and the impact of provider quality on 
resident outcomes as well as concluding that practice-based quality mea-
sures are needed (Katz et al., 2021). Recently, investigators identified a set 
of quality indicators for the practice of post-acute and long-term care by 
primary care providers (Mays et al., 2018).

Skilled Nursing Facility Specialists

Care models with physicians, APRNs, and physician assistants serv-
ing as skilled nursing facility specialists (SNFists) are increasing. SNFists 
(akin to hospitalists) are full-time providers to nursing home residents 
(Teno et al., 2018). For example, one study reported that between 2007 and 
2014 the proportion of billing by SNFists increased from 22 percent to 31.5 
percent (Teno et al., 2017). From 2012 to 2015 the mean number of nurs-
ing home specialists increased by nearly 34 percent, particularly for practi-
tioners other than physicians (Ryskina et al., 2017). While the numbers of 
SNFists are growing, particularly among APRNs, there is extreme variation; 
many nursing homes have almost no full-time primary care providers while 
in others, almost all residents have a full-time provider (Goodwin et al., 
2021). While most SNFists who are physicians have training in primary 
care (e.g., internal medicine, family medicine), only 6.5 percent specialized 
in geriatrics (Jung, 2021).

One study found that nursing home residents receiving care from 
SNFists have lower avoidable hospitalizations, are more likely to be dis-
charged to the community, and have more provider visits (Katz et al., 2021). 
However, another study suggested that nursing home residents may experi-
ence a small increased benefit when they are cared for by the same physi-
cians and advanced practice clinicians in both the hospital and nursing 
home (White et al., 2020a).

The nursing home specialist model often involves a collaborative prac-
tice between physicians and APRNs. An AMDA ad hoc workgroup with 
representation from the Gerontological Advanced Practice Nurses Associa-
tion provides an in-depth description of collaborative practice between a 
medical doctor and an APRN and outlines the core medical competencies, 
roles, and responsibilities of the APRN in long-term care (AMDA, 2011). 
In an older national survey, 63 percent of medical directors reported APRN 
involvement in care of nursing home residents—with two APRNs per re-
sponding facility, on average (Rosenfeld et al., 2004). These APRNs were 
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most frequently part of a physician group practice (60 percent) or part of 
an organization practice (38 percent). Only 19 percent of APRNs were 
employed directly by nursing homes (Rosenfeld et al., 2004). The propor-
tion of nursing homes employing APRN and physician assistant providers 
increased from 20.4 percent in 2000 to 35.0 percent in 2010, (up from less 
than 10 percent in the early 1990s), although there was significant vari-
ability across states (Intrator et al., 2005, 2015).

Physician Assistants

Limited and dated evidence suggest that care provided by physician 
assistants can improve the quality of care for nursing home residents as 
well as provide cost savings (Ackermann and Kemle, 1998). Many studies 
of the nursing home workforce consider physician assistants and APRNs 
together and do not distinguish the specific impact of the physician assistant 
(Caprio, 2006; Gupta et al., 2014). A 2017 report suggested that physician 
assistants may represent an underused segment of the workforce available 
to support nursing home residents (Himmerick et al., 2017).

Advanced Practice Registered Nurses

The APRN role in providing care in nursing homes emerged in the early 
1980s and grew in popularity after the 1986 IOM report Improving the 
Quality of Care in Nursing Homes (IOM, 1986). A 2008 review identi-
fied the roles APRNs were playing, including as primary-care (and acute-
care) providers for both long-stay and post-acute residents; educators of 
residents, family, and staff; and consultants on improving system-wide and 
facility-wide care resident care issues (Bakerjian, 2008). Medical directors 
have previously reported high effectiveness of and high satisfaction with 
nurse practitioners (Rosenfeld et al., 2004). Family and resident satisfaction 
has been also associated positively with APRN-provided care in nursing 
homes (Bakerjian, 2008; Liu et al., 2011; Mileski et al., 2020), and APRNs 
are effective at building relationships with families and residents for more 
informed care decision making (Mileski et al., 2020).

Numerous reviews have identified key outcomes resulting from APRN-
provided care in nursing homes, including improved management of 
chronic illnesses, improved functional and health status, improved quality 
of life, reduced or equivalent mortality and hospital admissions, improved 
self-care, reduced emergency department use and transfers, lower costs, 
increased time spent with residents, and increased resident, family, and staff 
satisfaction (Bakerjian, 2008; Christian and Baker, 2009; Donald et al., 
2013; Liu et al., 2011; Mileski et al., 2020; Morilla-Herrera et al., 2016; 
Popejoy et al., 2017; Rantz et al., 2017; Xing et al., 2013).
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Strategies to decrease hospitalizations have included APRN-led ad-
vanced care planning, medication reconciliation interventions, and em-
ploying APRNs full time at nursing homes (Mileski et al., 2020; Popejoy 
et al., 2017). However, one literature review identified the most frequently 
mentioned barrier for increasing the role of APRNs in nursing homes 
as a restricted scope of practice due to Medicare regulations and state 
regulatory constraints (Mileski et al., 2020). Nursing homes are unable 
to employ APRNs to bill Medicare for direct-care services (Popejoy et al., 
2019; Rantz et al., 2017). In 2011, the IOM report The Future of Nursing 
recommended that the U.S. Congress “expand the Medicare program to 
include coverage of [APRN] services that are within the scope of practice 
under applicable state law, just as physician services are now covered” 
(IOM, 2011, p. 9). The report further recommended that the Medicare 
program be amended to authorize APRNs to perform assessments for ad-
mission to nursing homes.

A core component of the Missouri Quality Initiative demonstration 
project to reduce avoidable hospitalizations of nursing homes residents is 
the use of APRNs working full time in a nursing home with an interdisci-
plinary team (Rantz et al., 2017, 2018a). The APRNs focus primarily on 
the geriatric clinical management of the residents and work with the staff 
to embed changes in their daily care delivery in areas such as hydration, 
fall prevention and management, and continence management. This model 
successfully reduced all-cause hospitalizations, avoidable hospitalizations, 
all-cause emergency department visits, reduction in avoidable emergency 
department visits, antipsychotic medication reduction, and an improve-
ment in composite quality measure scores (Flesner et al., 2019; Rantz 
et al., 2018a,b; RTI International, 2017; Vogelsmeier et al., 2018, 2020). 
Additionally, significant cost savings were realized, including a reduction in 
total Medicare expenditures (Rantz et al., 2018b). (See Chapter 3 for more 
on the Missouri Quality Initiative.)

LICENSED NURSES

Two types of licensed nurses work in nursing homes: licensed practi-
cal/vocational nurses (LPNs/LVNs) and RNs. An LPN/LVN has completed 
training through a technical education program and then taken a national 
licensing examination. Each respective state board of nursing determines 
the LPN/LVN scope of practice, and in all cases these nurses work under the 
supervision of an RN. Several types of education programs prepare an in-
dividual to take the national examination for licensure as an RN, including 
associate degree programs, hospital-based diploma programs, baccalaureate 
programs (bachelor of science in nursing), or post-baccalaureate programs 
(master of science in nursing).
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Nursing homes and extended care settings in the United States employ 
4.4 percent of the country’s RNs, compared with 27.5 percent of the coun-
try’s LPN/LVNs (down from 31.7 percent in 2017) (NCSBN, 2017; Smiley 
et al., 2021). On average, RNs make up 12 percent of the licensed nurses 
in nursing homes, whereas in hospitals the majority of, if not all, licensed 
nurses are RNs (Denny-Brown et al., 2020; Harris-Kojetin et al., 2019). 
While 64 percent of RNs in the United States have a bachelor’s or master’s 
degree in nursing (HRSA, 2019), the percentage of nurses with a bachelor’s 
degree or higher working in nursing homes is unknown. In 2020, staff 
RNs at the median earned $31.00 per hour while LPNs earned $23.64 per 
hour (HHCS, 2020).

Roles and Responsibilities

Traditionally, nursing homes have focused on the roles of licensed 
nurses in general (e.g., medication administration, treatments, carrying out 
physician orders) and have failed to differentiate the responsibilities of RNs 
and LPN/LVNs. Consequently, RNs and LPN/LVNs have been used inter-
changeably in nursing homes at the expense of the residents’ unmet pro-
fessional nursing needs (Mueller et al., 2018), and LPN/LVNs often work 
outside their scope of practice (Corazzini et al., 2015; Mueller et al., 2012). 
For example, in a survey of LPN/LVNs in two states, LPN/LVNs were ac-
tively engaged in nursing assessments and developing and evaluating care 
plans; the unavailability of RNs was reported as the most common reason 
that LPN/LVNs found themselves engaged in activities that were outside 
their scope of practice (Mueller et al., 2012). Corazzini and colleagues 
(2013) examined how RNs and LPN/LVNs in nursing homes enacted core 
components of their scopes of practice (i.e., assessment, care planning, 
delegation and supervision). Three factors influenced the effectiveness of 
the collaboration between RNs and LPN/LVNs and their ability to func-
tion within their scopes of practice: (1) quality of connections; (2) degree 
of interchangeability between RNs and LPN/LVNs; and (3) staffing ratios.

RNs also fill other roles in nursing homes aside from direct clinical 
care. Federal regulations require that an RN conducts or coordinates re-
quired assessments using the Resident Assessment Instrument with the ap-
propriate participation of other health professionals.7 Additional roles that 
RNs may have in nursing homes include quality improvement, infection 
prevention and control, staff development, management, and supervision. 
LPN/LVNs may fulfill those roles in some nursing homes.

7 CMS Requirements for Long-Term Care Facilities—Resident Assessment, 42 CFR § 483.20 
(b)(1)(xviii), (g), and (h) (2016).
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Education and Training

RNs are accountable for a wide range of resident care needs, including 
assessment, diagnosis, outcomes identification, planning, implementation, 
and evaluation (ANA, 2015). Furthermore, an RN is prepared to provide 
ongoing assessment of the residents’ clinical condition and to use critical 
thinking approaches to prevent or mitigate negative outcomes such as 
infections, exacerbation of chronic conditions, adverse medication events, 
pressure injuries, falls that can lead to hospitalizations, emergency admis-
sions, and even death (Clarke and Donaldson, 2008; Horn et al., 2005; 
Mileski et al., 2020).

From 2007 to 2010, the Geriatric Nursing Education Consortium 
carried out a national effort to provide faculty in schools of nursing with 
“the necessary skills, knowledge, and competency to implement sustainable 
curricular innovations in care of older adults” (Gray-Miceli et al., 2014, 
p. 447). Faculty from over 400 baccalaureate nursing programs participated 
in this program and subsequently incorporated geriatric content into their 
curricula. However, no long-term data demonstrate whether geriatric nurs-
ing content and clinical experiences have been sustained in nursing curri-
cula. Without faculty who have expertise in geriatric nursing, the focus on 
the nursing care of older adults is at high risk of being minimized in nursing 
curricula. The 2008 IOM report Retooling for an Aging America: Build-
ing the Health Care Workforce called for requiring health care workers to 
demonstrate competencies in basic geriatric care in order to receive and 
maintain their licenses and certifications and recommended that all health 
professional schools and health care training programs expand coursework 
and training in the treatment of older adults (IOM, 2008). The 2020 CMS 
coronavirus commission also called for training of RNs, LPNs, and CNAs 
in long-term care settings (MITRE, 2020).

The annual mean turnover rate of RNs in nursing homes is estimated 
at 140.7 percent, with the median rate being 102.9 percent (Gandhi et al., 
2021). Recruiting and retaining RNs in nursing homes is challenging be-
cause nursing homes generally offer nurses lower wages than they would 
earn in other health care settings; the annual mean wage for RNs in nurs-
ing homes ($72,090) is approximately $10,000 (roughly 12 percent) less 
than RNs employed in acute-care hospitals ($81,680) and approximately 
$17,000 (nearly 20 percent) less than RNs employed in outpatient care set-
tings ($89,300), for example (BLS, 2020c). Furthermore, the nursing home 
environment is often not conducive to supporting the professional practice 
and development of RNs. Supportive environments include the implemen-
tation of evidence-based practices; shared decision-making regarding resi-
dent care, staffing, and work environment; involvement and leadership in 
quality improvement initiatives; and support for professional development 
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(Lyons et al., 2008; Rondeau and Wagar, 2006). Supportive work environ-
ments for RNs in nursing homes lead to better resident outcomes, lower 
nurse burnout, and higher nurse satisfaction (White et al., 2020b).

NURSE STAFFING, REGULATION, AND QUALITY OF CARE

Increasing RN staffing and overall nurse staffing has been a consis-
tent recommendation for improving the quality of care in nursing homes 
(Harrington et al., 2016, 2020). While inadequate staffing is a widespread 
concern, it is also cited relatively infrequently by surveyors (CMA, 2014; 
Harrington et al., 2008, 2020). The following sections give an overview of 
the evidence base for the relationship between nurse staffing and the quality 
of care for nursing home residents, the regulations for nurse staffing levels, 
the success (or failure) of meeting these standards, and other challenges.

Quality of Care

Decades of evidence support the association between inadequate nurse 
staffing and poor quality of care in nursing homes, particularly in the case 
of RNs (Aiken, 1981; Eagle, 1968; Harrington et al., 2021; IOM, 1996; 
Spilsbury et al., 2011; Wells, 2004). Five systematic literature reviews con-
ducted between 2006 and 2015 examined the relationship between nurse 
staffing and quality of care in nursing homes (Backhaus et al., 2014; Bostick 
at al., 2006; Castle, 2008; Dellefield et al., 2015; Spilsbury et al., 2011). 
Four of the reviews concluded that there were positive and significant 
relationships between nurse staffing and quality, while one review found 
the relationship to be inconsistent. The results were mixed in regard to the 
relationship between quality and LPN/LVN staffing or nursing assistant 
staffing. (See later in this chapter for more on CNAs). The reviews consis-
tently noted study limitations and called for better staffing data sources, 
longitudinal study designs, accounting for case-mix, and strengthening 
ways to measure quality. For example, most studies relied on self-reported 
staffing data collected at the time of a nursing home’s state survey (Castle, 
2008; Dellefield et al., 2015; Spilsbury et al., 2011).

Studies of nurse staffing typically examine nurse staffing levels as deter-
mined by the number of nursing hours per resident; a higher staffing level 
indicates that there are more nursing hours per resident day (discussed in 
the next section on regulations). Individual studies have demonstrated asso-
ciations between higher nursing assistant staffing levels and fewer numbers 
of deficiencies found in inspections (Harrington, 2000; Hyer et al., 2011; 
Lerner, 2013) and between higher RN staffing levels and the number and 
severity of deficiencies (Lerner, 2013). Higher RN staffing levels have also 
been associated with lower rates of rehospitalizations, hospitalizations, 
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and emergency department use (Min and Hong, 2019; Spector et al., 2013; 
Yang et al., 2021a).

However, fully understanding the relationship between nurse staffing 
and quality of care requires more than an examination of the numbers of 
staff or hours per resident day. Rather, the connection between staffing 
and quality likely also depends on the skills of the staff, the complexity of 
resident care needs, and the organizational context of care delivery (e.g., 
allocation of work assignments, supervision, teamwork, use of care-related 
technologies, physical layout of the nursing home) (Arling and Mueller, 
2014; Arling et al., 2007). That is to say that some well-run facilities may 
be able to achieve high quality with fewer staff as compared to facilities in 
which care delivery is poorly organized.

Regulations for Nurse Staffing

In 2001, CMS conducted a large-scale study to identify appropriate 
nurse staffing ratios in nursing homes (Feuerberg, 2001; Harrington et al., 
2020). The resulting report concluded that a “range of serious problems 
including malnutrition, dehydration, pressure sores, abuse and neglect . . . 
have pointed to nurse staffing as a potential root cause” (Feuerberg, 2001, 
p. 1). In addition to the numbers of staff in nursing homes being insuffi-
cient to meet the needs of residents, the CMS report identified several other 
staffing-related issues that contributed to poor quality in nursing homes, 
including high staff turnover and low retention, inadequate expenditures on 
nurse staffing, needs related to staff training/competencies, and ineffective 
or inadequate management and supervision (Feuerberg, 2001). The report 
also identified staffing thresholds below which residents were at risk for 
serious quality-of-care issues (Table 5-3).

Since 2016, CMS has required nursing homes to electronically submit 
direct-care staffing data on a daily basis through their Payroll-Based Journal 
(CMS, 2021b). However, the 2001 proposed CMS minimum staffing stan-
dards have not been addressed in any subsequent regulatory rules, so that 

TABLE 5-3 Proposed Minimum Nurse Staffing Standards for U.S. 
Nursing Homes in 2001

Short-stay Long-stay

RN Hours Per Resident Day .55 .75

LPN/LVN Hours Per Resident Day 1.15 1.3

Nursing Assistant Hours Per Resident Day 2.4 2.8

Total Nursing Hours Per Resident Day 4.1 4.1

SOURCE: Feuerberg, 2001.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

242 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

there is no minimum federal standard for RN hours per resident day and 
great variation in state standards (Harrington et al., 2016). Instead, current 
regulations include a vague nurse staffing requirement that nursing homes 
must provide “sufficient nursing staff to attain or maintain the highest 
practicable . . . well-being of each resident.”8 (See later in this chapter for 
more on CNA staffing levels.) In the second quarter of 2021, the average 
number of staff hours per resident day was 0.66 for RNs (excluding adminis-
trative RNs and directors of nursing), 0.82 for LPNs (excluding administra-
tive LPNs), 2.04 for CNAs, and 3.75 for total nursing hours—well below the 
recommended thresholds for most nursing home residents (LTCCC, 2022).

The 1996 IOM report Nursing Staff in Hospitals and Nursing Homes 
further recommended a requirement for 24-hour RN coverage in nursing 
homes by the year 2000 (IOM, 1996). The recommendation was endorsed 
by a subsequent IOM study in 2001, and then recommended again in the 
2004 IOM report Keeping Patients Safe (IOM, 2001b, 2004). Yet today 
the requirement is a 24-hour daily presence of licensed nurse coverage (i.e., 
RN or LPN/LVN) with an RN fulfilling at least 8 of those hours.9 The 2020 
CMS coronavirus commission noted the importance of 24-hour daily pres-
ence of RNs for nursing homes with positive COVID-19 cases (MITRE, 
2020). The Build Back Better Act, introduced in 2021, called for 24-hour 
daily presence of RNs in all nursing homes and for the U.S. Department of 
Health and Human Services to study what minimum nursing staff require-
ments would best help meet resident needs.10

An analysis of 2019 data by the U.S. Government Accountability Of-
fice (GAO) found that while virtually all nursing homes met the federal 
requirement of the 8-hour presence of an RN, only about one-quarter of 
nursing homes met the proposed staffing minimums for RN and total nurse 
staffing (see Table 5-3) (GAO, 2021). The GAO recommended that CMS 
should report on nursing homes’ minimum staffing standards below which 
residents are at increased risk of quality problems (such as those proposed 
in 2001) on Care Compare.

States may also have specific nurse staffing standards for nursing homes 
(Harrington, 2010). For example, in June 2021, New York State passed a 
law requiring minimum clinical staffing levels in nursing homes (Brown, 
2021). These standards include 3.5 hours per day of clinical staffing, of 
which at least 2.2 hours are provided by a CNA or nurse aide and at least 
1.1 hours are provided by a licensed nurse. States that regulate the level of 
nursing home staff have higher levels of nurse staffing (Mueller et al., 2006; 

8 CMS Requirements for Long-Term Care Facilities—Nursing Services, 42 CFR § 483.35 
(2016).

9 Ibid.
10 Build Back Better Act, HR 5376, 117th Cong., 1st sess., Congressional Record 167, 

no. 200, daily ed. (November 17, 2021).
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Paek et al., 2016), with one study finding that nursing homes that meet 
their state’s nurse staffing standards had fewer total deficiencies and fewer 
quality-of-care deficiencies than nursing homes that did not meet the staff-
ing standards (Kim et al., 2009). However, in 2021, the Consumer Voice 
noted that “twenty years after the CMS study found that at least 4.1 [hours 
per resident day] of direct care nursing staff time are needed just to prevent 
poor outcomes, state staffing requirements, with a few exceptions, are no-
where near that recommended level (Consumer Voice, 2021). For family 
member perspectives on staffing standards and understaffing, see Box 5-2.

BOX 5-2 
Family Member Perspectives

“State and federal governments need to enact minimum staffing requirement. 
It is ridiculous how little staff they have at my husband’s facility. Sometimes one 
aide is responsible for 30+ patients. My husband is a Type 1 diabetic, is blind, and 
can’t walk. There’s been several instances of his blood sugar going low, and when 
he calls for help it can take an hour or more for someone to respond. I have to pro-
vide him food to eat when he goes low because I can’t rely on staff to help him. As 
his mental acuity diminishes, I fear that it could become a life-or-death situation.”

— K.R.
“Insufficient staffing!!!! For forty residents there is usually one nurse and 3 

or 4 (sometimes 5) aides. It’s hard enough when things are running fairly smooth 
but when there is an emergency, everything falls apart and residents suffer be-
cause of it.”

— 87 year old wife of an 89 year old resident
“There are so many types of facilities I have been in and no matter what, 

staffing is what makes or breaks it. Over the years, it has been clear the staffing 
ratio is outdated for higher levels of care for living in any long term care setting. 
Concerns with staffing ratios not allowing staff time to take with residents needed, 
staff overworked, stressed and shows in they how care/don’t care for dependent 
residents. Sure on paper, numbers look good, but, real-life scenarios are not 
taken into account.”

— K.S.
“Unfortunately, my family member and I swam in a sea of nightmares most 

of the time because of severe understaffing that affected multiple departments 
(e.g., nursing, food service, occupational therapy, physical therapy, recreational 
therapy). My family member’s speech therapist acknowledged the problem of 
understaffing and uneven feeding skills; the therapist told me they could not 
complain, for fear of losing their job.”

— M.K.
These quotes were collected from the committee’s online call for resident, 

family, and nursing home staff perspectives.
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Additionally, staffing level patterns show a drop in nurse staffing (i.e., 
RNs, LPN/LVNs, and nurse aides) during the weekends (Harrington et al., 
2020; GAO, 2021). The GAO found that RN staffing hours decrease by 
around 40 percent on the weekends (see Figure 5-2) (GAO, 2021). GAO 
noted that this was an important detail for the informed decision making 
of consumers and recommended that CMS report weekend RN and total 
nursing staffing levels on Care Compare. Data collected by CMS are help-
ful to the state survey process. For example, CMS shares weekend staffing 
data with state survey agencies so that they may target weekend inspections 
to nursing homes that report lower weekend staffing levels (OIG, 2021). 
The Office of the Inspector General recommended that CMS report more 
types of staffing data to state survey agencies, such as nursing homes with 
frequent reports of lower staffing levels (including specific dates) and nurs-
ing homes at risk of having insufficient staffing (OIG, 2021).

Current staffing requirements are not adjusted by resident case-mix 
(CMS, 2016, 2019b). A large proportion of nursing homes have staffing 
levels below CMS’s case-mix adjusted expected staffing levels (GAO, 2021; 
Geng et al., 2019). For RNs, including both the directors of nursing and 

FIGURE 5-2 Average adjusted nursing home staffing by nurse type and day of week.
SOURCE: GAO, 2021.
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BOX 5-3 
Family Member Perspectives

“Aides needing to spend more time with dementia resident depending on 
what needs are at that time and the behaviors can determine need for slower 
pace and more time, some examples that are not taken into account for staffing 
levels. It is a domino effect, the staff taking longer with one resident, in turn, puts 
a longer wait for other residents. Especially when more residents are 2 person 
assists and Hoyer lifts. Oh yes, they are over minimum staffing ratio, but, in reality 
it does not present that way.”

— K.S.

“My family member was a resident of a 500+-bed, five star-rated facility from 
May 2015 to May 2019. My family member resided in the facility’s rehab wing from 
March 2015 to May 2015; resided in a blended wing from June 2015 to Sept. 2016; 
and resided in a memory care wing from Sept. 2016 to May 2019. All three types 
of wings had the same staff-to-resident ratio, meaning that the memory care wing, 
where nearly every resident was memory impaired, elderly, and frail, had the same 
staff-to-resident ratio (one CNA to eight residents, with a census of roughly 39) as 
the blended wing where higher functioning residents were in the majority.”

— M.K.

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.

RNs with administrative responsibilities, 91 percent of the facilities met the 
expected level less than 60 percent of the time (Geng et al., 2019). An OIG 
report also noted that by not taking resident acuity into account, CMS’s 
assessments of nursing homes with the lowest weekend staffing levels likely 
miss up to one-quarter of facilities that have a greater level of staffing need 
(OIG, 2021). For family member perspectives on staffing standards and 
resident acuity, see Box 5-3.

Meeting specific minimum staffing standards while also moving toward 
smaller, more homelike models of care may add challenges to achieving 
these standards. However, innovative approaches to meeting these stan-
dards will ensure that all nursing homes have the necessary expertise to 
achieve high-quality care.

INFECTION PREVENTION AND CONTROL LEADERSHIP

In 2016, CMS issued a final rule revising the requirements that nurs-
ing homes (and other long-term care facilities) must meet to participate 
in Medicare and Medicaid programs. (See Chapter 8 for more on quality 
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assurance). As part of the rule, nursing homes were required to designate at 
least one part-time or full-time staff member as the infection prevention and 
control specialist (also known as an infection preventionist). The role of the 
infection prevention and control specialist includes assessing, implement-
ing, and managing the facility’s infection prevention and control plan and 
participating in the facility’s quality assessment and assurance committees. 
The final rule suggested that an RN would assume the role of the infection 
prevention and control specialist in most facilities and that the individual 
would need to spend around 15 percent of his or her time on this role.11 The 
2020 CMS coronavirus commission noted the position of infection preven-
tion and control specialist is “traditionally assigned to a supervisor, nurs-
ing manager, or provider as an added (rather than a core) responsibility” 
(MITRE, 2020, p. 41). However, the commission noted that “there are no 
national standards for training and licensure requirements of infection pre-
ventionists that nursing homes are mandated to employ” and subsequently 
recommended higher qualifications and training (MITRE, 2020, p.48).

A 2015 survey by the Association for Professionals in Infection Control 
and Epidemiology found that only 15 percent of infection prevention and 
control specialists in non-acute care settings (including nursing homes) were 
certified in infection control (Pogorzelska-Maziarz and Kalp, 2017). Before 
the 2016 rule, staffing levels for infection prevention and control specialists 
in nursing homes varied widely across nursing homes (Stone et al., 2020). 
Between 2014 and 2018 staffing levels were higher in large for-profit nursing 
homes than in large nonprofit nursing homes (Stone et al., 2020). Further-
more, studies have found a lack of training among the personnel responsible 
for infection prevention and control in nursing homes (Stone et al., 2018; 
Trautner et al., 2017). CDC TRAIN offers the Nursing Home Infection Pre-
ventionist Training Course; the course is free, qualifies for various continuing 
education credits, and covers a variety of topics such as infection surveil-
lance, hand hygiene, injection safety, water and linen management, antibiotic 
stewardship, and preventing respiratory infections (CDC Train, 2021).

The 2020 CMS Coronavirus Commission noted that the current regu-
lations on infection prevention and control specialists in nursing homes 
yielded an “insufficient response to the demands” of the [COVID-19] pan-
demic (MITRE, 2020, p.41). The commission made several recommenda-
tions related to the role of the infection preventionist, including:

• Employ infection preventionists with educator capabilities and 
document their training of the nursing homes staff;

• Assess infection prevention and control competency among all 
nursing home staff;

11 CMS Requirements for Long-Term Care Facilities—Infection Control, 42 CFR § 483.80 
(2016).
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• Establish a full-time-equivalent-to-bed ratio for an infection pre-
ventionist educator for every nursing home (with consideration for 
health professional shortage areas); and

• Develop and provide a training curriculum and certification for 
infection preventionists in nursing homes.

See later in this chapter for more on infection prevention and control 
during the COVID-19 pandemic, particularly the role of strike teams.

PSYCHOSOCIAL AND SPIRITUAL CARE PROVIDERS

A variety of workers are engaged in the psychosocial care of nursing 
home residents. These include social workers, chaplains, and staff involved 
with activities, art, and wellness. (See Chapter 4 for more on psychosocial 
care needs.)

Social Workers

Social workers’ roles in nursing homes support person-centered care 
and include identifying and assessing residents’ psychosocial needs; work-
ing as part of the interdisciplinary care team; communicating and assisting 
residents and their families with care needs (e.g., behavioral health and 
psychosocial care) (see Chapter 4); eliciting and honoring resident care 
preferences; advocating for at-risk populations (e.g., residents belonging 
to racial and ethnic minorities, LGBTQ+ residents); and providing tran-
sitional care, counseling, and conflict management to residents, families, 
and staff (Bern-Klug and Kramer, 2013; Kusmaul et al., 2017; Miller 
et al., 2021; NASW, 2003, 2016). In addition, social services directors are 
often involved in discharge planning, transitions of care, psychosocial care 
planning, and interactions with family members (Bern-Klug et al., 2021a). 
Box 5-4 outlines the major tasks involved in providing medically related 
social services.

Qualifications

Professionally trained social workers with a bachelor’s degree in social 
work (B.S.W.) or master’s degree in social work (M.S.W.) hold a professional 
degree that includes training to develop clinical, organizational, and com-
munity engagement skills. Social work programs provide competency-based 
education to practitioners who agree to abide by a standard code of ethics 
and conduct, complete fieldwork, and demonstrate professional behavior 
and skills (CSWE, 2015). The Council on Social Work Education (CSWE)12 

12 For more information, see www.cswe.org (accessed November 3, 2021).
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accredits baccalaureate-level (B.S.W.) (generalist social work practice) and 
master’s level (M.S.W.) (specialty practice) social work programs. CSWE 
defines social work competence as the ability to integrate and apply social 
work knowledge and values to provide professional services promoting 
human and community well-being (CSWE, 2015, 2021). Students who 
graduate from a CSWE-accredited social work program demonstrated com-
petence, both in the classroom and through fieldwork served under the 
supervision of a professional social worker (Bern-Klug et al., 2016).

Regulatory Requirements

Currently, federal regulations13 require nursing homes with 120 or 
more beds to hire a qualified social worker on a full-time basis, although 
this “qualified social worker” need not have a social work degree (Bern-
Klug et al., 2021a). Specifically, the “qualified social worker” is defined 
as an individual with a minimum of a B.S.W. or a bachelor’s degree in a 
human services field including, but not limited to, sociology, gerontology, 

13 CMS Requirements for Long-Term Care Facilities—Administration, 42 CFR § 483.70 
(2016).

BOX 5-4 
Medically Related Social Services: Major Tasks

• Assist with resident rights and serve as resident advocate in the facility
• Manage grievance processes including assisting residents with making 

grievances and obtaining a resolution
• Refer and obtain outside services and supports
• Arrange for transitional care (e.g., community placement options and 

supports)
• Provide or arrange for mental and psychosocial health counseling services
• Assist with advance care planning, including facilitating discussions with 

resident and families and completion of advance directives
• Identify and promote person-centered, non-pharmacological interven-

tions for behavioral health care
• Assist with financial and legal matters
• Educate residents and family members about care options
• Ensure that residents’ needs are met through initial and ongoing assess-

ment and care planning
• Provide support and services when a resident is in distress, during times 

of suspected abuse, and when there is a lack of family support

SOURCE: Content adapted from Simons et al., 2012.
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special education, rehabilitation counseling, or psychology and who has 
1 year of supervised social work experience in a health care setting work-
ing directly with individuals.14 Because this requirement applies only to 
nursing homes with 120 or more beds, some two-thirds of nursing homes 
do not have to employ a social services staff member (Bern-Klug et al., 
2021b). Social work is the only profession affected by the “120-bed rule” 
(Bern-Klug et al., 2018). However, Roberts and Bowblis (2017) concluded 
that the 120-bed rule “does not account for the level of psychosocial need 
among residents in smaller nursing homes, nor does it consider the caseload 
of practitioners.”

Many individual states have their own regulations regarding social 
work services in nursing homes, and while most do not require nursing 
homes with 120 or fewer beds to employ social workers, Connecticut, 
Maine, and Oklahoma do require that nursing home residents have access 
to social work services regardless of the size of the nursing home. How-
ever, 10 states do not require a “qualified social worker” to have either a 
social work license or a social work degree, though some require either 
completing a state-approved course or having some direct supervision and 
minimum years of experience (Bern-Klug, 2008; Bern-Klug et al., 2018).

Both state and federal guidelines provide unrealistic recommendations 
for social service staffing patterns. In a recent study of social service direc-
tors, 66 percent of social service directors stated that one full-time social 
service staff member could handle 60 residents at most, with 75 percent 
of social service directors recommending fewer than 30 short-term 
(skilled/rehab/post/sub-acute care) nursing home residents per full-time 
social worker (Bern-Klug et al., 2021b). One older study found that social 
workers serving older adults face challenges including lower pay and higher 
caseloads (especially in nursing facilities), which affect job satisfaction 
(Whitaker et al., 2006).

In 2003 the NASW developed a consensus statement for professional 
standards for social workers in long-term care settings. It stated:

A social worker has, at a minimum, a bachelor’s degree from an accredited 
school or program of social work; has 2 years of postgraduate experi-
ence in long-term care or related programs; and meets equivalent state 
requirements for social work practice, or, in jurisdictions not having such 
legal regulation, holds certification or credentialing from the National 
Association of Social Workers. In no instance shall a social worker have 
less than a baccalaureate from an accredited school or program of social 
work (NASW, 2003, p. 7).

14 CMS Conditions of Participation Organization Environment—Personnel Qualifications, 
42 CFR § 418.114  (2016).
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Regulatory requirements are inadequate to address the complexities 
of psychosocial and behavioral health care with qualified staffing, and 
there is a long history of advocacy for increased standards in this area 
(Li, 2010; Orth et al., 2019; Streim et al., 2002). Two recent developments 
are contributing to this push. First, CMS’s adoption of the Minimum Data 
Set 3.0 as the updated resident assessment instrument places more empha-
sis on resident-centered care, quality of life, and enhanced psychosocial 
and behavioral health care. In addition, in response to industry’s move to 
encourage resident and family participation in care choices and the move-
ment toward more holistic care, recommendations emerged to increase 
the presence of bachelor’s and master’s prepared social workers and to 
increase the training of all staff on behavioral health and quality-of-life 
issues (Simons et. al., 2012).

During the required comment period prior to the updating of CMS’s 
2016 rule for nursing home requirements, members of the National Nurs-
ing Home Social Work Network recommended that nursing home facilities 
hire graduates of accredited social work programs to fulfill the social work 
role in nursing homes (Bern-Klug et al., 2016). These same organizations 
asked that all nursing homes, regardless of size, employ a full-time social 
worker. In spite of these recommendations, the final rule did not require 
social workers as core members of the team developing a resident’s com-
prehensive care plan. Furthermore, the rule added an undergraduate degree 
in gerontology as an acceptable degree for a “qualified social worker.” 
The reduction in standards for qualified social workers in nursing homes 
occurred at the same time that these updated regulations increased require-
ments for psychosocial care, person-centered care, and behavioral health 
care (CMS, 2016).

Evidence of Social Work Contributions to Nursing Home Care

Social workers’ contributions to resident care often involve tasks that 
are complex and clinically challenging. The results of a national survey of 
social service directors indicated strong involvement in care transitions, 
with more than 55 percent of the respondents reporting that they spent over 
50 percent of their time with short-term residents (Galambos et al., 2021). 
Almost 62 percent of social service directors and their staff were consistently 
involved in disaster planning and response activities at the nursing home 
facility (Kusmaul, 2021). Studies also point to the positive outcomes that 
social workers achieve in complex care situations (Sussman and Dupuis, 
2014). Research has shown, for example, that social service staff with 
higher qualifications are integral to improving behavioral symptoms and re-
ducing antipsychotic medications (Roberts et al., 2020), that social workers 
routinely intervene in resident-to-resident aggression (Bonifas, 2015), and 
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that social workers increase advance directive completion, contributing to a 
reduction in potentially avoidable hospitalizations (Galambos et al., 2021).

A systematic review that examined the impact of social work inter-
ventions in aging and quality of life found that 71 percent of the studies 
reported significant quality-of-life outcomes, and 15 of these studies docu-
mented cost savings achieved through social work interventions, with these 
cost outcomes achieved through care coordination, palliative care, and 
end-of-life care (Rizzo and Rowe, 2016). Furthermore, a study on social 
integration and mental and functional health outcomes for nursing home 
residents found that nursing homes with degreed social workers have the 
capacity to provide better psychosocial care (Leedahl et al., 2015).

Given the evidence of social workers’ contributions to nursing home 
care, inclusion of social workers on interdisciplinary care teams can help 
ensure resident care preferences are met. See later in this chapter for more 
on the role of social workers during the COVID-19 pandemic.

Chaplains

As Chapter 4 discusses, attending to the spiritual needs of nursing home 
residents is a critical part of their quality of life and well-being (Gilbert 
et al., 2021; Koenig, 2012; Morley and Sanford, 2014). Chaplains provide 
residents, their families, and even staff with spiritual support. In addition, 
they provide human connection for residents, listening to their stories; 
leading prayers, religious services and rituals, and group meetings; sup-
porting family and friends; and providing grief and bereavement support 
(Seidman, 2021). Their role is especially critical in the area of palliative 
care. Unfortunately, nursing homes employ too few chaplains to meet the 
needs of seriously ill patients, and those chaplains that are available have 
limited time to support staff (Ferrell et al., 2020). One analysis found that 
most post-acute and long-term care facilities do not have a budget for a 
chaplain or a full-time spiritual counselor and instead designate an already 
overworked social worker to get additional education or find a volunteer 
chaplain (McKnight, 2016). The COVID-19 pandemic has shed light on the 
urgent need to include chaplains in care teams and for chaplains to provide 
consistent spiritual care services (Ferrell et al., 2020).

Activities Staff

As noted in Chapter 4, wellness activities, physical activities, and art 
activities are vital for health, functional mobility, and the performance 
of everyday activities. Federal regulations require facilities to provide an 
ongoing activities program that is “designed to meet the interests of and 
support the physical, mental, and psychosocial well-being of each resident, 
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encouraging both independence and interaction in the community.” They 
also require that the program be directed by a qualified professional who 
is either “a qualified therapeutic recreation specialist or an activities profes-
sional,” meaning they are licensed or registered by the state, are a qualified 
occupational therapist or assistant, and have completed a training course by 
the state.15 However, data on whether nursing homes are complying with 
this regulation are scarce.

OTHER CLINICAL STAFF

In addition to the professionals discussed above, a variety of other 
health care practitioners, specialists, and staff also help support residents 
in nursing homes. However, evidence on these individuals specifically in 
nursing homes is extremely limited.

Dental Health Care Workforce

As Chapter 4 describes, “oral disease impacts physical, psychological, 
and social well-being through pain, diminished function, and reduced qual-
ity of life” (Dunbar, 2019; Sifuentes and Lapane, 2020). However, most 
nursing homes do not contract with dentists or dental hygienists, so resi-
dents tend to only receive emergency and acute care rather than routine and 
preventative dental care (Dunbar, 2019; Maramaldi et al., 2019). Assistance 
with daily oral health care for nursing home residents is typically the re-
sponsibility of the CNAs (Dunbar, 2019; Sifuentes and Lapane, 2020), who 
not only lack the training to provide such care, but typically face significant 
competing demands for their time. Other challenges include staff percep-
tions that oral health care is not a priority, staff hesitancy or unwillingness 
to perform the tasks, and residents’ resistance to staff assistance (Patterson 
Norrie et al., 2019; Porter et al., 2015). In addition, the dental health care 
workforce is often not well prepared to address the specific oral health 
needs of older adults. Surveys of dental students indicate that many find 
the geriatric dentistry training curriculum to be inadequate, and geriatric 
dentistry is not among the 12 specialty areas recognized by the American 
Dental Association (ADA, 2021).16

15 CMS Requirements for Long-Term Care Facilities—Quality of Life, 42 CFR § 483.24 
(2016).

16 For a full list of the specialty areas, see: https://www.ada.org/en/ncrdscb/dental-specialties/
specialty-definitions (accessed November 3, 2021). 

Moreover, a 2011 IOM study, Improving access to oral health care for vulnerable and un-
derserved populations, found that the American Board of General Dentistry did not explicitly 
require questions on geriatric dental care for board certification and that of the more than 
500 residencies recognized by the American Dental Education Association, none were specifi-
cally devoted to the care of elderly patients (IOM, 2011).
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Pharmacists

Nursing home residents tend to require a large number of prescriptions 
to help manage their health. The use of a large number of medications by a 
single person, including potentially inappropriate medications or duplica-
tion, is a significant concern among nursing home residents, as it can lead 
to adverse drug events, disability, hospitalization, and death (Hoel et al., 
2021; Lee et al., 2019). Federal regulations require a nursing homes con-
tract with a consultant pharmacist to review each resident’s drug regimen 
monthly and to report irregularities, which the attending physician must 
review and respond to in the medical record.17 Problems identified by con-
sultant pharmacists typically include missing information, an unnecessary 
drug, and excessive duration or dose of a drug (Lapane and Hughes, 2006). 
Concerns have been raised that consultant pharmacists may have conflicts 
of interest when their services are provided by the dispensing pharmacy of 
the nursing home (Barlas, 2012; Sullivan, 2018). In fact, two large nursing 
home pharmacies agreed to pay settlements in response to claims of kick-
backs under whistleblower provisions of the False Claims Act (DOJ, 2015; 
McCrystal et al., 2010). These claims included that a dispensing pharmacy 
provided consultant pharmacists at a reduced rate in order to secure phar-
macy contracts, and that a dispensing pharmacy accepted incentives from 
a drug company in exchange for the consultant pharmacist recommending 
that physicians prescribe specific drugs.

Recently, the role of pharmacists has evolved from being product-centered 
to being more person-centered, with a greater emphasis on their role in ensur-
ing quality care (Lee et al., 2019). A systematic review by Lee and colleagues 
(2019) found that the presence of pharmacy services in a nursing home led to 
an improvement in the quality of prescribing, positive trends in de-prescribing 
and reducing the number of medications used per resident, an improvement 
of nursing home staff knowledge on medication use, and a reduction in the 
number of resident falls. However, the study found more mixed results in 
terms of mortality, hospitalization, and resident admission rates. The role 
of consultant pharmacists in antibiotic stewardship programs has also been 
considered to help improve overall antibiotic use (Ashraf and Bergman, 2021).

Registered Clinical Dieticians and Feeding Assistants

Registered clinical dietitians assess, evaluate, and recommend appro-
priate nutrition interventions based on residents’ preferences and their 
health status (e.g., malnutrition, diabetes, obesity), but not all residents 
have access to a registered clinical dietician (Dorner and Friedrich, 2018). 
Federal regulation only mandates that CMS-certified facilities must have a 

17 CMS Requirements for Long-Term Care Facilities—Pharmacy Services, 42 CFR § 483.45 
(2022).
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“qualified dietitian or other clinically qualified nutrition professional either 
full-time, part-time, or on a consultant basis.”18 Despite the regulations, 
nursing home staff may not have the resources to fully address the nutri-
tional needs of residents (Simmons and Schnelle, 2004, 2006; Simmons 
et al., 2008). For example, there may be too few CNAs to assist with feed-
ing, especially in the evenings, and too few RNs and dietitians to oversee 
the dining experience in nursing homes (IOM, 2000). To fill the gap in 
nutrition and feeding assistance, some nursing facilities employ or contract 
with a registered dietitian nutritionist or nutrition and dietetics technicians, 
(Dorner and Friedrich, 2018), but it is often not enough.

In 2003, CMS allowed nursing homes to use paid feeding assistants 
“to provide more residents with help in eating and drinking and reduce the 
incidence of unplanned weight loss and dehydration” (CMS, 2007, p. 1). 
Paid feeding assistants are required to complete an approved state-based 
training program (with a minimum of 8 hours of training) and must be 
supervised by RNs or LPNs. Furthermore, the paid feeding assistant may 
only help residents who do not have complicated feeding problems (e.g., 
difficulty swallowing, tube feedings). Current nursing home staff may be 
used as paid feeding assistants as long as they have completed the required 
training. A small evaluation of paid feeding assistants found their quality 
of their care to be comparable to CNAs (Simmons et al., 2007).

The 2000 IOM report The Role of Nutrition in Maintaining Health in 
the Nation’s Elderly recommended that “licensing agencies need to develop 
more effective oversight with respect to feeding, supervision of staff, and 
other nutrition-related issues” (IOM, 2000, p. 235).

Therapists

A variety of types of therapists, assistants, and aides are among the 
extended nursing home workforce. Nursing homes are required to provide 
or consult for specialized rehabilitative services for a mental disorder and 
intellectual disability (e.g. physical therapy, speech-language pathology, 
occupational therapy, respiratory therapy) for nursing home residents as 
required by their care plans.19

Occupational Therapists and Assistants

In nursing homes, occupational therapists “address training in self-care 
skills; training in the use of adaptive equipment, compensatory techniques, 

18 CMS Requirements for Long-Term Care Facilities—Food and Nutrition Services, 42 CFR 
§ 483.60 (2016).

19 CMS Requirements for Long-Term Care Facilities—Specialized Rehabilitative Services, 
42 CFR § 483.65 (2016).
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and environmental modifications; and behavioral and mental health is-
sues” (AOTA, 2015). Occupational therapists help residents increase physi-
cal activity, engage in self-care, reduce pain, and maintain independence 
(Livingstone et al., 2019, 2021). Studies have found a positive relationship 
between occupational therapy staffing levels and the quality of life and care 
for nursing home residents (Jette et al., 2005; Livingstone et al., 2019). As 
outlined in Chapter 4, occupational therapists can also help reduce length 
of stay by helping residents make the gains in function needed to be able 
to be discharged from the nursing home (Yurkofsky and Ouslander, 2021). 
However, when Medicare significantly altered the way nursing homes are 
paid through its Patient Driven Payment Model (PDPM), staffing levels fell 
by almost 6 percent for occupational therapists and by about 10 percent 
for occupational therapist assistants. These cuts were also almost entirely 
among contracted staff (McGarry et al., 2021a).

Physical Therapists, Assistants, and Aides

Physical therapy providers in nursing homes work with residents to 
“reduce impairment, rehabilitate from an injury or illness, improve func-
tioning and cognition, and prevent adverse effects or onset of disease” 
(Livingstone et al., 2021). This includes strength and endurance train-
ing, balance improvement exercises, and mobility training. Therapists 
and assistants tend to work together, rather than using assistants as an 
alternative to therapists. As was the case with occupational therapists, the 
2019 introduction of Medicare’s PDPM model resulted in a reduction of 
physical therapy staff. Specifically, staffing levels in nursing homes fell by 
about 6 percent for physical therapists and 10 percent for physical therapy 
assistants (McGarry et al., 2021a). Contract staffing again accounted for 
most of the decrease in staffing levels (McGarry et al., 2021a). One analysis 
suggested that some facilities may start using assistants and aides as lower-
cost substitutes for therapists (Livingstone et al. 2021). A 2021 report by 
the OIG stated that “CMS does not audit the physical-therapist staffing 
information reported by nursing homes and included on Care Compare. 
Because CMS does not use any accuracy checks on these data, we can-
not determine whether the data reported on Care Compare are accurate” 
(OIG, 2021, p. 15).

Respiratory Therapists

Respiratory therapists work with residents who are suffering from 
breathing issues such as chronic obstructive pulmonary disease, asthma, 
surgery, or injury or who are recovering from an illness. The full array of 
respiratory therapy services can include oxygen therapy, inhalation medi-
cation management, pulmonary rehabilitation, and ventilator management 
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(AARC, 2016). Respiratory therapists are educated and trained in all as-
pects of pulmonary medicine and can help residents manage all respiratory 
diseases and conditions. Under current regulations, respiratory therapy is 
considered a nontherapy ancillary service (AARC, 2017).

Speech–Language Pathologists and Speech Therapists

Speech–language pathologists help evaluate and treat a range of con-
ditions that lead to communication, cognition, memory, problem-solving, 
language expression, or swallowing disorders in long-term care residents 
(Casper, 2013). Approximately 5 percent of all speech–language patholo-
gists work in nursing and residential care facilities (BLS, 2021a). Among 
speech–language pathologists working in nursing homes, 83.4 percent 
are employed full-time, and 82.8 percent are paid on an hourly basis; 
61.7 percent work for one employer, 24.7 percent work for two employers, 
and 9.4 percent work for three or more employers (ASHA, 2021). More 
than 1 in 5 nursing homes have funded, unfilled positions (ASHA, 2021).

DIRECT-CARE WORKERS

Direct-care workers—nursing assistants (also called nurse aides), per-
sonal care aides, and home health aides—provide the majority of hands-on 
care to residents in nursing homes (Campbell et al., 2021). Direct-care 
workers provide care that includes everyday tasks such as assistance with 
eating, bathing, toileting, and dressing as well as more advanced tasks 
such as infection control and taking care of cognitively impaired residents 
(BLS, 2021b; PHI, 2021; McMullen et al., 2015). Taken together, these 
tasks are critical to maintaining the function, well-being, and quality of life 
of the resident. CNAs—nursing assistants who have met specific federal and 
state educational and training requirements—make up the largest propor-
tion of direct-care workers in nursing homes.

Demographics

More than 527,000 nursing assistants were employed or contracted 
by nursing homes across the United States in 2020 (12 percent of the total 
direct-care workforce) (BLS, 2021c). Among these workers, the median 
age was 38, and 91 percent were women; 58 percent were people of color 
(38 percent Black/African-American, 13 percent Hispanic/Latino, 5 percent 
Asian or Pacific-Islanders, 2 percent other), and 21 percent were born out-
side of the United States (PHI, 2021). More than 90 percent had completed 
at least high school, and 13 percent had an associate’s degree or higher 
(PHI, 2021).
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As the demand for direct-care workers increases, nursing homes in the 
United States will need to fill approximately 561,800 nursing assistant jobs 
between 2019 and 2029 (Campbell et al., 2021; PHI, 2021). This effort 
will not come without challenges which have plagued the ability for nursing 
homes to recruit and retain an adequate supply of direct-care workers for 
decades, however. Many of these challenges are rooted in structural and 
systemic factors that play out in the form of low wages, minimal training 
requirements, and lack of respect and recognition which to a significant 
degree represent the legacy of longstanding institutional racism, sexism, and 
ageism (Drake, 2020; Ryosho, 2011; Sloane et al., 2021; Squillace, 2009; 
Travers et al., 2020; Truitt and Snyder, 2020). Because of the crucial role of 
this position in nursing homes, significantly improving the quality of care 
requires investment in quality jobs for direct-care workers.

Immigrant workers, both documented and undocumented, fill critical 
gaps in the direct-care workforce, especially in nursing homes that serve a 
high share of Black and Latino residents (Lee et al., 2020; Zallman et al., 
2019). As such, this group may be a primary target for recruitment efforts. 
However, when entering the workforce immigrant workers face additional 
barriers, such as language, health literacy, and uninsured rates, compared 
with native-born individuals (Campbell, 2018; Lee et al., 2020). One strat-
egy to support immigrant workers and attract them to direct-care worker po-
sitions includes a pathway to citizenship (Katz, 2019; White House, 2021).

Wages

The mean hourly wage in 2020 for nursing assistants in nursing homes 
was $15.41, and the mean annual wage was $32,050 (BLS, 2021c). The 
bottom quartile of nursing assistants earns less than $26,650 annually, and 
the bottom 10 percent earn less than $22,750 (BLS, 2021c). The level of 
pay for direct-care workers in nursing homes has drawn stark attention 
to comparable wages for other types of work that might be considered to 
be more desirable. For example, while nursing assistants provide increas-
ingly complex care and face persistent challenges with inadequate train-
ing and risk of on-the-job injury, they may earn little more than cashiers 
($25,020 per year), food service workers ($24,130 per year), or retail sales 
workers ($27,320 per year) (BLS, 2021d,e,f). A 2021 story found that many 
nursing home workers were leaving for jobs at Amazon:

The average starting pay for an entry-level position at Amazon warehouses 
and cargo hubs is more than $18 an hour, with the possibility of as much 
as $22.50 an hour and a $3,000 signing bonus, depending on location and 
shift. Full-time jobs with the company come with health benefits, 401(k)s 
and parental leave. (Varney, 2021)
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Direct-care workers often have to work multiple jobs, forego important 
necessities such as health insurance and retirement benefits because of an in-
ability to afford premiums, and live in congregate housing (Morris, 2009). 
Because of their low wages, 34 percent of direct-care workers require some 
form of public assistance, and many live in poverty; direct-care workers 
who are also women of color are more likely than white women and men to 
require public assistance, live in poverty, or live in low-income households 
(PHI, 2019, 2021). This could in part be a result of the fact that Black 
female direct-care workers make 20 cents per hour less than White female 
direct-care workers and 70 cents per hour less than White male direct-care 
workers (Scales et al., 2020). For family member perspectives on the com-
pensation of nursing home workers, particularly CNAs, see Box 5-5.

BOX 5-5 
Family Member Perspectives

“I would improve the wages and benefits for nursing home staff so they 
would be fairly compensated for their work and so the best and brightest worker 
would be attracted to the profession.”

— Family Member, Schenectady, New York

“I believe the greatest improvement to care would be addressing nurse aide 
issues comprehensively; pay a living wage of at least $15 per hour, support fixing 
employability barriers like adequate childcare and public transportation availability. 
The reality is that the staff is underpaid, overworked, under supported, and insuf-
ficiently trained to care for residents.”

— Family Member, Wilmington, North Carolina

“Staff on front lines are not paid well, are not trained well regarding person-
centered care, do not have skills to succeed.”

— K.S.

“Staff are incredibly caring people who need to be paid a living wage.”

— Family Member, Berkeley, California

“If they paid workers more, maybe there would be more and better care and 
at the prices being charged per month, I don’t see why they can’t.”

— Wendy

“I wonder if the pay should be higher for people in the trenches and not 
corporate level.”

— Family Member, Sioux Falls, South Dakota

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.
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Education and Training

CNAs are required20 to have a minimum of 75 hours of training plus 
at least 12 hours of continuing education annually, including 16 hours of 
“supervised practical training,” that covers basic nursing services, personal 
care services, basic restorative services, mental health and social services, 
care of cognitively impaired residents, residents’ rights, and other topics 
(Hernández-Medina et al., 2006). The minimum number of hours and 
topics covered by CNA trainings have been a cause for concern as these 
requirements have not changed since the passing of the Nursing Home Re-
form Act, part of the Omnibus Budget Reconciliation Act of 1987. Given 
the marked increase in nursing home resident acuity, complexity, and care 
needs, current requirements are inadequate (Hernández-Medina, et al., 
2006). For example, one small study found that CNAs in nursing homes 
had inadequate knowledge related to aging, cognition, and mental health 
(Kusmaul, 2016). Some states and facilities have implemented more robust 
training efforts, with many states requiring additional hours and topics of 
training beyond federal minimum requirements. CNAs themselves have 
expressed interest in including education on dementia and infection control 
(Lerner et al., 2010).

Additional training of CNAs has been associated with improved nurs-
ing home quality indicators (Hernández-Medina et al., 2006; PHI, 2011; 
Trinkoff et al., 2013; Zheng and Temkin-Greener, 2010). As a result, vari-
ous bodies have suggested that the number of required hours for training 
be increased to between 100 and 120 hours, with 50 to 60 of those hours 
going toward clinical training (Hernández-Medina, et al., 2006). Specifi-
cally, the 2008 IOM report Retooling for an Aging America recommended 
that “Federal requirements for the minimum training of [CNAs] and home 
health aides should be raised to at least 120 hours and should include 
demonstration of competence in the care of older adults as a criterion for 
certification” (IOM, 2008, p. 218). While many states have increased their 
requirements since 2007, only the District of Columbia and 13 states (up 
from 12 states in 2007) require at least 120 hours (IOM 2008; PHI, 2020).

CNAs reporting high-quality training are more likely to work in states 
requiring additional initial training hours and were more satisfied with 
their jobs than those with low-quality training (Han et al., 2014). Training 
focuses specifically on work-life skills, such as problem solving, task organi-
zation, and working with others, helped to increase satisfaction (Han et al., 
2014). Additionally, the implementation of orientation programs for newly 
hired staff in all states and facilities is needed (IOM, 2004).

20 CMS Requirements for Long-Term Care Facilities—Requirements for Approval of a 
Nurse Aide Training and Competency Evaluation Program, 42 CFR § 483.152 (2016).
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Because the care needs of the resident are complex, dynamic, and grow-
ing, CNAs need ongoing professional development to adapt to the chang-
ing needs of the resident population. The current federal requirement for 
professional development is that CNAs must receive 12 hours of in-service 
or continuing education each year.21 The inclusion of topics such as infec-
tion control, care of the cognitively impaired, behavioral health, resident 
rights, skin care, communication techniques, safety and disaster training, 
and resident confidentiality may help ensure the competency of CNAs in 
carrying out their responsibilities. The National Institute of CNA Excel-
lence, a project seeking to recruit and train CNAs, is expected to launch in 
2022 (NICE, 2021). Created by the National Association of Health Care 
Assistants, the project provide virtual training that goes beyond traditional 
training in clinical skills to include topics like team building, leadership 
skills, conflict resolution, resident advocacy, and communication. The proj-
ect further plans to support the CNA candidate through certification and 
job placement. For family member perspectives on the training of nursing 
home staff, particularly CNAs, see Box 5-6.

21 CMS Requirements for Long-Term Care Facilities – Training Requirements, 42 CFR § 
483.95(g) (2016).

BOX 5-6 
Family Member Perspectives

On behalf of my mother, there is inadequate amount of properly trained staff. 
They barely know the rudimentary basics of personal care. There is no medical, 
transfer, aging, or infection control training.

— Concerned Citizen

Improvements to care include mandating staffing ratios for aides and in-
creasing competency with more skill lab time during initial training, and require 
annual skill demonstration.

— Family Member, Wilmington, North Carolina

Need to provide much better training in areas including feeding of memory 
care residents, infection control, communicating with memory care residents, 
interacting with residents from cultures/ethnicities different from their own, and 
treating residents with dignity, compassion, and respect.

— M.K.

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.
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Job Requirements and Characteristics

Unlike licensed personnel such as RNs, direct-care workers do not have 
an official scope of practice. Instead, nine authorized duties are listed by the 
Code of Federal Regulations to be allowable by each state : (1) personal 
care, (2) safety/emergency procedures, (3) basic nursing, (4) infection con-
trol, (5) communication and interpersonal activities, (6) care of cognitively 
impaired residents, (7) basic restorative care, (8) mental health and social 
service activities, and (9) residents’ rights (McMullen et al., 2015). While 
these are duties that direct-care workers are authorized to perform, depend-
ing on the state they may not be tasked to do so. Moreover, there are a 
number of additional duties that direct-care workers have been permitted 
to carry out, such as medication management, wound care, catheter care 
tasks, and the management of medical information, because they benefit 
residents and alleviate pressure from other members of the workforce 
(McMullen et al., 2015).

Medication aides are most often CNAs who have received training to 
administer medications in some capacity based on the regulations provided 
by the state. There are variations in the requirements of the medication 
aides related to supervision, hours of training, continuing education, and 
length of time working as a CNA and in the facility. For example, in Iowa 
medication aides can only administer medications under the supervision of 
an RN (ANA Enterprise, 2015). As of March 2020, certified medication 
technicians (as defined in the 2020–2021 Nursing Home Salary and Ben-
efits Report by the Hospital and Healthcare Compensation Service and the 
American Health Care Association), had a median hourly wage of $15.66 
in nursing homes (HHCS, 2020).

Staffing Levels

As noted earlier in this Chapter, a 2001 study by CMS proposed that 
minimum staffing standards for nursing assistants (thresholds below which 
residents were at risk for serious quality-of-care issues) should be 2.4 hours 
per resident day for short-stay residents and 2.8 hours per resident day 
for long-stay residents (Feuerberg, 2001). However, these levels are rarely 
achieved in all nursing homes. Furthermore, these minimum staffing stan-
dards may not reflect the acuity of the residents’ needs, and lead to exces-
sive workloads or the inability of CNAs to provide high-quality care. For 
example, one simulation estimated that nurse aides needed between 2.8 and 
3.6 hours per resident per day in order to meet resident needs for assistance 
with activities of daily living (depending on resident acuity); however, re-
ported staffing levels averaged only between 2.3 and 2.5 hours per resident 
per day (Schnelle et al., 2016). On average, one nursing assistant supports 
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12 residents per shift, and one in 10 nursing assistants support 16 or more 
residents (PHI, 2019).

Turnover and Burnout

Adequate staffing in nursing homes has been difficult to achieve because 
of high turnover, stigmatized perception of the CNA role, and poor work-
ing conditions (Manchha et al., 2021). One recent analysis using data from 
the Payroll Based Journal found the average turnover rate among CNAs 
to be 129.1 percent; in comparison, turnover rates were 140.7 percent for 
RNs and 114.1 percent for LPNs, with some individual facilities found to 
have nursing staff turnover rates over 300 percent (Gandhi et al., 2021). 
High turnover is expensive for nursing homes and negatively affects the 
quality of the services delivered and the quality of life in nursing homes 
(Feuerberg, 2001; IOM, 2004; Seavey, 2004). Contributors to these high 
turnover rates among direct-care workers in nursing homes include char-
acteristics related to the nature of the job itself and the working environ-
ment found in nursing homes, including factors that result in injury. One 
analysis, for example, found that more than half of CNAs had incurred at 
least one work-related injury within the past year and almost one-quarter 
of CNAs were unable to work for at least 1 day as a result of being injured 
(Squillace et al., 2009).

The top reasons for direct-care workers leaving their jobs include lack 
of respect, low salary, staff shortages, personal health concerns, lack of ap-
preciation by the facility, lack of teamwork among the staff, lack of trusting 
relationships with residents and families, lack of tools to do the job, lack of 
good relationships with supervisors, and not being informed of changes be-
fore they are made (Bryant, 2017; Mickus et al., 2004; U.S. Congress, 2001; 
Zhang et al., 2016). For example, one study of nearly 400 nursing homes 
in Iowa found that higher wages were associated with lower CNA turnover 
(Sharma and Xu, 2022). Moreover, CNAs are also often undervalued for 
their skills, mistreated, and disrespected and experience workplace violence 
in the form of physical and verbal abuse (Tak et al., 2010). While the work 
of the direct-care workforce has commonly been referred to as physically 
demanding, in 2020 during the midst of the COVID-19 pandemic, nursing 
home workers saw one of the highest death rates among all occupations 
(Lewis, 2021). The direct-care workforce is likely to experience even higher 
rates of burnout, though most of the literature on the topic focuses on the 
rate of burnout among licensed nurses and physicians (Cooper et al., 2016). 
For a family member perspective on staff burnout, see Box 5-7.

Greater retention of CNAs has been found to be associated with im-
proved functional status and fewer pressure ulcers, electrolyte imbalances, 
and urinary tract infections among nursing home residents (Kimmey and 
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Stearns, 2015; Trinkoff et al., 2017). Many approaches to support the re-
tention of this direct-care workforce have been proposed, including:

• Pay a wage reflective of the risks and physical demand that direct 
care workers assume daily.

• Provide a separate payment that can go toward wages, benefits 
(e.g., sick leave, health insurance), or both, similar to New York’s 
Home Care Worker Parity Law.22

• Enhance work relationships by improving communication and 
supervision so that CNAs feel appreciated, listened to, and treated 
with respect.

• Improve management systems by increasing and improving staff-
ing and scheduling along with increasing the availability of more 
robust training and better career ladders.

• Improve work system factors, including helping CNAs with direc-
tions, providing resources and supplies, and preventing injury and 
exposure to hazards or violence (Kemper et al., 2008; Morris, 2009).

• Create formal promotion programs, peer mentoring programs, and 
tuition reimbursement programs and proactively engage nursing 
assistants in efforts to enact such programs (Kemper et al., 2008; 
Stone and Dawson, 2008).

Tailored and ongoing training programs improve job satisfaction and 
reduce turnover (Ejaz and Noelker, 2006; Han et al., 2014). For example, 
an approach based on the occupational adaptation framework (Schkade and 
McClung, 2001) has been found to show greater gains in skills mastery and 
more cooperative approaches to solving complex problems such as dementia 
care needs than traditional skills training approaches (McKay et al., 2021). 

22 Additional information available at https://dol.ny.gov/home-health-care-aides-and-wage-
parity (accessed November 3, 2021).

BOX 5-7 
Family Member Perspective

“Unfortunately, many well intended staff end up frustrated, burnt-out, and 
numbed by lacking support of management.”

— K.S.

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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There is also a need for opportunities for job advancement and upgrading 
the skill of CNAs (Campbell, 2021; IOM, 2004; PHI, 2016; Wiener et al., 
2009). Career advancement opportunities include attaining a specialized 
skill or expertise area (e.g., medication aide) or advancing to a higher level 
of licensing (e.g., LPN/LVN, RN). One older study demonstrated that em-
powering CNAs led to reductions in health deficiency citations, reduced 
staff turnover, and a decline in urinary incontinence rates among residents 
(Stone et al., 2002). Strategies specific to empowerment were mostly focused 
on having CNAs participate in care planning and care plan implementation.

Supervision and Support

The immediate supervision of direct-care workers is carried out by 
both LPN/LVNs and RNs. These relationships are often challenging as a 
result of power dynamics arising from the hierarchical structure of most 
nursing homes, incivility, bullying, and undue time demands (Cooke and 
Baumbusch, 2021; Lundin et al., 2021). When these groups work together 
to communicate and support one another, it makes for a better relation-
ship, so decentralization of hierarchical systems can promote better team-
work across disciplines and roles (Kemper et al., 2008), and encourage 
supervisors to demonstrate supportive behaviors (McGilton et al., 2004). 
Relationships among personnel can also be improved by leadership train-
ing for all levels of supervisors and managers, developing self-managed 
work teams, improving information sharing between nurses and direct-care 
staff, enhancing responsibilities for direct-care workers, team building, peer 
mentoring, and involving direct-care workers in care management decisions 
(Eaton, 2000; Eaton et al., 2001; Rantz et al., 2013; Stone and Dawson, 
2008). Furthermore, nursing homes need to create a culture of values that 
fosters respect, trust, collaboration, and interprofessional health care team 
building (Kemper et al., 2008). Ultimately, nursing home leadership is 
responsible for creating a desirable working environment in the nursing 
home. For nursing home workers’ perspectives on supervision, support, and 
the workplace environment, see Box 5-8.

Expanded Roles for CNAs

One notable example of expanding recognition of the role and impor-
tance of the CNA is the Green House model for nursing home care (see 
Chapter 6). Green House nursing homes employ modified staff roles to split 
work, empower staff, and have staff members work together. Direct-care 
workers in Green Houses, referred to as “shahbazim” (singular, “shahbaz”), 
“work in self-managed teams and are responsible for direct resident care, 
cleaning, laundry, meal preparation, staff scheduling, and activities, and 
simulating how families might organize work” (Bowers and Nolet, 2014). 
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The shahbaz provides general oversight, while the nurse provides more 
clinical direction. One study found that an integrated model (with high 
interaction and coordination) between shabazim and nurses resulted in the 
best resident outcomes (Bowers and Nolet, 2014).

FAMILY CAREGIVERS

Family caregivers provide critical supports to nursing home residents, 
but they do not receive sufficient support, recognition, resources, or in-
clusion. Family involvement in the care of a nursing home resident is a 
multidimensional construct that entails visiting the resident, providing 
hands-on care and assistance with activities of daily living, supervising and 
monitoring the quality of care of the resident, providing emotional support, 
representing the resident’s perspective and history, and advocating for the 
resident in terms of safety and security (Bern-Klug and Forbes-Thompson, 
2008; Coe and Werner, 2021; Gaugler, 2005; IOM, 2016; Lopez et al., 
2013). Family caregivers also often play a key role as surrogate decision 
makers for their loved ones, which can be particularly stressful (Givens 
et al., 2012; IOM, 2016). For family member perspectives on the role of 
family in caring for nursing home residents, see Box 5-9.

BOX 5-8 
Nursing Home Staff Perspectives

“There is strong evidence for cross-training staff in other disciplines to in-
crease autonomy, job satisfaction, career path possibilities and career develop-
ment. Not only does this support the CNA, but it also supports the nursing home 
resident. There are better clinical outcomes when staff are engaged, a real part 
of the interdisciplinary team, and can act as resident advocates.”

— Physician and researcher from Amherst, Massachusetts  
who has worked in long-term care facilities.

“I work in a nursing home chain. I honestly believe that our company genu-
inely cares about residents and want to give the best care possible. However, 
it’s not perfect by any means. I want to have more nurses making high-impact 
decisions; want more scrutiny into training requirements of administrators; want 
advanced practice nurses to lead nursing teams; nursing homes to initiate and 
lead evidence-based projects to improve quality of life and quality of care instead 
of having to rely on quality improvement organizations.”

— Nursing Home Worker, Los Angeles, California

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

266 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

However, upon a loved one’s entrance to a nursing home, the role of 
the family caregiver may become indirect as the family members endeavor 
to ensure that high-quality care is provided by facility staff. One analysis 
found that family caregivers feel responsible for maintaining continuity by:

• Helping the resident maintain his or her sense of identity through 
the continuation of loving relationships and helping staff to get to 
know the resident as an individual;

• Monitoring the care received, providing feedback to staff, and fill-
ing gaps; and

• Contributing to community by interacting with other residents, 
relatives, and staff; taking part in social events; and generally pro-
viding a link with the outside world (Davies and Nolan, 2006).

Family caregivers may be especially important for the continuity of 
care for nursing home residents with dementia, with responsibilities such 
as ensuring that the resident is being treated with respect and receiving 

BOX 5-9 
Family Member Perspectives

“My mother was well-cared for, but even in the best of facilities there were 
clearly not enough staff. Family was heavily depended upon to augment staff for 
meal supervision, as activity volunteers, and general personal care-related issues 
such as maintaining the residents’ room in an orderly fashion, meeting clothing 
and toiletry supply needs, etc. The labor-intensive care of dementia patients does 
not allow for much more than moving the person from his/her room, to living room, 
to dining room and back again. They need to be taken outdoors into the patio 
or garden, on rides to enjoy seeing the world, etc. Without family visitors, those 
activities don’t happen . . . . Many times, while in rehab, I had to track people 
down to help my mother get assistance to go to the bathroom. It was extremely 
stressful as her daughter, and heartbreaking.”

— Daughter and caregiver of two parents with  
dementia who needed nursing home care

“I like that the majority of staff are nice to both the residents and family 
members. What I don’t like is the lack of staffing and the lack of communication 
between the staff and the family members.”

— J.C.

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.
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high-quality care (Aneshensel et al., 1995; Duncan and Morgan, 1994; 
Graneheim et al., 2014; Reid and Chappell, 2017; Ross et al., 2001). 
Recognition of family caregivers as partners in the care of the person with 
dementia contributes to the overall quality of care (Graneheim et al., 2014). 
For example, family members often can help advocate for and help provide 
support for non-pharmacological alternatives to help manage residents’ 
behavioral and psychological symptoms of dementia (Tjia et al., 2017). 
Overall, family involvement is a “strong predictor of perceived resident 
quality of life” (Roberts and Ishler, 2018).

As such, it is important to include the family members as essential 
members of the resident interdisciplinary care team. Family caregivers 
can serve as an extension of the staff and help workers better understand 
the resident’s goals and preferences, so that CNAs, nurses, and other staff 
can deliver sensitive, nurturing, and person-centered care to the resident 
(Kellett, 2007). This requires the development and maintenance of effective 
relationships and communication between family and staff (Bauer et al., 
2014; Brown Wilson et al., 2009; Cohen et al., 2014; Henkusens et al., 
2014; Maas et al., 2004). Keys to such development are trust in staff 
(Bauer et al., 2014; Bern-Klug and Forbes-Thompson, 2008; Rosemond 
et al., 2017) and ongoing monitoring of staff (Bramble et al., 2009). In her 
presentation to this committee, Beverly Laubert, a long-term care ombuds-
man for the Ohio Department of Aging, said:

Quality care is relationship-based. For example, a CNA is given education 
in the basic principles of dementia care, but to truly be equipped to sup-
port a resident with memory impairment, that CNA must know something 
about the resident’s family and life story. Only then can the staff know 
and respond to the unique needs of the resident in their care. Similarly, the 
housekeeper should know something about the resident to understand that 
moving the resident’s Bible into a drawer could be disruptive.

Among the strategies and interventions that can facilitate collaborative 
and partnership efforts between family and staff are support groups and 
family councils (Baumbusch et al., 2020; Hoek et al., 2021). (See Chap-
ters 4 and 8 for more on resident and family councils.) The Partners in 
Caregiving program developed by Pillemer et al. (2003) was designed to 
intervene not only on the part of family members (e.g., the formation of 
councils or support groups), but also to engage staff and administrators to 
effectively change facility policies focused on integrating family caregivers 
(CITRA, 2021). The Families Involved in Nursing Home Decision-Making 
program uses video-conferencing to include family in care plan meetings 
(Oliver et al., 2021). Family caregivers can also experience high levels of 
stress and can benefit from improved education and support for themselves. 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

268 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

For example, family caregivers express a desire for better education about 
disease course, treatment options, and surrogate decision making (e.g., 
placement of feeding tubes, end-of-life decisions) (Givens et al., 2012).

VOLUNTEERS

Apart from the family and friends of nursing home residents, volunteers 
from the local community (unrelated to the nursing home resident) may 
contribute to the care of nursing home residents. The organizational struc-
ture of the long-term care facility influences the “amount of volunteers in a 
nursing home, the types of activities in which volunteers engage and [the] 
quality of care” (Falkowski, 2013, p. 61). For example, data from the 2004 
National Nursing Home Survey show that nonprofit facilities were likely to 
have more volunteers, more frequent visits by volunteers, and to use vol-
unteers to support staff (e.g., for “clerical duties, helping at mealtime, and 
providing personal care”), while for-profit facilities tended to use volunteers 
in socialization activities (e.g., “game playing, conducting religious services, 
and making social visits”) (Falkowski, 2013, p. 4). Both the percentage of 
Medicare residents and the percentage of Medicaid residents in the nursing 
home were associated with a lower number of volunteers that visit weekly, 
and the number of volunteers in a nursing home was associated with the 
amount of socialization activities for nursing home residents. Finally vol-
unteers need to be properly trained for their duties to support the relation-
ships and trust between volunteers and staff so that staff can focus on more 
technical work (Falkowski, 2013). However, little is known about the best 
practices of training for maintaining an effective volunteer workforce.

Several studies provide evidence of the impact that volunteer services 
can have on the quality of life for nursing home residents (Saunders et al., 
2019; van der Ploeg et al., 2012; Zhao et al., 2015), including mitigating 
the adverse effects of social isolation (Claxton-Oldfield, 2015; Cohen-
Mansfield, 2001, 2013; Damianakis et al., 2007; van der Ploeg et al., 
2012, 2014). Families also appreciate and benefit from volunteer support 
(Candy et al., 2015). For example, during the COVID-19 pandemic, the 
Yale School of Medicine Geriatrics Student Interest Group initiated the 
Telephone Outreach in the COVID-19 Outbreak Program in which student 
volunteers connected with older adults in nursing homes via weekly phone 
calls (van Dyck et al., 2020). In the three nursing homes that implemented 
the program for 30 residents, initial results have been generally positive, 
with residents expressing appreciation for the conversations, the student 
volunteers perceiving personal benefits (e.g., greater sense of purpose, im-
proved well-being), and actionable needs being identified (e.g., obtaining 
desired books for a resident).
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Research also suggests that volunteers are successful in supporting 
and caring for hospice patients and residents with dementia (Candy et al., 
2015; Claxton-Oldfield, 2015; Damianakis et al., 2007). They are able 
to support residents at the end of life by performing a variety of tasks, 
including emotional support (e.g., comforting the residents’ fears), social 
support (e.g., engaging with the resident and their family), practical sup-
port (e.g., helping the resident with personal care), informational support 
(e.g., providing education so families and residents know what to expect), 
and more. In fact, one older study found that satisfaction and emotional 
well-being were higher in hospice programs that involved more volunteers 
(Block et al., 2010). Volunteers are also beneficial in caring for residents 
with dementia by facilitating activities that fill unmet needs (e.g., boredom, 
need for relaxation, loneliness agitation, etc.) by providing or removing 
stimuli (Cohen-Mansfield, 2013). However, more education and research is 
necessary to truly understand and promote the value of volunteer support 
services (Claxton-Oldfield, 2015; Cohen-Mansfield, 2013). For a family 
member perspective on volunteers, see Box 5-10.

EQUITY AND THE WORKFORCE

Occupational segregation is defined as overrepresentation of under-
representation of a particular group’s (e.g., defined by race, sex, or immi-
gration status) in specific jobs or fields (Bahn and Cumming, 2020). This 
type of segregation is characterized as a process fueled by a desire for social 
distance from a marginalized group (Tomaskovic-Devey, 2018), where 
opportunity or positions with great authority are reserved for the group 
with the most social power (i.e., white men) (Bahn and Cumming, 2020). 
Workplace segregation for women and racial and ethnic minorities leads to 

BOX 5-10 
Family Member Perspective

“I have boundless respect, admiration, and gratitude for two volunteer pro-
grams the facility coordinated with. Thanks to these volunteer programs, my fam-
ily member received extra oversight from bimonthly visits by a very caring nurse 
supervisor as well as deeply supportive (often weekly) visits from volunteers.”

— M.K.

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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these groups holding positions with more routinized and controlled work 
and less supervisory authority (Tomaskovic-Devey, 2018). The overrepre-
sentation of historically marginalized groups in occupations reduces their 
wages “irrespective of other measures of productivity such as required skill 
level” (Bahn and Cumming, 2020).

There are substantial differences in the racial and ethnic diversity 
among the roles within the nursing home workforce. The percent of ra-
cial and ethnic minorities in higher-level positions in the long-term care 
workforce decreases as the level of educational attainment required for a 
given the position increases (Bates et al., 2018). For example, as shown 
in Figure 5-3, CNAs themselves are more diverse than the nursing home 
workforce overall.

Specifically, a higher percentage of CNAs are either Black/African-
American or Hispanic/Latino as compared with the nursing home work-
force overall, suggesting that higher-level positions within nursing homes 
are much less diverse. When such workforce disparities exist, they affect 
how work is organized (e.g., the autonomy and control afforded those 
jobs) as well the level of compensation and benefits associated with specific 
job titles, with racial and ethnic minorities and women often at the bot-
tom of the workplace hierarchy (Tomaskovic-Devey, 2018). For example, 
one recent analysis (Travers et al., 2020) found that racial and ethnic 
minorities and immigrant direct-care workers—over 90 percent of whom 

FIGURE 5-3 Racial and ethnic diversity (percentage) among nursing home resi-
dents, nursing home staff, and CNAs in nursing homes.
SOURCES: Bates et al., 2018; Harris-Kojetin et al., 2004; PHI, 2021.
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are women—performed over 50 percent of the tasks related to helping 
residents with ADLs (Probst et al., 2010; Stacey, 2005).

A root cause for these types of disparities is systemic/structural racism, 
which is defined as a set of “historically and contextually specific ideologi-
cal justifications for a society’s racialized social system” (Ray, 2019, p.31). 
A 2021 review articulated the pathways through which systemic/structural 
racism has created and sustained disparities in the long-term care system 
in the United States (Sloane et al., 2021). Specific pathways include insti-
tutional factors such as:

• Biased hiring, pay, and promotion practices that concentrate ra-
cial and ethnic minority and immigrants workers in specific low-
resource nursing homes;

• Cultural factors such as current and historic patterns of micro-
aggressions, discrimination, and racial violence throughout society 
that influence the nursing home work environment; and

• Interpersonal factors such as racial bias from residents and other 
staff members directed at racial and ethnic minority and immigrant 
workers.

Therefore, all workers in nursing homes, including leadership, will 
likely benefit from training in principles of diversity, equity, and inclusion.

Providing Culturally-Sensitive Care

In addition to concerns for the power dynamics and hierarchies of the 
workforce itself, the contrast between the diversity of the nursing home 
workforce and the residents they serve (see Figure 5-3) may create chal-
lenges in the delivery of high-quality care. For example, as noted in the 2008 
IOM report Retooling for an Aging America, the diversity of the workforce 
is important because patients may prefer to be treated by health care pro-
fessionals of the same ethnic background and a provider from a patient’s 
same ethnic background may have a better understanding of culturally 
appropriate demonstrations of respect or speak the same language (IOM, 
2008). While the nursing home population is becoming more diverse, the 
patterns of diversity still may not match the workforce that cares for them.

FACTORS THAT INFLUENCE THE RELATIONSHIP 
BETWEEN STAFFING AND QUALITY

Several factors influence the relationship between staffing and qual-
ity, including the ownership status of the nursing home and employment 
patterns.
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Ownership Status

As noted in Chapter 8, while there are important nuances related to the 
case mix of certain nursing homes and nursing home chains, the published 
literature suggests that in general, for-profit nursing homes consistently dem-
onstrate lower levels of quality and satisfaction with care than not-for-profit 
nursing homes (Banaszak-Holl et al., 2002; GAO, 2011; Grabowski and 
Hirth, 2003; Harrington et al., 2001, 2012; Hillmer et al., 2005; Stevenson 
and Grabowski, 2008; You et al., 2016). In general, inadequate staffing and 
lower salaries have been longstanding issues in nursing homes as compared 
with acute-care settings. A 2012 study comparing staffing levels and defi-
ciencies of for-profit nursing homes and five other ownership groups found 
that the 10 largest for-profit nursing home chains had lower RN and total 
nurse staffing hours than government facilities, controlling for other factors, 
and that they received 36 percent higher deficiencies (and 41 percent higher 
serious deficiencies) than government facilities (Harrington et al., 2012). 
(See Chapter 8 for more on transparency and ownership issues.)

Use of Temporary and Agency Staff

While many of the studies are old or not specific to nursing homes, con-
siderable research has established that the use of high levels of temporary 
staff is an indicator of poor quality care and poor outcomes (Castle, 2009; 
Castle and Engberg, 2008; Senek et al., 2020). One study, for example, 
found that approximately 60 percent of nursing homes use at least some 
agency staff and that having agency staff account for 25 percent or more of 
the workforce was associated with 1 to 2 percent lower scores on quality 
measures (Castle, 2009). The manner in which nursing homes use agency 
staff may be the reason for lower quality (Castle, 2009).

Consistent Assignment

The consistent assignment of nursing staff to residents in nursing homes 
is a critical component of culture change and one that may help achieve 
quality of care and life for residents (Advancing Excellence, 2021a; Castle, 
2013; Roberts et al., 2015). Advancing Excellence in America’s Nursing 
Homes, a campaign to improve the quality of care and life in nursing 
homes, defines consistent assignment as, “a resident receives care from the 
same nursing assistants 85 percent of the time” (Advancing Excellence, 
2021b). However, studies have found that an average of only 68 percent 
of nursing homes use consistent assignment and only 28 percent of homes 
achieve the recommended level of 85 percent consistent staffing (Castle, 
2011, 2013). Despite limited research on the topic, the available literature 
suggests that consistent staffing has been associated with lower turnover 
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and absenteeism among staff, fewer quality of care deficiency citations, 
and fewer quality of life deficiency citations (Castle, 2011, 2013). In her 
presentation to this committee, Beverly Laubert, a long-term care ombuds-
man for the Ohio Department of Aging, said:

Current staff training requirements are insufficient to support residents’ 
quality of living. The best practice that I’ve seen for such relationship-based 
care is consistent assignment of staff. We know that consistent assignment 
matters to both the quality of work life and the residents’ living experience. 
Staff get to know specific residents, learn their preferences, and work proac-
tively and efficiently. It makes the job more fulfilling. Residents and family 
don’t have to repeatedly train staff on their preferences then. But until con-
sistent assignment is required and enforced, not just recommended as a best 
practice, that it’s the minimum practice, we won’t see sustained quality care.

For a family member perspective on consistent assignment, see Box 5-11.

COVID-19 AND NURSING HOME STAFFING

The COVID-19 pandemic resulted in disproportionate deaths of resi-
dents in nursing homes. The key predictors of nursing home COVID-19 
cases and deaths—nursing home size and location—leave little room for 
immediate and direct intervention by the nursing homes themselves. How-
ever, staffing as a contributor to poor outcomes might be more under the 
control of nursing homes and more amenable to policy changes. The 2020 
CMS coronavirus commission made many recommendations related to staff 
in nursing homes, including:

• Mobilization of resources to support the workforce (e.g., increased 
breaks, identification of surges);

• Provision of safety guidance (e.g., related to testing of staff and 
residents, quarantine options, workers with multiple employers);

BOX 5-11 
Family Member Perspective

“I like consistent caregivers—nursing assistants that work on a regular basis 
to ensure that routine cares are done according to my family member.”

— Anonymous, Minnesota

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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• Provision of guidance and training on the use and reuse of PPE;
• Support of 24-hour daily RN staffing in nursing homes with posi-

tive cases;
• Use of certified infection prevention and control specialists with 

educator capabilities; and
• Targeted recruitment of CNAs (MITRE, 2020).

Staffing Patterns and COVID-19 Impact

Multiple studies found that higher nurse staffing ratios mitigated the ef-
fect of an outbreak and resulted in fewer deaths once an outbreak occurred 
(Gorges and Konetzka, 2020; Konetzka et al., 2021; Li et al., 2020). At 
the same time, higher staffing ratios were not able to prevent the outbreak 
from starting, given that staff were often the source of bringing COVID-19 
into facilities. One study found that while nursing homes with higher staff-
ing ratios (just prior to the pandemic) did not have a reduced probability 
of an initial outbreak, higher baseline staffing ratios were helpful in stem-
ming an outbreak once it started (Figueroa et al., 2020). Nursing homes 
with the highest staff hours per resident day experienced fewer cases and 
deaths than those at the bottom of the distribution. Several other studies 
demonstrated connections between staffing and impact of the COVID-19 
pandemic, including:

• Nursing homes with increased RN staffing had fewer confirmed 
COVID-19 cases and fewer deaths from COVID-19 (Li et al., 2020).

• Nursing homes in California with lower RN staffing had higher 
COVID-19 infections (Harrington et al., 2020).

• Staff size, including those not involved in direct resident care, was 
associated with more COVID-19 cases; therefore, “reducing the 
number of unique staff members without decreasing direct-care 
hours, such as by relying on full-time rather than part-time staff, 
could help prevent outbreaks” (McGarry, et al., 2021b, p.1261).

• Nearly half of nursing home COVID cases were attributable to 
cross-facility staff movement (Chen et al., 2021), contributing to 
the evidence of the impact of consistent staffing on quality of care.

Nurse practitioners working in nursing homes were found to be essen-
tial for containing the spread within the nursing homes and for providing 
much needed guidance to staff and care to residents during the pandemic 
(McGilton et al., 2021; Popejoy et al., 2020). Additionally, social work-
ers (along with others) helped residents stay connected to their families 
(Kusmaul et al., 2020). This was particularly challenging as “access to 
technology was sporadic, and access to personal protective equipment, even 
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worse” (Kusmaul et al., 2020, p. 651). Additionally, some social workers 
were prevented from entering facilities or encouraged to work from home. 
In part, these challenges stemmed from social workers not being recognized 
as being “frontline workers” but rather as “non-essential.”

Staffing Shortages

Several studies and many anecdotal stories documented exacerbation 
of staffing shortages at various times throughout the COVID-19 pandemic 
(Abbasi, 2020b; Davidson and Szanton, 2020; Denny-Brown et al., 2020; 
Fernandez, 2021; Kirkham and Lesser, 2020; McGarry et al., 2020; Murray, 
2021; Peck, 2021; Quinton, 2020; Sedensky, 2021; Weber, 2021; Xu et al., 
2020). Early in the pandemic, staff shortages were found to be greater in 
nursing homes with lower quality scores that have a higher Medicaid popu-
lation and where COVID-19 cases were among staff or residents (McGarry 
et al., 2020; Xu et al., 2020). Many nursing homes increased their use of 
contract (agency) staff to fill these gaps (Peck, 2021; Stulick, 2021). A cross-
sectional time-series study of over 15,000 nursing homes found that while 
urban nursing homes reported a relatively constant staffing shortage, rural 
nursing homes saw an increase in staffing shortages until November 2020 
(Yang et al., 2021b). In December 2021, on average, 30.1 percent of nursing 
homes had shortages of nurses or nurse aides (AARP, 2022). However, this 
varied dramatically by state. For example, 73.5 percent of nursing homes in 
Wyoming had shortages of nurses or nurse aides, while only 3.6 percent of 
nursing homes in California had such shortages (AARP, 2022). Eight states 
had shortages in more than half of the nursing homes in the state.

Many nursing home workers, especially low-wage workers (e.g., certi-
fied nursing assistants [CNAs], housekeepers) left their jobs for other posi-
tions in part due to working conditions and opportunities for higher-paying 
jobs (Quinton, 2020; Tan, 2022; Varney, 2021). Dr. David Gifford, chief 
medical officer for the American Health Care Association and the National 
Center for Assisted Living (AHCA/NCAL), noted:

Nursing homes are in constant competition for staff. Many providers 
struggle to recruit and retain caregivers who can often find less demanding 
jobs in other settings, such as hospitals and industries that can offer better 
pay. (Romero, 2021)

However, Werner and Coe (2021) found a decline in the average total 
number of staff hours per day that was accompanied by a decline in the 
resident census itself, resulting in a slight increase in the number of staff 
hours per resident day (Werner and Coe, 2021). They suggested that this 
discrepancy might be explained by the increased use of contractors, the 
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increased intensity of the work (i.e., caring for residents during the pan-
demic requires more staff time), increased hours among the existing staff, or 
the loss of the contributions of family caregivers (Werner and Coe, 2021).

CMS Staffing Waivers and Temporary Nurse Aides

Early in the COVID-19 pandemic, CMS provided blanket waivers for a 
variety of regulations related to nursing home workers. For example, CMS 
waived certain requirements for in-person visits by physicians and others, 
allowed physicians to delegate certain tasks to APRNs and physician as-
sistants, and reduced paid feeding assistant training to just one hour (CMS, 
2021c). In addition, CMS waived training and certification requirements 
for new CNAs; these temporary nurse aides only needed to “demonstrate 
competency in skills and techniques necessary to care for residents’ needs” 
(CMA, 2021, p.17). Serious concerns were raised about the risks lack of 
training creates for both nursing home residents and the workers them-
selves (Hauslohner and Sacchetti, 2020; Scales, 2020; Severens, 2020). In 
response, many states imposed their own training requirements for tempo-
rary nurse aides and AHCA/NCAL developed a free 8-hour online train-
ing program that many states recognized as satisfying their requirements 
(either alone or in conjunction with other stipulations) (AHCA/NCAL, 
2022; Scales, 2021; Van Houtven et al., 2021). The Nurses CARE Act of 
202123 proposes a pathway for temporary nurse aides to continue in their 
jobs after the pandemic without fulfilling the full requirements to become a 
CNA. However, concerns have been raised about the lack of formal train-
ing many of these workers have received (less than the current 75 hours of 
required training, which as discussed earlier in this chapter, has been found 
to be insufficient) and the provision that allows employers to attest to the 
competency of these workers (without testing) (CMA, 2021; Scales, 2021; 
Van Houtven, 2021). Currently, there is no systematic tracking of tempo-
rary nurse aides (Edelman, 2020; Scales, 2021).

Worker Health and Safety

Nursing home staff commonly suffered from a lack of PPE. McGarry 
and colleagues (2020) found that early in the pandemic, about one in 
five nursing homes had shortages of PPE, particularly gowns and N95 
respirators. Labor unions representing health care workers advocated for 
improved access to personal protective equipment and infection control 
practices. In New York, the presence of a union for health care workers was 
associated with a 30 percent lower mortality rate from COVID-19 for nurs-
ing home residents. Nursing homes with unions also had lower COVID-19 

23 Nurses Certification and Recognition of Experience (CARE) Act of 2021, HR 331, 
117th Cong., 1st sess., (January 15, 2021).
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infection rates as well as a 13.8 percent greater access to N95 respirators 
and 7.3 percent greater access to eye shields for staff (Dean et al., 2020)

Additionally, COVID-19 affected the health of nursing home workers 
themselves. Given the vulnerability of the nursing home population, nursing 
home workers may have increased exposure to COVID-19 as compared to 
worker in other settings. As of November 2021, there have been 673,591 
confirmed cases of COVID-19 among nursing home staff and 2,166 deaths 
(CMS, 2021d). In fact, one analysis suggests that nursing home workers 
had one of the highest death rates among all occupations (Lewis, 2021). 
However, vaccination rates among nursing home workers remain relatively 
low (AARP, 2021; CMS, 2021d; Gharpure et al., 2021; McGarry et al., 
2021c), particularly among CNAs (49.2 percent as of July 2021). Nursing 
home staff also experienced high rates of stress and burnout due to fears 
of contracting COVID-19, fear of infecting their families, and increased 
intensity of the work (Weber, 2021; Werner and Coe, 2021; White et al., 
2021). The use of telehealth has been suggested as one modality that could 
lower stress among staff, enable planning and information sharing between 
families and staff, and provide “flexible options for staff education and 
training” (Edelman et al., 2020, p. 1).

Strike Teams

The COVID-19 pandemic offered unique opportunities for collabora-
tion among public health stakeholders; health care providers; local, state 
and federal governments; and other organizations. Strike teams, defined as 
“multidisciplinary teams deployed to support public health emergency re-
sponse efforts,” supported long-term care facilities experiencing outbreaks 
and resource shortages by providing technical assistance and guidance to 
“improve infection control practices as a short-term strategy to minimize 
the impact of the virus” (ASTHO, 2021). Strike teams address a variety of 
issues, including visitor guidance, vaccine administration, infection preven-
tion and control education, the supply of personal protective equipment 
(PPE), and more (AMDA, 2021).

Several states implemented strike teams during the COVID-19 pan-
demic. Massachusetts invested $130 million over 2 months to create a 
28-item checklist of infection control practices which were subject to state 
audits and to deploy infection control teams to 123 facilities that were 
struggling to pass the audits (Lipsitz et al., 2020). The program also went 
beyond immediate technical assistance and provided educational weekly 
webinars, assisted with procurement of resources, and provided payment in-
centives to nursing homes (Lipsitz et al., 2020). Other states (e.g., Louisiana 
and Washington) collaborated with the CDC to support PPE distribution, 
arrange COVID testing and cohorting practices, and develop infection 
control practices and guidelines (ASTHO, 2021).
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In October 2021 the CDC, in partnership with CMS, joined state 
efforts by allocating $500 million to allow state and other jurisdictional 
health departments to staff, train, and deploy strike teams to expand clini-
cal surge capacity, address staffing shortages, and strengthen infection con-
trol policies and procedures in a variety of health care settings (including 
nursing homes) (CDC, 2021a,b). Awardees are required to use funds for 
technical assistance to prevent COVID outbreaks and may optionally use 
funds to supply resources and other infrastructure support (e.g., environ-
mental assessments of ventilation) (CDC, 2021b).

KEY FINDINGS AND CONCLUSIONS

The Overall Nursing Home Workforce

• A wide variety of workers help to support nursing home residents 
in achieving their goals and preferences.

• Very little evidence exists about many members of the nursing 
home workforce, including their impact on the quality of care as 
well as basic demographic information.

• Family caregivers (including chosen families) provide critical sup-
ports to nursing home residents, but they do not receive sufficient 
support, recognition, resources, or inclusion.

• There is high turnover of many types of nursing home staff, which 
is associated with lower levels of quality.

• An interdisciplinary care team approach is related to reduced staff 
turnover and increased staff satisfaction.

• Many health care practitioners are not adequately prepared for 
their specific role and responsibilities in the nursing home setting.

• Many nursing home workers earn less than their counterparts in 
other settings of care.

• Systemic and structural racism have created and sustained racial 
and ethnic disparities in the long-term care system.

• Factors that can influence the relationship between staffing and 
quality of care include the ownership status of the nursing home, 
the use of temporary or agency staff, and a lack of consistent 
assignment.

Nursing Home Administration and Leadership

• Nursing home federal regulations require that the administrator 
of a nursing home is licensed by the state. However, states vary in 
their requirements for minimum education, training hours, exami-
nations, and continuing education.
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• Except for the requirement of a license to practice medicine in 
the state, there are no additional specific education and training 
requirements for medical directors.

• Limited data exist on the characteristics of nursing home adminis-
trators, medical directors, and directors of nursing.

• The director of nursing is often called upon to address the clinical needs 
of residents in addition to his or her administrative responsibilities.

• No federal or state requirements specify minimum education re-
quirements, continuing education requirements, or additional 
training requirements for directors of nursing.

• Evidence on the characteristics, education and training, job satisfac-
tion, and turnover of social services directors is limited or non-existent.

• Forty-two percent of social services directors do not have a degree 
in social work.

Primary Care Providers

• Limited and dated evidence exists focusing on primary care pro-
viders for nursing home residents, particularly for physicians and 
physician assistants.

• APRN-provided care has been associated with improved quality of 
care for nursing home residents and increased resident, family, and 
staff satisfaction.

• The most frequently mentioned barrier for increasing the role of 
APRNs in nursing homes is their restricted scope of practice due 
to Medicare regulations and state regulatory constraints.

Nurse Staffing

• Nursing staff (including RNs, LPN/LVNs, and CNAs) are key to 
providing comprehensive nursing home care.

• RNs and LPN/LVNs have been used interchangeably in nursing 
homes, with LPN/LVNs working outside their scope of practice.

• Decades of evidence support the association between inadequate 
nurse staffing and poor quality of care in nursing homes, particu-
larly for RNs.

• While several studies have called for 24-hour RN coverage in nurs-
ing homes, today the requirement is a 24-hour daily presence of 
licensed nurse (i.e., RN or LPN/LVN) with an RN fulfilling at least 
8 of those hours.

• The 2001 proposed CMS minimum staffing standards have not 
been addressed in any regulations, and current staffing require-
ments are not adjusted by resident case-mix.
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• Most nursing homes do not have sufficient nursing staff to meet 
the needs of residents and are not adjusting staffing to take resident 
acuity into account.

• Nursing levels decrease significantly over weekends; GAO recom-
mended reporting these measures on Care Compare.

• CMS can provide staffing data to state survey agencies to help with 
their approach to timing of inspections.

Psychosocial and Spiritual Care Providers

• Social workers have a positive impact on quality of care.
• Two-thirds of nursing homes are not required to employ a social 

services staff member.
• According to federal regulations, a “qualified social worker” does 

not need to have a degree in social work.
• Nursing homes employ too few chaplains to meet the needs of seri-

ously ill patients and may instead designate social workers to get 
additional education or find a volunteer chaplain.

Certified Nursing Assistants (CNAs)

• CNAs provide the majority of hands-on care to nursing home 
residents.

• In spite of decades of calls for enhancing the training of CNAs, 
minimum training standards for CNAs have not changed since 
1987.

• The top reasons for direct-care workers leaving their jobs include 
lack of respect, low salary, difficulty of the job, staff shortages, 
personal health concerns, lack of appreciation by the facility, a lack 
of teamwork among the staff, a lack of trusting relationships with 
residents and families, a lack of tools to do the job, a lack of good 
relationships with supervisors, and not being informed of changes 
before they are made.

Infection Prevention and Control Leadership and the Impact of 
COVID-19

• There are no national standards for training and licensure of infec-
tion prevention and control specialists, and most of these specialists 
are not certified in infection control.

• Presence of APRNs, increased RN staffing, and consistent staffing 
were associated with better COVID-19 outcomes.
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Nursing home residents have diverse needs, which can be viewed within 
the framework of Maslow’s hierarchy of needs (as discussed in Chapter 4 
and detailed in Table 4-1). This chapter of the report explores two key 
areas that are critical to residents’ quality of care and quality of life: resi-
dent safety and the physical environment in which nursing home residents 
live and receive care and services. These two topics are located within the 
second level of Maslow’s hierarchy—safety and security—as depicted in 
Figure 4-1).

ENSURING THE SAFETY OF NURSING HOME RESIDENTS

Patient safety is among the essential components of quality care (IOM, 
2001). Given the large share of nursing home residents who are frail, vul-
nerable and have chronic medical conditions, keeping residents safe from 
harm is critically important and particularly challenging. As reinforced 
throughout this report, a nursing home provides care to residents, while 
also serving as a place to live. Because of this dual function as well as the 
health characteristics of their residents, nursing homes must balance safety 
with residents’ preferences for autonomy and quality of life (Brauner et al., 
2018).

Preventable adverse events constitute more than half of all harms ex-
perienced by nursing home residents (OIG, 2014a). The most common of 
these are falls, infections, and adverse events related to medications. While 
medical errors, such as providing the wrong medication to a resident, are 
a common source of patient harm, failure to provide care also results in 
patient harm (Simmons et al., 2016). Omissions of care, also referred to 
as missed care, are a key patient safety issue in nursing homes (Ball and 
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Griffiths, 2018), and have a negative impact on resident outcomes as well 
as the quality of care in nursing homes (Ogletree et al., 2020).

This chapter discusses one of the more common safety-related areas 
of focus in nursing homes including improving medication safety, resident 
falls, preventing elder abuse, improving communication during transitions 
of care, enhancing infection control and strengthening emergency planning, 
preparedness and response.

Improving Medication Safety

All certified nursing homes are required by statute to provide phar-
maceutical services to ensure that all drugs needed to meet each resident’s 
needs are dispensed and administered properly.1 Regulations revised in 
2016 require a licensed pharmacist review each resident’s drug regimen as 
well as their medical record on a monthly basis (Barlas, 2016).2

Given the prevalence of nursing homes residents with multiple chronic 
conditions, ongoing symptoms (e.g., chronic pain), and acute problems 
(e.g., infections), polypharmacy—defined as taking five or more medica-
tions per day—is common. Research indicates that 91 percent of nursing 
home residents take more than 5 medications per day, while 65 percent 
of residents take more than 10 medications per day (Spinewine et al., 
2021). Polypharmacy is associated with a high risk of negative clinical 
outcomes, including cognitive impairments, falls, fractures, adverse drug 
events (ADEs),3 and drug interactions (Bernsten et al., 2001; Hoel et al., 
2021; NIA, 2021; Wang et al., 2015).

Medication errors, which can occur at any step of the medication 
use process (prescribing, purchasing, ordering, delivery, storage, prepara-
tion, administration, or monitoring), affect between 16 and 27 percent of 
all nursing home residents (Spinewine et al., 2021). Research shows that 
approximately 40 percent of medication errors occur at care transitions 
(Hughes, 2008; Redmond et al., 2018). Poor communication during these 

1 CMS Requirements for Long-Term Care Facilities—Pharmacy Services, 42 CFR § 483.45 
(2016).

2 Concerns over conflict of interest were raised in relation to cases where pharmacists were 
seen to lack independence from and were thus unduly influenced by pharmaceutical companies 
(Barlas, 2012). Several cases were filed under the whistleblower provisions of the False Claims 
Act alleging that nursing home pharmacies accepted kick-backs from drug manufacturers in 
exchange for prescribing that manufacturers’ prescription drugs (CANHR, 2009; DOJ, 2015). 
Other cases involved a company offering consultant pharmacist services to nursing homes at 
below market value in exchange for the pharmacist prescribing that the drug manufacturer’s 
products (McCrystal et al., 2010). However, the revised rules did not contain any specific 
requirements to address these concerns (Barlas, 2016).

3 An adverse drug event (ADE) is an injury resulting from medical intervention related to a 
drug. This includes medication errors, adverse drug reactions, allergic reactions, and overdoses 
(ODPHP, 2021).
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transitions can also lead to adverse drug events (Branch et al., 2021). Thus, 
ensuring the appropriate use of medications is crucial to ensuring resident 
safety, preventing unnecessary harm, and improving the quality of care in 
nursing homes.

Efforts to improve medication safety involve regular, formal pharma-
cist reviews of medications combined with an enhanced integration of the 
pharmacist with the interdisciplinary care team. One review found that the 
introduction of pharmacists into nursing homes contributed positively to 
reducing the number of drugs taken by nursing home residents (Lee et al., 
2019). Earlier studies revealed that interventions by pharmacists in nursing 
home settings generally reduced inappropriate prescribing and improved 
the knowledge base of nursing home staff (Verrue et al., 2009).

Another initiative targeting medication safety is deprescribing, which 
refers to the process of reducing, discontinuing, or withdrawing of medica-
tions. Deprescribing has been found to have an impact on improved health 
outcomes, reducing the number of potentially inappropriate medications, 
decreasing the number of older people who had falls, and lowering mortal-
ity rates (Kua et al., 2019). Approaches to deprescribing medications that 
are no longer needed or that have more potential for harm than good, in-
clude, for example, efforts to substitute nonpharmacological management 
for psychoactive medications in persons with dementia (O’Mahony et al., 
2014; Sloane et al., 2021; Welsh et al., 2020).

Among the quality improvement strategies focused on medication safety 
are efforts to minimize the adverse effects of potentially inappropriate pre-
scribing, overprescribing, and drug interactions. Approaches to optimize 
prescribing include the development of and adherence to prescribing guide-
lines, such as the Beers criteria4 for potentially inappropriate medication 
use in older persons (American Geriatrics Society, 2019). Other approaches 
include improving communication within the care team and with residents 
and families about medication issues (e.g., potentially inappropriate anti-
biotics) and tailoring medication prescribing to resident characteristics and 
needs (Desai et al., 2011). As one of the four components of age-friendly 
health systems, effective medication management emphasizes the key role of 
regular care plan meetings with the interdisciplinary care team (as discussed 
in Chapter 4) to ensure alignment with “what matters” to the individual 
nursing home residents and their families (Edelman et al., 2021). For a 
nursing home resident’s perspective on medication safety, see Box 6-1.

Health information technology applications such as electronic med-
ication administration records (eMARs) hold the potential to improve 
medication safety—particularly in terms of reducing medication errors—in 
nursing home settings. Such eMARs enable the automatic documentation 

4 For more information, see: https://dcri.org/beers-criteria-medication-list (accessed November 3, 
2021).
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of medication into the EMR. Nursing home settings have not adopted this 
technology as broadly as other health care settings, which may be due to a 
lack of financial support (Spinewine et al., 2021). The integration of eMAR 
with clinical decision support would help to improve the safety of medica-
tion delivery, the tracking of resident’s allergies, and resident’s response to 
medication (Poon et al., 2010; Truitt et al., 2016).

Antipsychotic Medications

A serious patient safety and quality issue in nursing homes is the use of 
antipsychotic medications. Such medications are used to treat mental health 
conditions such schizophrenia. The Food and Drug Administration released 
information about cardiac fatalities in 2005 and issued black box warnings 
about the association of antipsychotic medications with an increased risk of 
death when used to treat elderly patients with dementia-related psychosis 
(Narang et al., 2010).5 The OIG raised concerns about the high use of an-
tipsychotic medications among nursing home residents more than 10 years 
ago, based on an examination of claims for atypical antipsychotic drugs6 

5 Drug companies charged with off-label marketing of antipsychotic drugs for nursing home 
residents paid large penalties in settlements under the False Claims Act. See: https://www. 
justice.gov/opa/pr/johnson-johnson-pay-more-22-billion-resolve-criminal-and-civil-investigations  
(accessed February 16, 2022).

6 Atypical antipsychotics—also known as second-generation antipsychotics and serotonin-
dopamine antagonists—are a type of psychotropic drug that the Food and Drug Adminis-
tration (FDA) has approved to treat medical conditions such as schizophrenia, Tourette’s 
syndrome, Huntington’s disease, and bipolar disorder (OIG, 2021).

BOX 6-1 
Resident Perspective

“I decided to read my medical record for the first time only to discover many 
wrong diagnoses and multiple unnecessary drugs I was getting crushed in apple-
sauce. I had a diagnosis of psychosis for which I was being given Zyprexa and 
Ativan when my hospital discharge summary said ‘No evidence of psychosis.’ I sup-
posedly had a sleep disorder for which Trazadone and Ambien for insomnia were 
prescribed when I’m a night owl who likes to read. I had a diagnosis of pain and 
was being given Oxycodone when I had no pain. I was on insulin for diabetes when 
it turned out my case is so mild I had only to eat differently to have a normal A1C.”

— 78 year-old nursing home resident, MA

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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for nursing home residents. OIG found that nearly 90 percent of claims 
for atypical antipsychotic drugs were associated with a condition listed 
in the black box warning (OIG, 2011). In an effort to advance person-
centered care and promote the use of nonpharmacologic treatments for 
nursing home residents with dementia, CMS launched the National Part-
nership to Improve Dementia Care in Nursing Homes in 2012 (discussed 
in Chapter 4). An initial focus of the Partnership was on reducing use of 
antipsychotic medications for nursing home residents with dementia.

More recently, the OIG conducted an examination of the way in which 
CMS monitors the use of antipsychotic medication use in nursing homes 
(OIG, 2021). CMS uses a quality measure to track the number of long-stay 
nursing home residents who received antipsychotic medication. OIG con-
cluded that CMS’s reliance on nursing homes’ self-reported data through 
the MDS as the only source of information on antipsychotic drug use in 
nursing homes has resulted in an inaccurate measurement of the full extent 
of such medication use. The OIG analyzed Medicare claims and found 
that 5 percent of all Part D beneficiaries who were long-stay residents 
age 65 and older had a Part D claim in 2018 for an antipsychotic medi-
cation, but the MDS did not report those residents as having received an 
antipsychotic drug in the same quarter in which they had a Part D claim 
(OIG, 2021). Moreover, the OIG found that nearly one in three of all 
nursing home residents who had schizophrenia diagnoses documented in 
the MDS did not have any Medicare service claims for that diagnosis—in 
other words, there was no documented evidence that the resident received 
treatment for their schizophrenia diagnosis. Importantly, CMS excludes 
residents with MDS-reported diagnoses of schizophrenia, Huntington’s 
disease or Tourette’s syndrome from inclusion in its quality measure of 
antipsychotic drug use. Finally, the OIG found that even for the residents 
whose antipsychotic drug use was captured in the MDS, the MDS does not 
capture critically important details such as the particular antipsychotic drug 
prescribed, specific dosage and duration of use.

Based on its findings, OIG recommended that CMS take steps to im-
prove the accuracy of MDS reports by developing automatic comparisons 
of Medicare Part D claims and MDS information to identify inconsistencies. 
OIG also recommended that CMS consider supplementing MDS informa-
tion with Part D data to facilitate the effective monitoring of medication 
use in nursing homes (OIG, 2021).

Having an effective EHR system (discussed in Chapter 9) that is highly 
integrated with medication prescribing and administration processes, for 
example, could enable nursing homes to run automated comparisons of 
MDS survey data and pharmacy data (part of Medicare Part D claims), 
which may improve oversight and associated prescribing practices for 
chronic illnesses such as dementia. In the case of nursing home residents 
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with dementia, combining these data sources could improve accuracy of 
identifying cases of dementia, and reduce errors of omission and com-
mission that might result in inappropriate prescribing and administration 
practices for the treatment of nursing home residents with dementia (Lin 
et al., 2010).

Falls Prevention

The prevention of physical injury, including resident harm from falling, 
is a prominent safety issue in nursing home settings, and preventing falls 
is a major focus for quality improvement efforts. Approximately half of 
all nursing home residents fall every year (AHRQ, 2019). Moreover falls 
resulting in significant injury represented nearly 1 out of 10 adverse events 
experienced by Medicare SNF residents (OIG, 2014a). Falls are very com-
mon occurrences in nursing homes due to the high prevalence of gait, bal-
ance, and muscle strength problems among residents (Chang et al., 2010). 
Systematic reviews have identified a number of factors associated with an 
elevated risk of falls, including previous falls, whether a resident uses a cane 
or other assistive walking device, wandering, Parkinson’s disease, dizziness, 
polypharmacy, and the use of sedatives, antipsychotics, or antidepressants 
(Cameron et al., 2018a; Deandrea et al., 2013; Muir et al., 2012). In ad-
dition, residents with cognitive impairment or acute conditions may make 
errors in judgment that lead to falls (Brauner et al., 2018; Fischer et al., 
2014; Meuleners et al., 2016). Thus, falls are associated with a range of 
issues, including medication management, mobility, and the cognitive state 
of the resident (Edelman et al., 2021).

The role of medication in falls has been well studied. A number of drugs, 
aptly referred to as fall-risk increasing drugs, are associated with a significant 
risk of falls. In particular, the use of psychotropic, cardiac and analgesic drugs 
in the older population is associated with higher risk of falls (Leipzig et al., 
1999a; 1999b). A 2009 study analyzed nine unique drug classes: antihyper-
tensive agents, diuretics, β blockers, sedatives and hypnotics, neuroleptics and 
antipsychotics, antidepressants, benzodiazepines, narcotics and nonsteroidal 
anti-inflammatory drugs (Woolcott et al., 2009). The authors presented a sig-
nificant association between falls and the use of sedatives and hypnotics, an-
tidepressants and benzodiazepines, and noted that the use of antidepressants 
had the strongest association with falls. Other drug classes have also been 
associated with an increased fall risk, such as neuroleptics and antipsychotics, 
and nonsteroidal anti-inflammatory drugs (Woolcott et al., 2009). The most 
successful fall-prevention strategies are multifactorial, containing elements 
that address the physical environment, medication prescribing, and physical 
exercise. Successful efforts also include a focus on education and training, 
mobility assistance, balance and strength training, reductions in the number of 
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prescribed medications, and increases in staffing levels (Cameron et al., 2018a; 
Clemson et al., 2012; Vlaeyen al., 2015; Leland et al., 2012). The Agency for 
Healthcare Research and Quality developed an interdisciplinary falls manage-
ment program to reduce falls in nursing homes.7

Efficacy trials have demonstrated that multicomponent interventions 
can reduce the occurrence of falls by as much as one-third. Fall-reduction 
rates in clinical practice, however, are much lower (Gulka et al., 2020). It 
is important to recognize that falls in the nursing home setting might be 
associated with positive changes, such as increased mobility as a result of 
physical therapy and a resident’s ability to get up and walk around rather 
than being confined to a bed or a chair. This increased resident autonomy, 
which can be viewed as an improvement in the resident’s quality of life, can 
at the same time increase the resident’s risk of falling. Thus, the occurrence 
of a fall in a nursing home setting may not necessarily be an indicator of 
poor care, but rather a reflection of the high-risk status of the population, 
coupled with the importance of promoting independence among residents 
with the goal of improving quality of life (Cameron et al., 2018b). Certain 
videogame-based exercises show promise in contributing to reducing the 
risk of falling in nursing home settings. Such exercises work to enhance 
older adults’ gait, balance, and overall physical performance (Bateni, 2012; 
Lee et al., 2019; Tay et al., 2018).

Preventing Elder Abuse in the Nursing Home Setting

Despite these protections enshrined in federal legislation, elder abuse 
in nursing homes continues to represent a serious threat to residents’ safety 
and quality of life. Though a standard or universal definition of elder abuse 
does not exist (Braaten and Malmedal, 2017), the Centers for Medicare & 
Medicaid Studies (CMS) defines abuse as

the willful infliction of injury, unreasonable confinement, intimidation, or 
punishment with resulting physical harm, pain or mental anguish. Abuse 
also includes the deprivation by an individual, including a caretaker, of 
goods or services that are necessary to attain or maintain physical, mental 
and psychosocial well-being.8,9

7 For access to the AHRQ Fall Program, see: https://www.ahrq.gov/patient-safety/settings/
long-term-care/resource/injuries/fallspx/man1.html (accessed February 7, 2022).

8 CMS Survey and Certification of Long-Term Care Facilities—Definitions, 42 CFR § 488.301 
(2017).

9 Other definitions are found in the literature. For example, according to the Centers for 
Disease Control and Prevention, “Elder abuse is an intentional act or failure to act that causes 
or creates a risk of harm to an older adult. An older adult is someone age 60 or older. The 
abuse often occurs at the hands of a caregiver or a person the elder trusts” (CDC, 2021).
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Elder abuse can take many forms, including physical, psychological, 
financial, sexual, and spiritual abuse10 as well as neglect. In the nursing 
home setting, abuse of residents can be perpetrated by staff, family members, 
or other residents (Myhre et al., 2020; NCEA, 2021a).

The Nursing Home Reform Act of 1987, passed as part of the Omnibus 
Budget Reconciliation Act of 1987 (OBRA 87), established quality-of-life 
rights for nursing home residents, including freedom from abuse, mistreat-
ment, and neglect and the ability to voice grievances without fear of discrimi-
nation or reprisal (Wiener et al., 2007). Physical restraints, the use of which 
had previously been common in nursing homes, were allowed only under very 
narrow circumstances, and strict requirements were established limiting the 
amount of time that residents could be restrained.11 OBRA 87 also expanded 
the rights of nursing home residents to communicate with regulators and 
specified that residents have access to a state long-term care ombudsman.12

As emphasized throughout this report, many nursing home residents 
have physical or mental impairments, and their dependency on others for 
care amplifies their vulnerability to abuse (Braaten and Malmedal, 2017; 
Lindbloom et al., 2007). Older adults with Alzheimer’s disease and related 
dementias (ADRD) represent a growing share of the nursing home popu-
lation and, given their cognitive impairments, are at even greater risk for 
abuse. Moreover, ADRD can also lead to behavior that may be aggressive 
and challenging for nursing home staff to manage, which may in turn lead 
to incidents of abuse of residents by staff (Berridge et al., 2019; Braaten and 
Malmedal, 2017; IOM and NRC, 2014; Myhre et al., 2020).

Although staff use of physical restraints on residents has significantly 
declined since OBRA 87, nursing home staff use psychotropic medications 
to control the symptoms of certain diseases. According to Human Rights 
Watch, U.S. nursing facilities administer antipsychotic medications to thou-
sands of residents, most of whom have Alzheimer’s disease or some other 
form of dementia with associated symptoms such as agitation, restless-
ness, and aggression. Not only do these residents not have a diagnosis for 
which these drugs are approved for use, but antipsychotic drugs are very 

10 An element of elder abuse, spiritual abuse refers to efforts to intimidate, pressure or 
control a person using religion, faith or beliefs. Examples include using scripture or beliefs 
to humiliate a person, and force a person into doing things (e.g., giving money) against their 
will, or not allowing residents to attend religious ceremonies.

11 The series of reforms included the requirement that nursing home residents have “the right 
to be free” from physical and chemical restraints not required to treat their medical symptoms. 
Viewed as harmful to residents’ health and quality of life, the restraints used included physical 
restraints such as hand mitts, vests that tie residents to chairs or beds, and restrictive chairs 
that limit mobility as well as chemical restraints such as psychoactive drugs used to affect a 
resident’s mood and behavior (OIG, 2019).

12 Specifically, OBRA 87 mandated that nursing facility residents have “direct and immediate 
access to ombudspersons when protection and advocacy services become necessary.”
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dangerous for older people with dementia, significantly increasing their 
risk of heart problems, infections, and falls. These drugs are often given to 
residents without their consent (HRW, 2018). Moreover, research indicates 
that nursing homes are diagnosing residents as having schizophrenia to 
justify the use of antipsychotic drugs to render residents more compliant. 
An investigation of Medicare data by the New York Times found that the 
percentage of nursing home residents diagnosed with schizophrenia has 
risen 70 percent since 2012. Currently, one in nine nursing home residents 
have a diagnosis of schizophrenia (Thomas et al. 2021). Thus, there is in-
creasing concern that while physical restraints may no longer be in use in 
nursing home settings, they have been replaced by chemical restraints and 
that the use of such medications without the resident’s consent constitutes 
a form of abuse (HRW, 2018).

Other medical conditions common among nursing home residents can 
cause agitation, confusion, and aggression and thus increase the risk of abuse 
of residents by staff (Braaten and Malmedal, 2017). Finally, not only is the 
population aging, but it is becoming increasingly diverse. Little is known, 
however, about racial or ethnic differences in elder abuse. Available evidence 
points to a significantly higher prevalence of financial and psychological 
abuse in African American adults than in white adults (Dong et al., 2014).

Scope of Abuse in Nursing Homes

Abuse in the nursing home setting could take a variety of forms, in-
cluding physical neglect and depriving residents of their dignity (e.g., not 
changing their dirty clothes); limiting their choice over daily activities; 
intentionally providing inadequate care (e.g., neglecting to change their 
position to avoid pressure sores); and physical, psychological/emotional, 
sexual, and financial abuse. Research on the prevalence of abuse of resi-
dents in nursing home settings is limited, and studies often yield very dif-
ferent prevalence estimates.

Yon et al. conducted a systematic review and meta-analysis of self-
reports of abuse by nursing home residents. According to the study’s 
estimates, psychological abuse was the most common, with one-third of 
respondents reporting incidents of psychological abuse. The next most 
common forms of abuse were physical abuse (14 percent), financial abuse 
(14 percent),13 and neglect (nearly 12 percent) (Yon et al., 2019). The lived 
experience of one nursing home resident is found in Box 6-2 below.

13 Examples of financial abuse in the nursing home setting include forging a resident’s sig-
nature, cashing resident’s checks without permission, theft or misuse of a resident’s funds or 
possessions, and forcing a resident to sign financial documents (Nursing Home Abuse Guide, 
2021).
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Staff are not the only perpetrators of abuse in nursing homes. One 
study of more than 2,000 residents in 10 nursing homes revealed that 
20 percent of residents experienced at least one incidence of resident to 
resident abuse over the course of one month (Lachs et al., 2016; see also 
Lachs et al., 2021). Moreover, while the subject has received less attention, 
research reveals the pervasive nature of resident-to-staff aggression in nurs-
ing homes, particularly aggression against CNAs, who provide most of the 
direct care to and interact most closely with residents (Brophy et al., 2019; 
Lachs et al., 2013). A study of nursing home staff found that 15.6 percent of 
residents had exhibited aggressive behaviors toward staff during a 2-week 
period. Though verbal abuse (e.g., being screamed at) was the most preva-
lent, physical abuse of staff was common (Lachs et al., 2013). Resident to 
staff aggression may be due to a number of factors, ranging from resident 
frustration and aggravation to resident response to aggressive behavior or 
maltreatment by staff (Lachs et al., 2013). Resident abuse of staff may in 
turn lead staff to abuse and neglect residents as a reaction to, or out of frus-
tration with, residents’ aggressive behavior, thus fueling a dangerous cycle 
of abuse. Staff who experience abuse may also feel higher levels of burnout, 
helplessness, self-doubt, and loneliness (Isaksson et al., 2009; Kristiansen et 
al., 2006) or react by avoiding contact with aggressive residents, which may 
result in a negative impact on the quality of care they receive (Lachs et al., 
2013). One study found significant relationships among abuse and such 
factors as number of staff, workplace strain and stress (Gates et al., 2003).

Research indicates that the prevalence of abuse (regardless of perpe-
trator) in nursing homes is significantly underestimated (Pillemer et al., 
2016) and that many incidents of abuse are not reported (Storey, 2020). 
Nursing home residents may fear retaliation if they report abuse, may be 

BOX 6-2 
Resident Perspective

“There was one case where a CNA repeatedly and viciously verbally abused 
me. My administrator did not respond to my requests for assistance in this matter, 
so I filed a complaint with the MA Disabled Persons Protection Commission and 
I called the police.

Now this CNA is not allowed on my unit at all.”

— 78 year-old nursing home resident, MA

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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embarrassed or ashamed to report the incident, or may be unable to re-
port abuse due to physical or cognitive impairments (Baker et al., 2016; 
Lindbloom, 2007). Moreover, conditions typically associated with abuse, 
such as being withdrawn and uncommunicative, may be easy to conflate 
with the common symptoms of dementia (Dong et al., 2014). Similarly, 
staff may not report abuse by residents out of concern about losing their 
job (Lachs et al., 2013).

Elder abuse is often unnoticed, ignored, and disregarded by nursing 
home staff. For example, one study of sexual abuse against older nursing 
home residents involved focus groups with nursing home staff. Interviews 
revealed that the staff found it difficult to imagine that acts of sexual abuse 
against nursing home residents could actually take place, which in turn 
made it very difficult for them to believe that any such abuse had actu-
ally happened. Such perceptions by staff makes it more challenging to not 
only discover abuse, but adds to the residents’ feeling of vulnerability and 
heightens their hesitancy to report abuse, based on the fear they will not 
be believed (Iversen et al., 2015). A 2015 literature review on the state of 
knowledge of sexual abuse against nursing home residents revealed that 
both older women and men were victims of sexual abuse, which was per-
petrated primarily by nursing home staff and other residents. The study 
emphasized the need for further research and called for effective reporting 
systems as one important component of a broader approach to addressing 
sexual abuse against older persons (Malmedal et al., 2015).

Sexual abuse allegations are not tracked on a national or state level as 
they are often not categorized apart from other forms of abuse. An analy-
sis of inspection reports by CNN revealed that more than 1,000 nursing 
homes had been cited for mishandling or failing to prevent sexual assault 
and sexual abuse cases between 2013 and 2016; many facilities received 
multiple citations over the time period (Ellis and Hicken, 2017). Ongoing 
media reports and congressional testimony underscore the urgency of ad-
dressing sexual abuse in nursing homes (Fedschun, 2019; U.S. Congress, 
2019).

Oversight of Elder Abuse in Nursing Homes

Federal, state, and local agencies as well as individual nursing homes all 
have a role to play in oversight and investigation of elder abuse in nursing 
homes. CMS regulations stipulate the specific processes for the reporting 
and investigation of incidents of abuse. Nursing homes are required to 
ensure that abuse is reported to state survey agencies; these agencies are in 
turn required to report incidents to CMS (see Table 6-1). Certain individu-
als (including nursing home owners, operators and employees) are required 
by law to immediately report any incident to the state survey agency as well 
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TABLE 6-1 Reporting and Investigating Elder Abuse in Nursing Homes

NursiNg Homes state survey ageNcy

Reporting Abuse

Nursing homes must ensure 
that allegations of elder abuse 
are reported to the state survey 
agency immediately.

If the allegation involves serious 
bodily injury, nursing homes 
must report it no later than 
2 hours after the allegation is 
made. If the incident does not 
involve serious bodily injuries, 
it must be reported within 
24 hours.

Federal law requires certain 
covered individuals at the 
nursing homes to report 
incidents immediately to law 
enforcement in addition to the 
state survey agency if there is 
a reasonable suspicion that 
a crime has occurred. Such 
covered individuals include 
nursing home owners, operators, 
and employees.

State survey agencies must report to the Centers for 
Medicare & Medicaid Services (CMS) all complaints 
and certain facility-reported incidents of abuse through 
a computer-based complaint and incident tracking 
system.

State survey agencies must immediately alert CMS 
regional offices when an especially significant or 
sensitive incident occurs that attracts public or broad 
media attention.

State survey agencies are required to enter into CMS’s 
tracking system all complaint information gathered 
as part of the agency’s federal survey and certification 
responsibilities, as well as all facility-reported incidents 
that require a federal onsite survey.

There is no federal requirement for state survey 
agencies to notify law enforcement until the state 
survey agency has substantiated a suspected crime. 
The U.S. Government Accountability Office (GAO) 
found that this led to delays in referring suspected 
crime to law enforcement. In an effort to avoid such 
delays, GAO recommended that CMS require state 
survey agencies to refer any suspected crime to law 
enforcement immediately.

Investigating Abuse

CMS requires nursing homes 
to have written policies and 
procedures for conducting 
internal investigations of 
suspected elder abuse.

CMS requires nursing homes 
to submit findings from these 
investigations to the state survey 
agency within 5 business days of 
the incident.

CMS requires state survey agencies to assess reports 
of elder abuse in nursing homes and assign a priority 
investigation status based on the seriousness of the 
allegations:
Immediate jeopardy requires the agency to start onsite 
investigation within 2 business days of receipt.
Non-immediate jeopardy high priority requires onsite 
investigation within 10 days of prioritization.
Non-immediate jeopardy medium requires onsite survey 
to be scheduled (no time frame specified).
Non-immediate jeopardy low requires investigation 
during the next survey.

Federal law requires nursing 
homes to establish policies for 
ensuring that law enforcement 
is notified of elder abuse that 
occurs in their facilities.

CMS policy requires state survey agencies to notify law 
enforcement of substantiated findings of elder abuse 
that occur in nursing homes.

SOURCE: GAO, 2019a.
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as to law enforcement if there is a reasonable suspicion that a crime has 
been committed (GAO, 2019a).14

Additionally, other state and local agencies may be involved in investi-
gating abuse in nursing homes. Each state has an adult protective services 
(APS) program. APS jurisdiction and standards of practice vary from state to 
state. State and local APS work closely with local law enforcement if crimi-
nal abuse is suspected (Ramsey-Klawsnik, 2018). CMS regulations give the 
nursing home survey agency primary jurisdiction for allegations of abuse of 
residents by staff, resident-to-resident abuse, and abuse of staff by residents 
in nursing homes.15 In contrast, APS has jurisdiction in cases where someone 
from outside the facility committed abuse against a resident, such as a family 
member who might commit abuse during a visit (Ramsey-Klawsnik, 2018).

As an indication of increased concern about elder abuse in nursing 
homes, the U.S. Government Accountability Office (GAO) and the Office 
of the Inspector General (OIG) at the U.S. Department of Health and Hu-
man Services have released a number of investigative reports over the past 
several years (GAO, 2019a,b,c; OIG, 2019). GAO’s investigations revealed 
that the number of abuse deficiencies in nursing homes cited by state survey 
agencies more than doubled (from 430 to 875) between 2013 and 2017, 
with the most common form of abuse being physical and mental or verbal 
abuse. The increasing number and severity of abuse amplifies concerns 
about the safety of nursing home residents (GAO, 2019a).

GAO recommended that CMS develop guidance on abuse information 
that nursing homes should self-report and require state survey agencies to 
submit data on abuse and perpetrator type (GAO, 2019c). GAO also rec-
ommended that actions be taken to refer incidents of abuse to law enforce-
ment in a timely manner; to track abuse referrals; to clarify that evidence 
exists to support the allegation of abuse; and to share information with 
law enforcement.

The OIG analyzed high-risk hospital emergency room Medicare claims 
for treatment and found that one in five claims were due to potential abuse 
or neglect of nursing home residents (OIG, 2019). OIG’s analysis revealed 
significant failures within each step of the process, showing that nursing 
homes had failed to report many instances of abuse or neglect to the state 
survey agencies and that several survey agencies had failed to report abuse 
to local law enforcement.

14 Mandated reporting laws for elder abuse require individuals such as nursing home staff, 
doctors, and nurses—referred to as “mandated reporters”—to contact authorities about any 
concerns related to elder abuse. Laws in eight states require any person who suspects elder 
abuse to report it to authorities (Nursing Home Abuse Justice, 2021).

15 CMS Requirements for Long-Term Care Facilities—Resident Rights, 42 CFR § 483.10 
(2016).
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To address the breakdown of reporting at every level, OIG recom-
mended that CMS work with survey agencies to improve training on how 
to identify and report incidents of potential abuse and neglect of nursing 
home residents and to work to enhance existing guidance with examples 
of incidents of potential abuse and neglect (OIG, 2019). OIG also recom-
mended that CMS require state survey agencies to record and track all inci-
dents of potential abuse and neglect in nursing homes and referrals made to 
local law enforcement and other agencies. Finally, OIG recommended that 
CMS monitor the survey agencies’ reporting of findings of substantiated 
abuse to local law enforcement.

CMS’ quality reporting system, Care Compare (see Chapter 3), includes 
an alert icon to help potential residents and their families gain a better 
understanding of the quality of care provided by specific nursing homes, 
including citations for resident abuse.16

Preventing Elder Abuse

Elder abuse in general, and particularly in the nursing home setting, 
is not well understood or recognized. Research on elder abuse in nursing 
homes is still in its early stages, particularly compared with other forms of 
interpersonal violence (Lindbloom, 2007; Myhre, 2020; Yon et al., 2019). 
The nature, origins, and causes of abuse in nursing homes are associated 
with a complex web of personal, social, and organizational factors (Myhre 
et al., 2020). Research focused on recognizing and detecting abuse as well 
as research on strategies to address and prevent abuse of nursing home 
residents are both limited (Braaten and Malmedal, 2017; Myhre et al., 
2020). In particular, research is needed in order to be able to better design 
intervention strategies and approaches and to clearly establish the linkages 
between intervention activities and changes in the prevalence of elder abuse 
(Baker et al., 2016; Kennedy and Will, 2021; Shen et al., 2021).

Nursing homes can be challenging places to work, with staff citing 
workforce shortages and time pressures as the key sources of stress (Brophy 
et al., 2019). Research reveals that staff who self-report that they have 
abused a nursing home resident characterize themselves as “emotionally 
exhausted” (Yon et al., 2019). Thus it is important to focus on staffing and 
staff competence as part of elder abuse prevention strategies. This includes 
training on identifying abuse and risk factors, effective communication 

16 Consumer organizations have been quick to warn consumers that “the absence of an abuse 
icon on Nursing Home Compare does not necessarily indicate the absence of abuse,” noting, 
“Federal reports over the last few decades have documented that state survey agencies (health 
inspectors) have missed problems and failed to cite violations. Moreover, violations indicating 
the existence of abuse or potential abuse may be cited under other federal tags, resulting in 
their exclusion from this initiative” (CMA, 2019).
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and teamwork, creating a work environment that encourages and supports 
openness and discussion of challenges, and implementation of a person-
centered care approach (Braaten and Malmedal, 2017).

Improvement strategies derived from the culture change model for 
nursing homes (see Chapter 4 and later in this chapter) have been pro-
posed as effective approaches to reduce elder abuse in nursing homes. 
Characterized by the core elements of staff empowerment, consistent staff 
assignment, resident-directed care and activities, decentralized decision 
making and the creation of home-like living environments, culture change 
is viewed as an effective approach for promoting the safety of residents 
(Berridge et al., 2019). The delivery of person-centered care, a hallmark of 
the model, can ensure that the residents feels seen and recognized by staff 
as a person (rather than staff focusing on their medical condition or disease 
state), which can help support stronger bonds between staff and residents 
(Braaten and Malmedal, 2017).

Successful approaches to intervening in resident abuse incidents, par-
ticularly resident-to-resident aggression, include the development of inter-
professional protocols with clinical staff in the nursing home for dealing 
with such situations (Bonifas, 2015). Research has shown that nurse–social 
work collaborative teams are an effective staffing approach with which to 
address elder abuse (Bonifas, 2015). Preventive measures to reduce resident-
to-resident aggression include preadmission screening for aggressive be-
haviors, the development of a person-centered approach to providing care 
based on the screening assessment, and an intentional (in other words, non-
random) approach to roommate selection (Bonifas, 2015). Other potential 
approaches to reducing elder abuse include consistent assignment (discussed 
in Chapter 5), which involves a resident receiving care from the same nurs-
ing assistants, who would know the resident well and be more aware of any 
changes in condition that might be related to potential instances of abuse.

Interventions designed to address residents’ aggressive behavior toward 
staff include training programs such as Bathing Without a Battle, which has 
been found to be an effective means of improving the bathing experience 
of residents with dementia in nursing homes (Gozalo et al., 2014). Other 
interventions include creating awareness on the part of staff as to which 
residents should not interact during mealtimes or activities; distraction of 
residents who show escalating aggression; and mediating disagreements 
among residents to ensure they do not lead to aggressive behavior. Further 
study is needed to prevent resident abuse of staff and the negative impact 
on resident and staff safety, job satisfaction, morale, and turnover (Lachs 
et al., 2013).

One potential intervention to detect and prevent elder abuse that has 
become increasingly common is the deployment of surveillance cameras 
in nursing homes. Seven states have enacted legislation to permit private 
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individuals to use cameras in residents’ room in nursing homes, and other 
states have proposed similar legislation (Levy et al., 2019). The use of cam-
eras carries with it serious ethical concerns and risks to residents as well 
as nursing home staff members. For residents, concerns include the impact 
on residents’ privacy and dignity, whereas for staff the concerns focus on 
whether cameras may undermine workers’ sense of being responsible for 
the residents (Levy et al., 2019).

Despite enactment of legislation allowing the use of cameras and the 
associated ethical and legal concerns (e.g., privacy, dignity), research is lim-
ited as to the prevalence, efficacy, or effects of the use of cameras in nursing 
homes (Berridge et al., 2019). Nursing homes are at the same time places of 
work and places where people live, and as such they “are a complex space 
for regulating privacy because they are simultaneously public and private 
spaces” (Berridge et al., 2019).

Elder abuse prevention strategies need to include efforts on a broad 
societal level using public awareness campaigns to elevate the importance 
of understanding and recognizing the dangers of elder abuse. World Elder 
Abuse Awareness Day, for example, is recognized internationally and serves 
as a global platform to call attention to the problem (NCEA, 2021b). 
Another public awareness effort is the National Council on Elder Abuse’s 
Reframing Elder Abuse Project.17

It is clear that a constellation of measures will be needed to combat 
elder abuse. These range from high-quality research to identify the most 
effective prevention strategies to staff training and education about effec-
tive clinical interventions, the implementation of the culture change model 
for nursing homes, and creating public awareness of the problem of elder 
abuse more broadly.

Care Transitions

Many nursing home residents have multiple, complex medical condi-
tions and require transitions between the nursing home and the hospital. 
Poor communication between nursing homes and hospitals is one of the key 
barriers to safe and effective care transitions (Gillespie et al., 2010). Nine 
out of ten nursing home residents arrive in the emergency department (ED) 
missing critical patient information—such as medication lists and reason for 
transfer to the ED—necessary to provide safe and efficient care (Terrell and 
Miller, 2006). Poor quality communication has also been shown to impact 
resident care when residents are discharged from the hospital with poor 
quality information about ED diagnosis, tests and treatments provided and 

17 For more information, see: https://ncea.acl.gov/resources/reframing.aspx (accessed 
November 3, 2021).
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treatment recommendations (Terrell and Miller, 2006). Missing, inaccurate 
or conflicting information is a key barrier to effective transitions between 
nursing homes and hospitals, which contribute to the risk of rehospitaliza-
tion and inappropriate care for residents (King et al., 2013).

Research highlights the importance of high quality communication 
among health care professionals including effective use of EHRs as well as 
in-person communication to facilitate care transitions (Scott et al., 2017). 
The use of EHRs in nursing homes is discussed further in Chapter 9 of this 
report.

Infection Control

A major patient safety concern in nursing homes is infections, with 
nearly 2 million infections occurring in nursing homes each year (Mody 
et al., 2015; Montoya et al., 2016; Strausbaugh and Joseph, 2000). Urinary 
tract infection (UTI) is one of the most common infections among nursing 
home residents, with many UTI associated with the use of catheters (Mody 
et al., 2017; Dwyer et al., 2013). Diagnoses of UTI among nursing home 
residents present specific challenges as older adults with a UTI may show 
signs of confusion or agitation rather than pain (Wegerer, 2017). This is 
particularly problematic for nursing home residents with dementia as signs 
of confusion and agitation may be interpreted to be related to their de-
mentia or advanced age rather than an indication of a UTI (D’Agata et al., 
2013; Hodgson et al., 2011). Moreover, many illnesses present with similar 
symptoms to UTI and residents with dementia may not be able to verbalize 
their symptoms. These challenges often lead to diagnostic errors as well as 
misuse of antimicrobials (D’Agata et al., 2013; Mitchell, 2021).

CMS expanded infection control conditions for nursing homes in its 
updated 2016 requirements.18 Existing and updated federal requirements 
were designed to address a broad range of issues in nursing homes, includ-
ing strict infection control needs during food preparation, housekeeping, 
and daily care; influenza prophylaxis, surveillance, and response; norovirus 
prevention and response; Clostridioides difficile detection and response; 
surveillance for rare but potentially deadly outbreaks such as legionella 
pneumonia and Candida auris; potentially inappropriate overuse of antibi-
otics for such diagnoses as viral bronchitis and asymptomatic bacteriuria; 
and the growing prevalence of colonization with and infection by multi-
drug resistant organisms (Jump et al., 2018; Montoya and Mody, 2011; 
Strausbaugh et al., 2003).

18 CMS Requirements for Long Term Care Facilities—Infection Control, 42 CFR § 483.80 
(2016).
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Lack of Expertise in Infection Control Practices

Infection control has been a longstanding requirement of nursing homes 
and an area in which many shortcomings were noted by state survey agen-
cies well in advance of the COVID-19 pandemic. Among the new 2016 
federal requirements, which were to be implemented over a 2-year period 
(2017–2019), nursing homes were directed to initiate antibiotic stewardship 
programs; develop policies and procedures related to identification, report-
ing, investigation, and control of communicable diseases and infections 
among residents, staff, and visitors; and employ a staff member who is an 
infection preventionist CMS and CDC developed a free on-line training 
program for infection preventionists in March 2019 to assist nursing homes 
to prepare for this new staff position (CMS, 2019a). (See Chapter 5 for 
discussion of the infection preventionist role in nursing homes).

Given the relatively recent implementation of the new requirements, 
most nursing homes were unprepared to deal with the wave of infections 
from the novel coronavirus. Studies found that nearly 75 percent of facili-
ties did not have adequate staffing or infection control measures in place 
prior to the pandemic (Chapman and Harrington, 2020; Geng et al., 2019). 
Indeed, the GAO found that 82 percent of nursing homes had deficiencies 
in infection prevention and control between 2013 and 2017; infection pre-
vention and control was the most common reason for deficiencies cited by 
nursing home surveyors prior to the pandemic. Moreover, approximately 
two-thirds of nursing homes with infection prevention and control defi-
ciencies had been cited multiple times (GAO, 2020).A 2020 Kaiser Health 
News analysis found that even among five-star facilities (see Chapter 3 for 
more on the CMS star rating system), 4 in 10 have been cited for infection 
control deficiencies (Rau, 2020).

The COVID-19 pandemic was unprecedented in scope and over-
whelmed all sectors of the health care system. Nursing homes have increas-
ingly been identified as high-risk settings for the transmission of infectious 
diseases, and this was confirmed by the devastating impact of the pandemic. 
The extremely high mortality levels among nursing home residents and 
staff during the early phases of the public health emergency underscored 
the extent to which the lack of robust infection prevention and control 
programs rendered nursing homes extremely vulnerable in the face of a 
highly transmissible novel pathogen (Andersen et al., 2021). High rates of 
transmission of the virus were facilitated by the composition of the resident 
population, which included large numbers of chronically ill, often immuno-
compromised individuals as well as the physical design of nursing homes: 
congregate living in multiple-occupancy rooms and with multiple-user bath-
rooms. Moreover, residents are brought together regularly for congregate 
indoor meals and activities, and multiple staff have very close contact with 
residents multiple times a day (Ouslander and Grabowski, 2020).
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The pandemic revealed that there was a significant lack of the expertise 
and experience in infection control practices necessary to limit the intro-
duction and spread of the coronavirus within nursing homes. While nurs-
ing homes are required to assign an individual staff member to infection 
control, this was not typically a full-time position; persons with infection 
control responsibilities had many other responsibilities as well (Andersen 
et al., 2021).19 Efforts to isolate or group those infected or quarantine those 
exposed were often delayed or inadequate and sometimes non-existent, re-
sulting in rapid spread of the virus throughout facilities (Blain et al., 2020; 
Giri et al., 2021).

During the early phases of the pandemic, nursing homes’ attempts to 
contain the spread of the SARS-CoV-2 virus occurred against the backdrop 
of a lack of prioritization of nursing homes in federal and state responses 
to the pandemic (Laxton et al., 2020). While CMS, the Centers for Disease 
Control and Prevention (CDC), state departments of health and human 
services, and provider organizations issued infection-control guidance, the 
volume and frequently changing nature of the guidance posed significant 
challenges to nursing home administrators and directors of nursing who 
struggled to interpret, keep up with, and adapt to the latest guidance. Qual-
ity improvement organizations have historically lacked both the resources 
and the expertise to provide assistance to nursing homes to address qual-
ity problems, which was made clear during the pandemic (GAO, 2007; 
Harrington et al., 2017; IOM, 1986; Laxton et al., 2020; Musumeci and 
Chidambaram, 2020; Spanko, 2020). Assistance often came instead from 
either local hospital-affiliated health systems or from county or state health 
departments (Laxton et al., 2021).

The federal government, states and localities deployed strike teams20 
and, in some cases, the National Guard, to provide assistance to nurs-
ing homes to handle infection prevention and control (Andersen et al., 
2021; CMS, 2021). In addition, the Institute for Healthcare Improvement,21 
PHI,22 and the Agency for Healthcare Research and Quality’s Nursing 
Home COVID-19 Action Network23 provided useful resources to bolster 

19 CMS Requirements for Long Term Care Facilities—Infection Control, 42 CFR § 483.80 
(2016).

20 Federal strike teams deployed nationally to assist nursing homes with significant 
COVID-19 outbreaks consisted of infection prevention specialists, epidemiologists, Public 
Health Service officers from CDC, CMS, and the Office of the Assistant Secretary of Health, 
while local and state public health officials joined when available. In addition, a number of 
states created state strike teams to provide support to nursing homes (Andersen et al., 2021).

21 For more information, see: http://www.ihi.org/Topics/COVID-19/Pages/default.aspx 
(accessed November 3, 2021).

22 For more information, see: https://phinational.org/ (accessed November 3, 2021).
23 For more information, see: https://www.ahrq.gov/nursing-home/index.html (accessed 

November 3, 2021).
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nursing homes’ responses to the pandemic. The CDC published guidance 
on antibiotic stewardship (CDC, 2020) and developed a 20-hour training 
course for infection preventionists (CDC Train, 2020).

Inadequate Supply of PPE

Adequate access to personal protective equipment (PPE)—including 
masks, gowns, goggles, gloves and hand sanitizer—did not exist early in the 
pandemic (McGarry et al., 2020). In addition, nursing home staff were not 
adequately trained in the appropriate use of PPE. Staff had not been fit-tested 
for use of N95 respirators or trained in their appropriate use, nor were they 
trained in the correct donning and doffing of PPE, including gowns, gloves, 
and respirators or masks, or in which PPE to use in which situations (Denny-
Brown et al., 2020; GAO, 2020). One report indicated that as late as August 
2020, shortages of PPE, including N95 respirators and medical gowns, had 
actually intensified rather than diminished. Nearly half of all nursing homes 
reported that they has less than a week’s supply of at least one type of PPE 
at some point between May and August 2020. A week’s supply of PPE is 
considered the minimum acceptable amount and less than that is considered 
a “critical shortage”; however, during a major infectious disease outbreak, a 
nursing home can use up that limited supply in a day or two and should ide-
ally have access to much more (Murray and Friedman, 2020). Another study 
also found more than one in five nursing homes reported severe PPE short-
ages of less than a one-week supply, in July 2020 (McGarry et al., 2020). 
The severe shortages represented “an extremely limited capacity to respond 
to a COVID-19 outbreak” (McGarry et al., 2020, p.1813). The CMS coro-
navirus commission recommended that nursing homes procure and sustain a 
3-month supply of PPE, working with federal and state agencies to ensure ad-
equate supply of PPE for nursing homes (MITRE, 2020).One nursing home 
resident’s perspective on the impact of PPE shortages is provided in Box 6-3.

BOX 6-3 
Resident Perspective

“During the early phase of the coronavirus pandemic our 11–7 shift staff were 
unable to get needed PPE to protect themselves because of our administrator’s 
rigid policy that staff had to go to her office to sign for it. Myself and other residents 
were being neglected, as CNAs were afraid to provide care without PPE.”

— 78 year-old nursing home resident, MA

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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Access to Testing and Timeliness of Results

Early in the epidemic, when availability of testing was very limited, 
nursing homes depended on symptom screening of staff and residents to 
protect residents from infection. Unfortunately, symptom screening alone 
did not identify many of those who were infected and able to transmit the 
virus. The testing of staff was as important as testing of residents. Staff 
often were exposed to people infected with the virus in the community, 
because of their the need to use public or shared transportation, because 
their low wages often led them to work more than one job, and because 
they and others near them were unable to self-isolate and work from home 
by the very nature of their jobs (Denny-Brown et al., 2020; Shen, 2020; 
True et al., 2020).

Another factor that contributed to the rapid transmission of the virus 
in nursing home settings was the delay in recognizing the importance of 
asymptomatic infection in disease transmission, with early reports claim-
ing that there was little or no asymptomatic transmission of the virus 
(CNBC, 2020). It has now been well documented that asymptomatic or 
pre-symptomatic infection was often the way the virus was introduced into, 
and spread within, nursing homes. Overall, inadequate access to testing 
for COVID-19 to identify those infected, either residents or staff, whether 
symptomatic or asymptomatic, limited nursing homes’ ability to effectively 
contain the spread of the virus (Ouslander and Grabowski, 2020). The 
amount of time between COVID -19 testing and results proved to be a 
significant issue during the pandemic. According to one study, six months 
after the first COVID cases in U.S. nursing homes, less than 15 percent of 
staff and 10 percent of residents experienced a test turnaround time of less 
than one day (McGarry et al., 2021). Timeliness of receipt of test results is 
critical to containing the viral spread in both nursing homes and the com-
munity (McGarry et al., 2021).

Lockdown of Facilities as Infection Control Response

In an effort to protect residents and staff, in March 2020, CMS directed 
nursing homes to severely limit or not allow any visitation from family 
members and loved ones, with a significant impact on residents in the form 
of social isolation and loneliness (discussed in chapters 2 and 8). The impor-
tance of telehealth and other technologies to help combat social isolation 
among nursing home residents is discussed in Chapter 9). Moreover, many 
families of nursing home residents found communication of information 
concerning COVID-19 infections in the facilities to be inadequate (Hado 
and Feinberg, 2020; HRW, 2021; National Consumer Voice, 2021). Some 
states have considered ways to ensure that such isolation does not occur in 
future public health emergencies (Jaffe, 2021).
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One strategy to strengthen infection control in nursing homes in the 
future would be to address the training requirements and accountability 
of nursing home infection preventionists as specified in the 2016 updated 
requirements (Stone et al., 2018). Other potential strategies include en-
couraging nursing homes to form alliances with hospital-based infectious 
diseases specialists; strengthening infection and antibiotic reporting re-
quirements, including having regular feedback comparing performances 
of nursing homes with their peers and requiring influenza and coronavirus 
immunizations for staff (Pugh, 2020); and requiring an increased role for 
local and state health departments in assisting with nursing home infection 
control (CMS and CDC, 2020; Laxton et al., 2020).

NURSING HOME EMERGENCY PLANNING, 
PREPAREDNESS, AND RESPONSE

Another vital safety-related challenge for nursing homes that was re-
vealed in the starkest of terms during the pandemic is planning, preparing, 
and implementing an effective response to a wide array of public health 
emergencies to protect residents from harm while also ensuring that resi-
dents are cared for during and after an emergency (Powell et al., 2012). 
The 2016 CMS Medicare and Medicaid requirements for participation 
(discussed in more detail in Chapter 8) require long-term care facilities to 
maintain a comprehensive emergency preparedness program, based on a 
thorough risk assessment, with written policies and procedures in place spe-
cific to their population.24 Additionally, regulations expanded emergency 
plan requirements to consider items such as sewage disposal, supplies, 
emergency lighting, and evacuation procedures with a resident/staff track-
ing system, and more.25 Beyond having such written plans in place, nursing 
home staff need to review and audit the plans on a regular basis to ensure 
that the plans are robust, that nursing home staff can locate supplies, and 
that there is accurate documentation of participation in emergency manage-
ment planning discussions and exercises.

Frequent life-threatening events ranging from the COVID-19 pandemic 
to weather-related disasters such as hurricanes, tornadoes, floods, and 
wildfires clearly underscore the urgent need for nursing homes to plan and 
prepare for a broad range of public health emergencies. Weather-related 
emergencies with their associated damage resulting from strong winds 
and flooding have had a devastating impact on the staff and residents of 
nursing homes and resulted in higher rates of morbidity, mortality, and 

24 CMS Requirements for Long Term Care Facilities—Emergency Preparedness, 42 CFR 
§ 483.73 (2016).

25 Ibid.
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hospitalization than among other members of the community (Lane and 
McGrady, 2018). Thus it is essential for nursing homes to prepare for seri-
ous weather events most likely to occur in the part of the United States in 
which they are located, (i.e., hurricanes on the East Coast, tornados in the 
mid-West and South, severe snowstorms in the West and mid-West, floods 
in sites near rivers and lakes, and drought-fueled wildfires on the West 
Coast).

Although evacuation is a significant risk for nursing home residents, 
who tend to be frail, have multiple medical conditions, and become disori-
ented in new surroundings, evacuation may still be necessary when disasters 
pose an immediate risk to a facility and its residents (Brown et al., 2012; 
Cacchione et al., 2011). Experience during disasters such as hurricanes 
Katrina, Sandy and Ida, for example, revealed that nursing home facilities 
often lacked clear guidance for evacuation procedures, despite calls by 
experts to develop flexible planning and protocols (IOM, 2012; Powell 
et al., 2012). Nursing homes house distinct vulnerable populations, such 
as those with cognitive impairments, vision and hearing impairments, and 
disabilities, which require specific evacuation planning considerations (Hyer 
et al., 2010; IOM, 2012).

Research emphasizes the importance of nursing home staff training 
in psychological first aid (PFA) and general emergency preparedness. Lo-
cal emergency management’s review of nursing home facilities’ emergency 
plans has also been found to be critical. One study indicated that nursing 
homes may consider including some residents in emergency preparedness 
staff training efforts (Pierce et al., 2017).

Studies have noted that during disasters and emergencies the emphasis 
is on physical safety and provision of medical care, and not on nursing 
home residents’ mental health needs. PFA was developed in response to 
residents’ needs immediately following a disaster to reduce distress and 
promote residents’ ability to function. PFA does not require a highly trained 
licensed mental health provider, and nursing home staff could be trained to 
provide such care (Brown et al., 2009). The availability of PFA operating 
manuals for nursing home staff has contributed to the broad application 
of PFA as an effective tool for disaster intervention (Wang et al., 2021).

Including Nursing Homes in Federal Emergency 
Preparedness and Response

The Federal Emergency Management Agency (FEMA), an agency of the 
U.S. Department of Homeland Security, is responsible for the coordination 
of federal government resources to ensure that communities are prepared 
for, and capable of effectively responding to, disasters (FEMA, 2021). To 
facilitate coordination of resources, FEMA created the National Response 
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Framework (NRF), which provides an overarching organizational structure 
for 15 emergency support functions (ESFs) ranging from transportation and 
communication, firefighting, and search and rescue to public safety and se-
curity. The ESFs specify the most critical resources and capabilities needed 
to respond to a national emergency (FEMA, 2020).

ESF 8 includes specific considerations related to public health and 
medical services in the context of federal emergency support, and it which 
provides a mechanism for the coordination of federal assistance to sup-
port state, tribal, and local officials in response to a disaster, emergency, or 
incident that may lead to a public health, medical, behavioral, or human 
service emergency (FEMA, 2016a). ESF 8 outlines the federal government’s 
role in coordinating public health infrastructure and health care delivery to 
minimize or prevent health emergencies. HHS coordinates ESF 8 through 
the Assistant Secretary for Preparedness and Response (ASPR). Core func-
tions that ESF #8 supports include:26

• Public information and warning (e.g., coordinating public health 
messaging);

• Critical transportation (e.g., resources to assist the movement of 
at-risk/medically fragile populations to shelter areas);

• Mass care services (e.g., technical expertise and guidance on the 
public health issues of the medical needs population, advocacy 
services, etc.); and

• Public health, health care, and emergency medical services (e.g., 
health surveillance, triage in the event of a health care surge, assess-
ment of the public health needs of a health care system or facility, 
technical assistance, etc.) (FEMA, 2016a).

In addition, ESF 15—external affairs—requires government, community 
organizations, and private sector authorities to provide accurate, coordi-
nated, timely, and accessible information necessary to develop, coordinate, 
and deliver messages in the event of an emergency to affected audiences, 
including the media and local populations. The Department of Homeland 
Security (DHS) works closely with the Department of Health and Human 
Services (HHS) as the respective leads for ESF 8 and ESF 15 during a public 
health emergency (FEMA, 2016b).27

The key focus of ESF 8 is on supporting the response to public health 
and medical disasters. For example, resources for patient care during pub-
lic health and medical emergencies are directed to “support pre-hospital 

26 For a complete list of the core capabilities of ESF 8, see FEMA (2016a).
27 For a complete list of core capabilities of ESF 15, see FEMA (2016b).
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triage and treatment, inpatient hospital care, outpatient services, behav-
ioral healthcare, medical-needs sheltering, pharmacy services, and dental 
care to victims with acute injury/illnesses or those who suffer from chronic 
illnesses/conditions” (FEMA, 2016a). ESF 8, however, does not specify 
nursing homes among the list of facilities, nor does it designate nursing 
home residents and staff as a specific vulnerable population. Similarly, ESF 
15 also does not specifically include residents of nursing homes in the list 
of community members (FEMA, 2016b). Clarification of nursing homes in 
the list of community members is particularly relevant given the inclusion of 
behavioral health care among the list of services, in light of the prevalence 
of behavioral health needs among nursing home residents (discussed in 
Chapter 4) and the importance of providing PFA to nursing home residents 
in the aftermath of an emergency, as discussed above.

The devastating impact of the COVID-19 on nursing home staff and 
residents described above demonstrates the urgent need to explicitly ensure 
that nursing long-term care settings such as nursing homes are included in 
the broad range of emergency planning, preparedness, and response activi-
ties for health care settings similar to what is done for acute-care settings. 
In order to ensure the same level of preparedness and response accorded 
other health care settings, it is critical to include nursing homes explicitly in 
federal emergency response protocols, such as ESF 8 and ESF 15.

Partnering with Local and State Emergency 
Management and Public Health

As discussed above, nursing homes have not been well integrated into 
federal planning and response efforts. For example, a lack of federal-state 
integration left individual states responsible for PPE distribution resulting 
in wide variation in the prioritization and inclusion of nursing homes to 
receive supplies (Abbasi, 2020; Cohen et al., 2020; McGarry et al., 2020; 
Murray and Friedman, 2020). This is also the case for state and local di-
saster planning and response efforts (Hyer et al., 2010). A federal program, 
the Hospital Preparedness Program (HPP),28 directed by ASPR provides fi-
nancial support to states, localities, and territories to develop regional coali-
tions of health care organizations that collaborate on emergency planning, 
preparedness, and response. Regional coalitions are required to include 
at least two acute care hospitals, emergency medical services, emergency 
management, and public health agencies. On average, nearly 90 percent 
of hospitals belonged to a health care coalition in 2017; in 17 states every 

28 See: https://www.phe.gov/Preparedness/planning/hpp/Pages/default.aspx (accessed 
February 4, 2022).
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hospital was a member of a coalition. An OIG report called on ASPR to 
encourage those who receive HPP funding to “prioritize exercises for com-
munities and health care coalitions that include hospitals, long-term care 
facilities, EMS, emergency management, public health, and other essential 
partners” (OIG, 2014b, p. 22).

Improved coordination with emergency management officials across 
all levels could enhance the effectiveness of nursing home emergency plan-
ning and preparedness (Lane and McGrady, 2016). It is essential that 
nursing homes be included in state and local emergency planning sessions 
and drills. Ideally, these state and local agencies would have staff members 
with expertise, knowledge, and training in long-term care populations and 
programs. Forging effective partnerships with local emergency management 
is particularly critical to establishing evacuation standards, plans, sites, and 
routes as well as ensuring that the nursing home facility is aware of the 
most up-to-date state and local emergency planning regulations (Andersen 
et al., 2021; Casey et al., 2020; Lane and McGrady, 2016, 2018; OIG, 
2012; U.S. Senate Committee on Finance, 2018).

In addition to coordinating with emergency management for disaster 
planning, preparedness, and response, nursing home emergency planning 
efforts should be integrated with those of local public health and local 
health care facilities for infection control, the need for which was made 
clear during the COVID-19 pandemic (Andersen et al., 2021; Powell et al., 
2012). State and local public health departments including State Health 
Department Healthcare-Associated Infection (HAI) programs first estab-
lished in 2009 serve as vital partners for providing technical assistance, 
education, and training to nursing homes on infection prevention and 
control (Andersen et al., 2021). Moreover, as discussed above, shortages 
of essential supplies such as PPE for nursing homes during the pandemic 
underscores the importance of ensuring nursing homes are included in 
federal and state emergency planning, preparedness and response measures 
and initiatives.

Public health plays other key roles during emergencies, providing nec-
essary resources as well as essential expertise concerning food safety, envi-
ronmental protection, and infection control. Health care facilities will be 
stressed during emergency events and thus limited in their ability to care 
for additional patients. Nursing home planning and preparedness efforts 
therefore need to be closely coordinated with those of public health depart-
ments, health and social care organizations, and other health care facilities 
and emergency services. In this way, an integrated network of care among 
hospitals, nursing homes, and local and state community services can be 
established to ensure that nursing home residents’ health care needs can be 
met during emergencies (Harnett et al., 2020).
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THE PHYSICAL ENVIRONMENT

The physical environment of the nursing home plays a crucial role in 
supporting resident health and function, promoting quality of life, enabling 
staff to provide needed care, and supporting family satisfaction (Wood 
et al., 2020). Due to the unique dual role of nursing homes as places to live 
as well as sites in which care is provided, increased attention is being paid 
to ways to create a nursing home environment that is more like home rather 
than a health care institution in which people also happen to live (van Hoof 
et al., 2016a). Indeed, the degree to which residents feel at home may be 
critical to the success of providing person-centered care and may contribute 
to the overall quality of care in nursing homes (Edvardsson et al., 2010; van 
Zadelhoff et al., 2011). Moreover, COVID-19, with its associated disease 
incidence and visitor/group gathering restrictions, has underlined the im-
portance of the particular design of the nursing home physical environment 
for resident well-being and quality of life (Anderson et al., 2020).

Key elements of the physical nursing home environment include 
sensory-related elements such as light, sound, odor, and touch; air flow 
and temperature control; environmental aspects specifically related to per-
sonal care provision and staff function; the building’s overall design; room 
layout and configuration; and indoor and outdoor spaces. These aspects of 
the physical environment are important to consider in constructing, reno-
vating, and evaluating nursing homes and in planning the nursing home of 
the future, and are discussed further below.

Sensory-Related Elements of the Physical Environment

It is through the senses of sight, hearing, smell, taste, and touch that 
one experiences and communicates with the world. Those experiences 
can be pleasant or unpleasant, depending on how sensory stimulation is 
provided and regulated. Many nursing home residents have limitations or 
needs related to one or more senses, and those needs will vary depending 
on the individual. Therefore, support for positive sensory perception and 
minimization of unpleasant sensory experiences are critical elements of 
quality nursing home environments, as summarized in Table 6-2 below.

Building Layout

Many nursing homes were developed using design features adapted 
from hospitals constructed in the 1960s and 1970s (Eijkelenboom et al., 
2017; Schwarz, 1997). These features, which include large units with long 
corridors, large activity and dining spaces, shared rooms and bathrooms, 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

330 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

TABLE 6-2 Importance of Sensory Perceptions in the Nursing Home Setting

Sense Key Issues to Consider for Sensory Perceptions in the Nursing Home Setting

Sight Lighting design issues in nursing homes are complex because common aging 
changes in the eye cause older persons to need higher light intensities, while 
at the same time they are also more sensitive to glare and to differences in the 
consistency of lighting. For this reason, lighting design must take many factors 
into consideration, including:

The use of indirect rather than direct lighting sources, including overhead 
illumination and diffusers for skylights.

The promotion of evenness of lighting within rooms, such as by having daylight 
sources from more than one side of a room, to achieve a ratio no larger than 3:1 
from lightest to darkest areas of a room.

Adequate illumination in bedroom task areas for reading.

Design features and policies that reduce glare, for example, from shiny floor 
surfaces and lighting fixtures.

Full-spectrum bright light during the day (ideally by exposure to direct or 
indirect sunlight) to entrain circadian systems, improving sleep and possibly 
relieving depression.

Motion-activated systems to provide illumination for nighttime activity, including 
trips to the bathroom, thereby helping promote safety and prevent falls.

Sound Most nursing home residents have some degree of hearing loss, including 
aging-related changes that impair speech discrimination and increase sensitivity 
to background noise. Noise is common in many nursing homes, due to 
environmental factors such as poor sound absorbency of surfaces; loud sounds 
generated by staff communication, meal service, housekeeping, and maintenance; 
resident vocalization; electronic systems such as televisions, radios, and 
computers; and alarms. Unwanted noise can reduce sleep and increase agitation, 
and desired sounds (such as personalized music) can enhance the quality of life.

Issues to consider in providing optimal sound stimulation include:

Smaller nursing home functional units, such as wards and common areas, as 
noise increases with the number of residents and staff.

Private bedrooms, which eliminate distracting sounds of roommates and their care.

Noise-absorbent materials on walls and ceilings of common rooms and hallways.

Policies and procedures that limit loud staff communication.

Use of headphones or other personal communication/listening devices by 
residents with significant hearing impairment when individualized activities, 
including resident-staff communication, take place in common areas.

Touch Many nursing home residents have mobility issues that confine them largely 
or wholly to beds and chairs, often resulting in them remaining in the same 
place for hours or longer. In addition, conditions such as advanced dementia, 
visual impairment, and hearing loss mean that awareness of the immediate 
environment is mainly by touch. Many residents with significant mobility 
limitations are unable to reposition themselves when they are uncomfortable, 
placing them at risk not only for chronic discomfort but also for skin breakdown 
and pressure ulcers. Among the issues to consider are:

Different individuals can have widely different preferences in terms of ambient 
temperature; individual room thermostats are an important element of person-
centered care.

Continued
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TABLE 6-2 Continued

Sense Key Issues to Consider for Sensory Perceptions in the Nursing Home Setting

Bed, wheelchair, and other seating surfaces play an important role in a resident’s 
physical comfort. Cushioning designed to provide comfort, facilitate positioning, 
and prevent pressure ulcers are essential for persons with mobility limitations.

Exposure to sunlight, soft blankets, pets (if desired), and other pleasant and 
stimulating tactile sensations can add to a resident’s quality of life.

Smell The reduction and elimination of noxious odors is an elementary element of 
nursing home quality. Beyond the absence of negative odors, environmental 
quality should provide access to pleasantly stimulating odors as well. 
Examples include:

Cooking-related odors, such as bread baking or brewing coffee.

Fresh flowers.

Aromatherapy with scents that have been associated with positive impact on 
mood, such as lavender in relieving anxiety.

SOURCES: Dichter et al., 2021; Donelli, 2019; Figueiro, 2014; Forbes et al., 2014; Hickman et al., 2007; 
Joosse, 2011; Martin and Ancoli-Israel, 2008; Meyer et al., 1992; Riemersma-van der Lek et al., 2008; 
Schnelle et al., 1999; Sloane et al., 2002, 2007a; Wu et al., 2015.

and lack of ready access to outdoors (Brawley, 2005; Eijkelenboom et 
al., 2017), are now considered to be detrimental to the residents’ quality 
of life, infection control, and effective staff function in caring for nurs-
ing home residents. Newer evidence and experience-based principles of 
environmental design for older persons have led to the identification of 
a range of best practices for optimal nursing home design, which are de-
scribed below.

Air Flow and Filtration

The COVID-19 pandemic has led to building designers giving much 
greater consideration to the role that air flow and filtration can play in 
minimizing the cross-contamination of aerosolized droplets that can occur 
through stagnation in public areas and transmission through ventilation 
systems. Moreover, there is a greater interest in filtration systems that can 
capture and eliminate aerosolized viral particles from circulation.

The need to care for residents with active, airborne/droplet infections 
such as COVID-19 in the nursing home setting has raised the possibility 
of mandating that nursing homes have some negative pressure rooms, 
with separate systems to ventilate air outdoors to the facility roof. Lessons 
learned through the COVID-19 experience underscore the importance of 
incorporating new air circulation standards in future nursing home de-
sign, (Lynch and Goring, 2020; Reiling et al., 2008; TROPOS, 2020). 
Consideration should also be given to the use of air cleaners with upper-
room ultraviolet (UV) disinfection and air purifiers with High-efficiency 
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particulate absorbing (HEPA) filters as an additional measures, though with 
the understanding that such purifiers cannot replace the supply of fresh air 
(University of Nebraska–Lincoln, 2021; TROPOS, 2020).

Facilitation of Staff Activity

The design of a nursing home and its care settings should also consider 
issues related to staff convenience and function, such as ensuring ready 
access to supplies by locating supply closets close to areas where the sup-
plies will be used and by placing personalized resident supplies and, when 
possible, medications, in locked cabinets in resident rooms. In addition, the 
design layout should include attention to incorporating enhanced infection 
control practices (e.g., accessible handwashing stations for staff that are 
integrated with workflow and the use of bacterial resistant surfaces and 
improved waste disposal). Furthermore, it is important to design bathing 
areas that facilitate resident transfer and care, prevent infection, keep resi-
dents warm, and do not overheat staff (Sloane et al., 1995, 2007b). More-
over, resident monitoring devices, such as motion sensors in bedrooms, 
are important possibilities to consider as a way to facilitate staff activity 
(Woodbridge et al., 2018).

Access to Outdoors

Ready access to safe, stimulating outdoor space is important to resi-
dents’ health and quality of life, but most nursing homes do not provide 
this amenity (Cutler and Kane, 2006). The average nursing home resident 
spends little if any time outdoors, even in good weather, despite evidence 
that exposure to sunlight can raise vitamin D levels, promote better sleep, 
and improve one’s mood (van den Berg, 2019). Well-designed outdoor 
spaces provide opportunity for activities that promote dignity and impor-
tant personal expression for many older persons (Connell et al., 2007; 
Martin and Ancoli-Israel, 2008; Sandvoll, 2020). Barriers to the use of 
outdoor space include the non-therapeutic design of many outdoor spaces, 
difficult access to the outdoors, the need for most residents to have staff 
or family assistance when they are outdoors, and the need for staff to plan 
and conduct or monitor activities outdoors. For nursing homes located in 
areas where the weather presents a barrier to outdoor activities, interior 
designs should include windows, not only to ensure a sufficient amount 
of natural light, but also to enable residents to experience the outdoors 
visually.

Given the important association between access to the outdoors and 
residents’ health, the thoughtful design of outdoor space is an important ele-
ment of nursing home planning, construction, and use (van den Berg, 2019). 
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Important elements of outdoor space design for nursing homes to consider 
include:

• One outdoor area for each functional unit of the nursing home, 
both for infection control and to facilitate the oversight of residents;

• Ready access to outdoor space on the ground level, without locks or 
thresholds, and with easy doorway visibility for residents and ability of 
staff to monitor the activity of residents for staff from common areas;

• Security by way of a safe, visually appealing barrier at the limits of 
the area;

• Circular paths to facilitate movement;
• Plantings that are visually pleasant, provide visual and olfactory 

stimulation, and are non-poisonous;
• Areas that provide sun and areas that provide shade, with seating 

availability in each; and
• Opportunities for visual stimulation and activity, such as raised 

and ground-level gardens, bird feeders, whirligigs, and space for 
outdoor games (van den Berg, 2019; Wrublowsky, 2018).

Private Rooms and Bathrooms

Having one’s own private bedroom and bathroom is important for ad-
dressing nursing home residents’ needs such as privacy, dignity, relationship 
considerations (e.g., family visitation), and sensory control (e.g., temperature 
and television noise). It also provides private space for personal expression 
(e.g., a resident’s own furniture and mementos or intimate interactions) 
(Calkins and Cassella, 2007; Nygaard et al., 2020; van Hoof, 2016b). A 
large body of research has demonstrated the benefits of single occupancy 
rooms in terms of patient safety, effectiveness and quality of care, and pro-
motion of person-centered care. Private rooms have been shown to reduce 
the risk of acquiring and spreading infections in hospital settings (Chaudhury 
et al., 2004; Cohen et al., 2017; Munier-Marion et al., 2016; Stiller et al., 
2016; Zhu et al., 2022). Research also shows that single rooms are associ-
ated with improved sleep patterns and reduced agitation in people with 
dementia, fewer medication errors and fewer adverse outcomes in hospitals 
(Silow-Carroll et al., 2021). Moreover, research has revealed higher resident 
satisfaction and family preference for single occupancy rooms (Nakrem 
et al., 2013; Nguyen et al., 2002; Reid et al., 2015). Overall, the benefits of 
private rooms include: shorter hospital stays, greater privacy for the patient, 
reduced noise levels and traffic in and out of patient’s rooms, contributing 
to reduced stress on the part of patients, and provides space for family 
members to visit and support the individual’s healing process (Chaudhury 
et al., 2004). A family member’s perspective is captured in Box 6-4 below.
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Moreover, it is clear from the COVID-19 experience and from research 
on colonization by multi-drug-resistant bacteria that private rooms and 
bathrooms promote infection control (Mody et al., 2021; Brown et al., 
2021; Siegel et al., 2017). On the other hand, a limited number of nursing 
home residents will prefer to share a bedroom, for example, with a spouse, 
partner, or close friend. Therefore, while it is better for the residents if most 
nursing home rooms and bathrooms are private, reserving a small number 
of double-occupancy rooms for those who prefer to share a room is im-
portant. For a family member’s perspective on the importance of having a 
private room, see Box 6-5.

BOX 6-5 
Resident and Family Perspective

“Everyone should be able to have the choice of a private room, not just 
residents who might qualify for Medicare coverage of their stay or people who are 
paying privately. We should all put ourselves in the place of residents and imagine 
what it would be like to live in half of a room with a stranger in the other half. Last 
evening I was talking with a friend who’s searching for the right college for her 
son. That 17 year-old gets more choice in who he lives with and the availability of 
preferred meals and access to enriching activity than an 80-year old grandmother 
gets in a nursing home.”

— Beverly Laubert

This quote was collected from the committee’s public webinar on January 26, 
2021.

BOX 6-4 
Family Member Perspective

“. . . my mother was in a private nursing home for three months recuperating 
from a broken hip. This home had no private rooms. Her roommate was an obese 
woman who lived in her bed, lifted by hoist to be moved for bathing and hygiene. 
The roommate had no visitors and therefore had the television on every waking 
moment. My mother didn’t watch television.”

— Daughter and caregiver of two parents who suffered  
from dementia and needed nursing home care.

This quote was collected from the committee’s online call for resident, family 
and nursing home staff perspectives.
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Impact of the COVID-19 Pandemic and 
Physical Design of Nursing Homes

The devastating impact of the COVID-19 pandemic on nursing homes, 
combined with the specific ways in which the physical design of nursing 
homes facilitated the spread of the virus, has renewed interest in alterna-
tive nursing home designs (Sabatino and Harrington, 2021). Many of the 
recommended features of updated physical environments take into account 
the factors discussed in the preceding sections of this chapter, including ex-
panded resident living spaces with private rooms and bathrooms, improved 
ventilation and air circulation, and outdoor areas and room to exercise, 
along with other physical, environmental and safety features to improve 
quality of life for residents (Anderson et al., 2020).

Indeed, the lessons learned during the COVID-19 pandemic, particu-
larly the key factors that contributed to the spread of the virus in nursing 
home settings, are critical to anyone reimaging nursing homes for the fu-
ture (see Box 6-6). Central among these factors was the size of the nursing 
home facility. In 2019 the median capacity of a nursing home facility was 
100 beds, although average facility size varied significantly by geographic 
location as well as by ownership type (Sabatino and Harrington, 2021; 
MedPAC, 2021). Research has shown nursing home size to be a major 
predictor of infection rates (Abrams et al., 2020; Figueroa et al., 2020; 
Harrington et al., 2020; Stall et al., 2020).

Another key factor related to density in facilities is room sharing; most 
nursing home residents live multi-occupancy rooms, with two to four beds 
per room and shared bathrooms. Multi-occupancy rooms are standard in 
nursing homes, as Medicare and Medicaid will only pay for semi-private 
rooms; residents who want a single room must pay private rates (CMS, 
2019b).29 Reducing the density of all resident spaces with spacious living 
areas and more single-occupancy rooms (even without reducing total capac-
ity and size) has been shown to reduce transmission of infectious diseases, 
such as COVID-19 (Zhu et al., 2022).

Innovative Physical Design of Nursing Homes

This chapter has discussed key safety and environmental aspects that 
influence nursing home quality of care and which have a direct impact on 
residents’ quality of life. The culture in nursing homes has long mirrored an 
acute-care model in terms of its esthetics, restrictions, and medical focus. 
Many residents, however, prefer a model that is less institutional and more 

29 CMS Requirements for Long-Term Care Facilities—Admission, Transfer, and Discharge 
Rights, 42 CFR § 483.15 (2016).
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reflective of the homes in which they once lived, which commonly includes 
private rooms and bathrooms (Roubein, 2021; Waters, 2021). Small-scale30 
nursing home environments eliminate disorienting long corridors and large 
public spaces, reduce unpleasant noise, create a more “homelike” feel, and 
can promote staff cohesion (Abrams et al., 2020; Kane et al., 2007; Passini 

30 Though there is no formal definition of what constitutes a small nursing home, a common 
limit is 20 or fewer residents (Sabatino and Harrington, 2021).

BOX 6-6 
COVID-19 Pandemic and the Nursing Home Environment

A number of factors related to the typical nursing home design and layout 
contributed to the widespread devastating impact of COVID-19 on nursing home 
residents, including:

• The closed nursing home environment (Figueroa et al., 2020; Yurkofsky 
and Ouslander, 2021),

• The communal nature of nursing home life, including shared dining and 
common areas (Figueroa et al., 2020; Yurkofsky and Ouslander, 2021),

• Shared resident rooms (Brown et al., 2021),
• The intimate nature of nursing home care, which prevents social distanc-

ing (Thompson et al., 2020),
• The number of low-wage staff, especially nursing assistants, who work 

in more than one facility (Chen et al., 2021),
• Challenges with residents, such as those with dementia, who have 

difficulty adhering to social distancing and universal masking policies 
(Thompson et al., 2020; Yurkofsky and Ouslander, 2021), and

• Older nursing home layouts, which severely limited options to safely 
isolate residents who were either infected or suspected of having been 
in contact with an infected person or to quarantine newly admitted resi-
dents in dedicated areas separate from other residents. (Andersen et al., 
2021)

The 2020 CMS coronavirus commission included a number of recommen-
dations related to the nursing home physical environment (MITRE, 2020). These 
included:

• Identify short-term facility designs to address immediate risks (e.g., 
changes in heating, ventilation, and air conditioning systems and single 
room occupancy)

• Establish a national forum to share best practices on how to best use 
physical space

• Establish a commission to identify long-term priorities and funding to re-
design nursing homes (separate wings for cohorting, separate entrances 
and exits, separate bathrooms and break areas, etc.).
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et al., 2000; Waters, 2021). Key features in the small household model of 
nursing home care are depicted in Figure 6-1.

Interest in reconfiguring large, institution-like traditional nursing homes 
as smaller, more home-like settings is not new; innovative approaches such 
as the Eden Alternative31 and the Green House Project32 have been around 
for more than 25 years in this country. As discussed in Chapter 4, creating 
a more home-like atmosphere is a key element of the culture change move-
ment in nursing homes. For one family member’s perspective on a more 
home-like atmosphere for nursing homes, see Box 6-7.

Small-scale home-like environments have been developed in other na-
tions, such as the Netherlands, Denmark, and Norway (de Boer et al., 2018; 
Kane et al., 2007; Rabig et al. 2006; Regnier, 2018; Verbeek et al., 2009; 

31 For more information, see: https://www.edenalt.org (accessed December 2, 2021).
32 For more information, see: https://thegreenhouseproject.org (accessed December 2, 2021).

FIGURE 6-1 Generic floor plan of a household model nursing home with 11 single 
bedrooms.
SOURCE: Anderson et al., 2020.
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Waters, 2021), as well as “clustered neighborhood designs” where groups 
of 8–12 residents have their own rooms yet share living and dining space 
(Eijkelenboom et al., 2017). Other innovative approaches include nursing 
home models in the Netherlands that serve to bring together both ends of 
the age spectrum through a combination of child care and long-term care 
(Werner et al., 2020).

Another example of an alternate approach to traditional nursing home 
care that has been in place for nearly 20 years is TigerPlace. Launched 
in 200433 as a state demonstration project, TigerPlace was designed to 
maximize older adults’ independence and function throughout the end of 
life (Lane et al., 2019; Rantz et al., 2008, 2014a).34 Though the main ser-
vice provided is housing (meals, housekeeping, and maintenance are 
also included), interdisciplinary professional health care team members 
(e.g., full-time registered nurses, social workers, licensed practical nurses, 
certified nursing assistants, and consulting advanced practice registered 
nurse faculty) provide services to residents. TigerPlace was designed as 
a “living laboratory” for research and development of a wide range of 

33 The passage of state legislation in 1999 and 2001 enabled a facility with apartments to be 
built to nursing home standards, licensed as an intermediate care facility (facilitating the use of 
long-term care insurances by residents). TigerPlace operates as independent housing through 
waivers granted to enable its innovative approach to providing services to older adults.

34 A public–private partnership was formed with Americare Systems, Inc., which built, owns, 
and operates the housing component, with the care delivery provided by a home health agency 
of the Sinclair School of Nursing, University of Missouri. For more information, see: https://
agingmo.com/tiger-place-institute (accessed December 3, 2021).

BOX 6-7 
Family Perspective

“When my widowed mother needed to transfer to a nursing home, I knew 
enough to make sure it was a non-profit facility. We were fortunate to find one, 
owned and operated by a coalition of churches, and in my opinion, as good 
as it gets for those needing to live in a nursing home. They applied the Eden 
Alternative philosophy, had many design features that made for a home-like 
atmosphere.”

— Daughter and caregiver of two parents with  
dementia who needed nursing home care

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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interdisciplinary innovations, such as evaluation of aging in place and of 
the effectiveness of care coordination (Rantz, et al., 2014b, 2015); the 
development of technology to enhance aging independently (Mishra et al., 
2020; Rantz et al., 2005); environmental sensors to detect early illness, 
automated fall risk, and fall detection (Skubic et al., 2015; Stone et al., 
2015; Su et al., 2018); electronic health record data mining (Popejoy et al., 
2015; Mishra et al., 2020), longitudinal functional health and cost-of-
care measurement (Rantz et al., 2011, 2014a); social and engagement or 
other research activities of interest to older adults, faculty, and students 
(Demiris, et al., 2008, 2009; Galambos et al., 2013, 2019). Evaluations 
of TigerPlace have consistently shown that residents and families prefer 
TigerPlace’s innovative approach. Financial analyses reveal that the total 
cost of care (beginning at the point when residents would qualify for nurs-
ing home placement through the end of life) is less than traditional care 
(Rantz et al., 2011; 2014a).

Redesigning Nursing Home Environments to Support Quality Care

As noted above, a number of innovative models reflect the preference 
for less institutional, more homelike settings, including Green House homes. 
Launched in 2003 with initial funding from the Robert Wood Johnson 
Foundation,35 a total of approximately 300 independently owned Green 
House homes operate in 32 states and serve approximately 3,200 older 
adults. The large majority of Green House homes—more than 80 percent—
are owned by nonprofit companies (Waters, 2021).

Research has identified the benefits of the Green House model as 
including higher quality of life, lower Medicare spending, and reduced 
staff turnover as compared with traditional nursing homes (Green House 
Project, 2012; Waters, 2021). Studies have found that, compared with 
traditional nursing home residents, those living in Green House homes 
had lower rates of hospitalization, and were 45 percent less likely to need 
catheters, 38 percent less likely to have pressure ulcers, and 16 percent 
less likely to be bedridden (Zimmerman et al., 2016). Earlier studies 
demonstrated that residents and families were more satisfied with Green 
Homes than traditional nursing homes (Kane et al., 2007; Lum et al., 
2008).

Despite the positive impact they have on a range of resident health 
outcome measures and the enhanced quality of life they provide, Green 
Houses represent less than 2 percent of all nursing homes and provide care 
to less than 1 percent of all nursing home residents. A significant limiting 

35 RWJF awarded the Green House Project a five-year, $10 million grant to pay for technical 
assistance, support for architects, and evaluations (Waters, 2021).
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factor is their relatively high costs of construction and operation compared 
with traditional nursing homes. Although costs vary by location, daily rates 
in Green Houses range from approximately $250 to $500 per day. Medic-
aid reimbursement rates for nursing home care vary by state (discussed in 
Chapter 7), but overall, given the higher costs of Green Houses relative to 
other nursing home settings, residents tend to be primarily white, middle or 
upper-income private paying individuals. This raises equity concerns about 
the ability of individuals on Medicaid to access high-quality care such as 
that provided in Green House settings (Waters, 2021).

The pandemic highlighted another benefit of the Green Home model 
in that nursing homes using this model had significantly lower rates of 
coronavirus infection. The infection rates in large traditional nursing homes 
(with 50 or more residents) were nine times higher than the rates in Green 
Home nursing homes. The median mortality rates in Green Houses was 24 
for every 100 COVID-19 cases, as compared with 80 per 100 cases in small 
traditional homes and 53 per 100 cases in large traditional nursing homes. 
The lower rates of COVID-19 cases and mortality among Green House 
residents were likely due to residents having private rooms and to the fact 
that fewer people live and work in Green Houses than in traditional nursing 
homes (Zimmerman et al., 2021).

A range of incentives and supports will be needed to facilitate the shift 
to smaller, more home-like designs for nursing homes with features that 
would enhance patient safety by lessening the impact of a future public 
health emergency, while improving resident quality of life. Transition to a 
new model of care will require significant financial investment by the U.S. 
Congress, as well as a number of regulatory changes, including allowing 
Medicare and Medicaid to pay for private rooms for residents; private 
rooms are currently only paid for by CMS if deemed medically necessary 
(CMS, 2019b).

Federal agencies such as the U.S. Department of Housing and Urban 
Development (HUD), the Internal Revenue Service, and CMS could help 
promote the development of smaller nursing homes with private rooms 
by providing incentives for new construction of smaller homes or reno-
vations for smaller units within larger homes (Sabatino and Harrington, 
2021). An existing source of financing assistance to support rehabilitation 
or construction of smaller nursing home facilities is HUD’s Section 232 
program, which guarantees mortgages of nearly 2,400 nursing homes 
across the country.36 HUD has been criticized however, for inadequate 
oversight of the program and for discontinuing its physical inspections 
of nursing homes that received HUD-backed mortgages, many of which 

36 See: https://www.hud.gov/program_offices/housing/mfh/progdesc/procsec232_223f 
( accessed February 7, 2022).
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have received one or two-star ratings under CMS Five Star rating system 
(Goldstein and Gebeloff, 2019). The U.S. Department of Agriculture oper-
ates a loan program to provide affordable financing to develop essential 
community facilities in rural areas of the country. Funding can be used to 
purchase, build or improve community facilities, which include nursing 
homes.37

Clearly, the COVID-19 pandemic has served as the catalyst under-
scoring the urgency of transforming the nursing home built environment 
(Werner et al., 2020). The design of nursing homes going forward will need 
to take into account all the myriad factors discussed in this chapter in order 
to ensure the highest quality of life for residents and to answer resident, 
family, and staff safety concerns—on a daily basis as well as in times of 
future public health emergencies. Such necessary changes will require a col-
laborative approach that brings together health care leaders, nursing home 
architects and builders, state and federal agencies, and local communities 
(Anderson et al., 2020).

KEY FINDINGS AND CONCLUSIONS

• Resident safety is a key aspect of quality of care in nursing homes. 
Because of the dual role of nursing homes as care settings as well 
as places to live, nursing homes must balance resident safety with 
resident autonomy and quality of life.

• Even before the pandemic, infection control issues were the most 
common reason for citation deficiencies by nursing home surveyors.

• Nursing homes are not well integrated into federal, state, county, 
and local emergency management planning, preparedness and 
response.

• Nursing home emergency management needs to be conducted in 
partnership with state and local emergency management depart-
ments as well as with local public health and health care facilities.

• The physical environment of the nursing home plays a large and 
important role in supporting or inhibiting resident function and in 
promoting or detracting from residents’ quality of life. This became 
particularly evident during the COVID-19 pandemic.

• Features such as large units, long corridors, massive activity and 
dining spaces, shared rooms and bathrooms, and a lack of ready 
access to outdoor areas are now considered to be detrimental 
to resident quality of life, infection control, and effective staff 
function.

37 See: https://www.rd.usda.gov/programs-services/community-facilities/community-facilities- 
direct-loan-grant-program (accessed February 7, 2022).
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• Small nursing homes had fewer COVID-19 infections and lower 
mortality compared with nursing homes with 50 or more beds.

• Research demonstrates the positive impact of single occupancy 
rooms and private bathrooms on resident health, safety and qual-
ity of life. However, CMS does not reimburse for private rooms in 
nursing homes other than in cases of medical necessity.

• COVID-19 affected high-quality nursing homes as well as low-
quality nursing homes. The overwhelming impact of the pandemic 
on nursing homes shines a light on existing, universal, deep-rooted 
problems that require systemic solutions across the nursing home 
industry.
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Ideally, payment and financing for nursing home care and services 
would be designed to support access to services, a high quality of care, 
equity, and efficiency. The current system in the United States falls short 
in achieving those goals, however. This chapter of the report reviews the 
current payment and financing and framework for nursing home care and 
services and identifies high-priority challenges that the nation needs to ad-
dress in order to improve the quality of care in nursing homes.

PAYING FOR NURSING HOME CARE

The United States devotes a significant share of national health ex-
penditures to nursing home care. Spending on nursing homes1 reached 
$172.7 billion in 2019, representing 5 percent of total health expenditures 
(CMS, 2019a; Martin et al., 2020). Three payers account for the majority 
of funds that go to nursing home services: the federal Medicare program, 
the federal–state Medicaid program, and private payers. In 2020, Medicaid 
paid for the care of 62 percent of all nursing home residents, Medicare for 
12 percent of all nursing home residents, and private payers for the remain-
ing 26 percent (KFF, 2020).2

Nursing homes serve two broad groups of residents: long-stay residents 
and those individuals who are discharged to a nursing home to receive post-
acute care after a hospital stay. Within each group, there is significant diver-
sity among the populations. Medicaid is the dominant payer for long-stay 

1 Total expenditures on care provided in nursing homes and continuing care retirement 
communities.

2 Of the total number of nursing homes, 97.5 percent are Medicare-certified, and 95.2 per-
cent are Medicaid-certified (Harris-Kojetin et al., 2019).
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residents, who typically are individuals with chronic illness and who have 
an average length of stay in a nursing home setting of approximately 
2 years. Care for this patient population consists largely of providing assis-
tance with activities of daily living such as bathing, dressing, eating, toilet-
ing, and walking (see Chapter 4). To qualify for Medicaid-funded nursing 
home care, an individual must meet state-established medical eligibility 
criteria and satisfy income and asset thresholds (Sollitto, 2021).

Medicare is the dominant payer for post-acute care nursing home pa-
tients, also referred to as short-stay residents, who have an average length 
of stay of approximately 25 days (Werner et al., 2013). Medicare-certified 
nursing homes also provide skilled, rehabilitative care to individuals follow-
ing an acute-care hospital stay (Harris-Kojetin et al., 2019). The goal of this 
care is to help people achieve and maintain their highest level of functioning 
(see Chapter 4). To qualify for services, a Medicare beneficiary covered by 
the traditional fee-for-service (FFS) Medicare program3 must require daily 
skilled nursing or rehabilitative therapy services, generally within 30 days 
of an inpatient hospital stay of at least 3 days in length as an inpatient4 and 
must be admitted to the nursing home as a result of a condition related to 
that hospital stay (CMS, 2019b).

An individual may transition between post-acute and long-stay settings 
over time. Consider, for example, a community-dwelling individual who 
is hospitalized and then discharged to a nursing home. In some cases, the 
nursing home will discharge the individual back to the community, while at 
other times the person will remain as a long-stay resident at the same facility. 
Similarly, a long-stay nursing home resident who is hospitalized may then re-
turn to the nursing home as a post-acute patient before transitioning back to 
a long-stay setting. Many of these individuals who transition across settings 
are beneficiaries of both Medicare and Medicaid. For these people, known 
as dually eligible individuals, Medicare pays for the hospital and short-stay 
nursing home care, and Medicaid pays for long-stay nursing home care.

This fragmented payment system, with Medicare paying for short-term 
post-acute care, and Medicaid paying for long-term nursing home care, 
often creates perverse incentives across the settings of care with significant 
implications for nursing home care and financing (Grabowski, 2007). For 
example, the Medicaid program has less incentive to prevent Medicare-
financed hospitalizations, while the Medicare program has less incentive 
to prevent newly admitted nursing home patients from transitioning to 
long-stay Medicaid status.

3 This refers to individuals covered under the traditional fee-for-service Medicare program, 
in contrast to those enrolled in Medicare Advantage plans.

4 This requirement was waived during the COVID-19 pandemic.
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Medicare Coverage and Payment

Although Medicare pays for a relatively small percentage of those re-
ceiving nursing home care, it is an important payer of health care services 
for nursing home residents. On average, Medicare paid for only 12 percent 
of the total bed-days in nursing homes nationwide, but accounted for nearly 
27 percent of overall revenues in 2019 (CRS, 2020; KFF, 2020). Medicare 
is considered a generous payer of post-acute care nursing home services. 
Medicare margins, or the amount Medicare pays relative to the cost to 
treat beneficiaries in SNFs have averaged more than 14 percent over the 
past 11 years. The Medicare Payment Commission, (MedPAC) has called 
for better alignment of Medicare payments with the cost of SNF care 
(MedPAC, 2020).

Under traditional FFS Medicare, Part A covers inpatient hospital care, 
skilled nursing facility (SNF) care, some home health care, and as discussed 
further below, hospice care. Medicare Part B covers physician visits, out-
patient services, preventive services and some home health services (KFF, 
2019). Medicare covers all necessary services for post-acute care patients, 
including room and board, nursing care, and ancillary services such as drugs, 
laboratory tests, and physical therapy. Medicare covers up to 100 days of 
nursing home care for an episode of acute illness and recovery. For the 
first 20 days of a benefit period, Medicare pays 100 percent of the cost of 
care. From day 21 on, most patients become responsible for a substantial 
daily copayment. For fiscal year 2021, the copayment was $185.50 per day 
(MedPAC, 2021a). Medicaid, for dually eligible individuals, or Medicare 
Supplemental insurance (Medigap), for those individuals who have pur-
chased that coverage, typically covers that copayment (CMS, 2021a).

The Medicare Advantage (MA) program, also known as Part C, pro-
vides an alternative to traditional Medicare. MA plans Through the MA 
program, discussed further below, Medicare beneficiaries can sign up for 
coverage through a health maintenance organization (HMO) or preferred 
provider organization (PPO) and receive coverage for Medicare Part A and 
Part B benefits, as well as Part D (outpatient prescription drug benefits) 
(KFF, 2019). More than half (51 percent) of Medicare beneficiaries had tra-
ditional Medicare along with some type of supplemental coverage including 
Medigap, employer-sponsored insurance, and Medicaid, while 39 percent 
were enrolled in a Medicare Advantage plan as of 2018 (Koma et al., 2021).

Patient-Drive Payment Model

In October 2019, Medicare implemented a new payment system for 
nursing home care known as the patient-driven payment model (PDPM). 
This new payment system, replaced the case-mix model based on resource 
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utilization groups (RUGs)5 that heavily weighted payments according to the 
volume of therapy use (e.g., number of weekly therapy minutes provided 
to residents). The PDPM shifts the emphasis away from volume toward 
value, and takes into account factors related to the patient’s underlying 
complexity of condition and clinical needs. This change is designed to be 
budget-neutral and to align payment incentives with quality incentives 
(McGarry et al., 2021).

The previous payment system had long been criticized for promot-
ing rehabilitation therapy services to nursing home residents that were 
often deemed excessive and unnecessary. The share of days classified as 
rehabilitation increased from 78 percent in 2002 to 95 percent in 2018 
(MedPAC, 2020). The Department of Justice, for its part, has investigated 
and brought cases against nursing homes for improper billing for medically 
unnecessary and excessive therapy services.6

The implementation of the new payment model coincided with the be-
ginning of the COVID-19 pandemic. Thus, it will take some time to under-
stand the overall impact of the new payment model. However, early research 
suggests that the shift to PDPM is associated with reduced therapy staffing 
(McGarry et al., 2021) and services (Rahman et al., 2022). The Medicare 
Payment Advisory Commission has found nursing homes have continued to 
make double-digit Medicare margins under the PDPM (MedPAC, 2020).The 
COVID-19 pandemic, for its part, led to a significant reduction in post-acute 
care in nursing homes. One early study showed, for example, that from 
2019 to 2020 admissions to nursing homes for post-acute care declined 
51 percent, resulting in a 55 percent decline in spending on post-acute care 
(Werner and Bressman, 2021). Further research will determine whether the 
reduction in post-acute care admissions is a short-term response to the pan-
demic or an indication of a longer-term change in post-acute care utilization.

Medicare’s Hospice Benefit

As discussed in Chapter 4, Medicare provides a separate hospice benefit 
for beneficiaries who are expected to live 6 months or less. It is important 
to note Medicare will not pay for nursing home care and hospice care in 
a nursing home simultaneously (CMS, 2022a; Fausto, 2018; Span, 2012). 
Medicare pays hospice agencies a per-person daily rate to provide a range of 
palliative care services that reflect residents’ preferences for end-of-life care 
as specified in their care plans. Medicare first introduced the hospice benefit 
in 1983, and the benefit’s use and associated program spending has grown 

5 Resource utilization groups classify nursing home residents according to their clinical and 
functional statuses as identified from MDS data supplied by the nursing home.

6 See: https://www.foley.com/en/insights/publications/2020/03/skilled-nursing-facilities-target- 
area-doj-fca (accessed February 14, 2022).
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steadily; Medicare hospice expenditures rose from less than $3 billion 
in 2000 to nearly $21 billion in 2019. Moreover, the share of Medicare 
beneficiaries who die in hospice care has increased from 22 percent in 
2000 to more than 50 percent in 2019 (MedPAC, 2021a; Sheingold et al., 
2015). Medicare’s hospice benefit paid for services provided to more than 
1.6 million beneficiaries in 2019 (MedPAC, 2021a).

Medicare’s daily per-beneficiary rate is paid to hospice agencies irre-
spective of the amount of services provided to the patient on a given day. 
Hospice agencies may find caring for patients in nursing home settings more 
profitable than caring for patients in home settings because of the efficiencies 
of treating patients in a centralized location, the overlap in responsibilities 
between the hospice and the nursing home, and the ability of nursing homes 
to serve as referral sources for new patients (MedPAC, 2020; OIG, 2018).

The Medicare Payment Advisory Commission and the Office of Inspector 
General have expressed concern that hospice providers may be selectively 
enrolling nursing home residents with longer hospice stays and less com-
plex care needs, thereby generating higher profit margins (MedPAC, 2008; 
OIG, 2011; Sheingold et al., 2015; Teno and Higginson, 2018; Wachterman 
et al., 2011). One study found that the growth in hospice care for nursing 
home residents was associated with less aggressive care near death. At the 
same time, the study revealed that increased hospice care was associated 
with an overall increase in Medicare expenditures (Gozalo et al., 2015). To 
address these concerns, the Centers for Medicare and Medicaid Innovation 
launched an initiative to include the Part A Hospice benefit through the 
Value-Based Insurance Design model, which is discussed further below.7

Medicaid Coverage and Payment

Medicaid is the federal–state program for low-income individuals who 
meet the program’s eligibility requirements; Medicaid provides coverage to 
20 percent of the U.S. population (KFF, 2019). Medicaid covers a range of 
long-term services and supports (LTSS) including home and community-based 
services (HCBS) that enable individuals to live in community settings as well 
as institutional care provided in nursing home settings. The overall share of 
funds going to HCBS as compared to nursing homes has shifted significantly 
over the past two decades. Although HCBS spending varies considerably 
across states, slightly more than 40 percent of Medicaid LTSS spending went 
to nursing homes in FY 2016, compared to 20 years ago when nursing homes 
received more than 80 percent of Medicaid’s LTSS spending (Rudowtiz et al., 
2019). Despite the increased funding for HCBS, nearly 200,000 Medicaid 
beneficiaries are on waiting lists for home-based care services (KFF, 2018).

7 See: https://innovation.cms.gov/innovation-models/vbid-hospice-benefit-overview (accessed 
February 2, 2020).
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Medicaid pays a fixed daily rate to cover the cost of care, room, meals, 
and medical supplies (ACA, 2021). States are guaranteed federal matching 
funds for services provided to Medicaid-eligible individuals. The federal 
match rate is determined by a formula and varies by state, ranging from 
a match of at least 50 percent, to a high of 75 percent in poorer states 
(Rudowtiz et al., 2019).

Each state’s Medicaid program uses a variety of methods to set pay-
ment rates for Medicaid nursing home residents (Grabowski et al., 2004a; 
MACPAC, 2019). In general, nursing homes must submit cost reports 
which the state Medicaid programs use to establish rates which fall into 
two broad categories:

• Facility-specific or cost-based: a nursing home’s rate is based on its 
reported per diem costs subject to certain limitations, and

• Facility-independent or price: the same rate is paid to a group of 
homes based on costs reported by homes with similar characteris-
tics subject to certain limitations.

As an incentive for nursing homes to control costs, states will set rates 
prospectively using prior year (or years) cost reports. States typically group 
costs from the cost reports into a series of cost centers including direct care, 
indirect care, administration, and capital. Each cost center has an associated 
cap or spending limit. The incentive to control costs increases when states do 
not update rates using more recent cost reports but instead adjust rates over 
time for inflation using an exogenous measure of price changes. Most states 
allow bed-hold payments when a resident takes a short leave of absence 
from the facility for an inpatient hospital stay or a therapeutic leave (visit 
with family).The majority of states adjust their Medicaid payment rates for 
case mix to ensure access for residents with more extensive care needs. These 
adjustments may be for individual residents or may be tied to the average 
case mix of a nursing home (CMS, 2021b). As discussed below, some states 
also use incentive-based Medicaid payments for high-performing facilities.

Medicaid Spend Down

To qualify for Medicaid coverage for nursing home care, individuals 
must meet both income and asset thresholds. The asset standard is often 
the key barrier to qualifying for Medicaid, because individuals can treat 
medical expenditures against the income standard in most states. Individu-
als can have no more than $2,000 in assets if single and no more than 
$3,000 if married (Johnson et al., 2021).8 For married individuals, there 

8 Income rules for Medicaid eligibility vary by state.
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are also spousal impoverishment provisions that protect a certain amount 
of the couple’s combined resources for the spouse living in the community 
in determining Medicaid eligibility. Some assets are also set aside and not 
counted when determining Medicaid nursing home eligibility such as the 
value of the home (up to state-set limit), one vehicle, burial space, and 
life insurance policies (up to a limit). If individuals have assets above the 
limit, they must “spend down” their assets until they qualify for Medicaid 
(Johnson et al., 2021).

Long-term nursing home use has been identified as a key predictor of 
transition into Medicaid as many older adults face significant unplanned 
costs of long-term care—particularly as even a semi-private room in a nurs-
ing home can cost more than $100,000 per year, far exceeding the median 
income and savings of older adults (Jacobson et al., 2017; Keohane et al., 
2017; Wiener et al., 2013) (See Box 7-1 below).

Private Payers

A small percentage of people pay privately for nursing home services. 
Private-pay residents’ payments are market-based and reflect rates set by 
the nursing home. Unlike other health services for which insurers influence 
payment rates, long-term care insurance plays almost no role in determin-
ing private-pay nursing home rates. Only 11 percent of people over age 
65 have long-term care insurance, and the policies almost always provide 
a specified daily dollar benefit (Johnson, 2016; McGarry and Grabowski, 
2019a). A private-pay resident in a nursing home would be responsible 
to pay any difference between the specified benefit and the agreed upon-
nursing home charge.

BOX 7-1 
Family Member Perspective

“My mother had a private room because she paid out of pocket, spending the 
last $200,000 of my parents’ lifetime savings before depleting her bank account. 
One more month, and she would have gone on Medicaid.”

— Daughter and caregiver of two parents  
with dementia who needed nursing home care

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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VARIABILITY BETWEEN MEDICARE AND MEDICAID PAYMENTS

The adequacy of Medicaid payment rates has been a perennial issue. A 
consensus exists across a broad range of stakeholders—including provid-
ers (AHCA, 2021), financial analysts (Rutledge et al., 2019), government 
(MedPAC, 2020), and researchers (Troyer, 2002)—that because of higher 
Medicare payment rates, Medicare short-stay nursing home patients gener-
ate higher profit margins than Medicaid residents (Grabowski, 2007). For 
its part, the Medicare Payment Advisory Commission (MedPAC) has called 
attention to double-digit Medicare margins in nursing homes for many 
years (MedPAC, 2020).

Medicaid rates may be deemed inadequate because they are lower than 
a nursing home’s average daily cost (HHC and AHCA, 2018; Liberman, 
2018). Medicaid rates may also be deemed inadequate if the nursing home’s 
costs are insufficient to provide a minimally acceptable quality of care 
(HHC and AHCA, 2018; Mor et al., 2004; Rau, 2017), a condition that is 
particularly difficult to assess. Consequently, the following discussion will 
be limited to how Medicaid payment rates compare with nursing homes’ 
actual costs.

Using Medicare cost reports, MedPAC found that non-Medicare nurs-
ing home days, for which Medicaid is the largest payer, are associated with 
a negative margin (MedPAC, 2021a). Cost reports reflect either expenses 
that the nursing homes paid or accounting costs. However, not all of the 
costs that a nursing home reports may be necessary for delivering care. Fur-
ther contributing to the difficulty of assessing Medicaid payment adequacy 
is the fact that nursing home cost reports are rarely audited (Harrington 
et al., 2021).

Reaching a qualitative judgment about Medicaid payment adequacy 
is possible through a review of how Medicaid programs set nursing home 
rates. Rates are based on the costs that nursing homes report with limits 
on how much of those costs are allowed or incorporated into rates and 
with how frequently more recent cost information is used to update rates 
(Harrington and Swan, 1984; MACPAC, 2019). The likely results of such 
a review would be that Medicaid rates cover the cost of care for Medicaid 
residents for different shares of nursing homes across states (MACPAC, 
2019). For example, a state with limits that exclude few costs—excluding 
costs only above the 80th percentile, for example—and that are rebased 
annually using this year’s cost reports to set next year’s rates would have 
a substantial share of nursing homes with Medicaid rates exceeding the 
cost of care. Another state with stricter limits—at the 50th percentile, 
for example—and with less frequent rebasing using cost reports that are 
several years old would have fewer homes with Medicaid rates exceeding 
care costs.
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When the Medicaid payment rate exceeds the average cost of care, 
rates may be seen as adequate by this test. However, when the Medicaid 
rate is less than average costs of Medicaid residents’ care, it still may be 
adequate to cover the incremental or marginal costs of care (HHC and 
AHCA, 2018; Liberman, 2018), depending on a nursing home’s overall 
business operations and payment arrangements. As noted above, nursing 
homes have three major payers for care, and the prices for each payer are 
determined separately. The Medicare and Medicaid programs establish the 
price or payment rates administratively. The market or an agreement be-
tween the resident and the facility determines the private pay rate (Fiedler, 
2021). Economists refer to a business operating in this situation as a price-
discriminating firm. A price-discriminating firm maximizes revenue or profit 
by serving customers who pay the incremental cost of serving them and 
some share of fixed costs. Such a firm may want a customer who pays less 
than the average cost to avoid losing profit when more of the fixed costs 
are paid by other customers. For example, if Medicare is covering fixed 
costs, Medicaid only has to cover the incremental cost of treating a nurs-
ing home resident. A nursing home would be forgoing profit to turn this 
resident away even if the resident did not cover the average costs of care.

For this reason, nursing homes historically have served Medicaid resi-
dents when Medicaid rates were less than their average costs. However, 
under this scenario a nursing home could not exist on Medicaid payments 
alone. This is consistent with evidence suggesting that nursing homes that 
close are more likely to have been financed predominantly by Medicaid and 
located in poorer neighborhoods with greater numbers of minority residents 
(Feng et al., 2011; Mor et al., 2004). A considerable number of closures 
among high-Medicaid-financed nursing homes in rural areas have occurred 
over the past few years (Healy, 2019).

Existing law requires that state Medicaid programs’ payments are ad-
equate to provide access to care of sufficient quality.9 States are required 
to provide assurances that their payment rates meet this criterion.10 For 
certain providers, the Centers for Medicare & Medicaid Services (CMS) 
requires that states also submit evidence that their payment rates are indeed 
adequate. Nursing home payment rates are not subject to this requirement, 
however, despite Medicaid’s significant role as a payer of nursing home 
care. The lack of transparency or accountability in payment, flow of funds, 
and nursing home finances makes it extremely difficult to assess the ade-
quacy of current Medicaid payments, and is discussed further in Chapter 8.

9 Social Security Act, Title XIX §1902(a)(30)(A), 42 U.S. Code §1396a, 89th Cong., 1st sess. 
(July 30, 1965).

10 CMS Requirements, Medical Assistance Program—Payments for Services, 42 CFR §447 
(1978).
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VALUE-BASED PAYMENT MODELS AND THE 
IMPACT ON QUALITY OF CARE

Traditionally, the most common approach to paying for U.S. health care 
services has been the fee-for-service (FFS) payment system, which pays for 
the quantity or intensity of services rendered, regardless of patient outcomes. 
Payment systems based on quantity have been called out as a key barrier to 
quality improvement (IOM, 2001), and various approaches to improving 
the quality of care in nursing homes have focused on shifting from paying 
for quantity to paying for quality using a strategy known as value-based 
payment (VBP). VBP encompasses an array of initiatives and terminology, a 
small sampling of which are shown in Box 7-2. VBP approaches have been 
used to pay for both chronic and acute care in nursing homes.

Value-Based Payment for Chronic Care

Payers began experimenting with value-based payment (VBP) in the 
nursing home setting four decades ago, beginning with pay-for-performance 
(P4P) approaches. P4P approaches are designed to provide incentives to 
health care providers to achieve high levels of performance or improve-
ments in performance on specific quality measures (Briesacher et al., 2009; 
Werner et al., 2010). For example, as part of a test of establishing P4P in 
nursing homes in San Diego in 1980, financial incentives were awarded 
to 36 randomly selected nursing homes. These incentives were in addition 
to regular nursing home payment, and were linked to the improved func-
tional or health status of the patient while a resident in the nursing home. 
Research revealed that residents of nursing homes in the test group had a 
greater likelihood of going home or going to a nursing home that provided 
less intensive care than the control group. Moreover, residents of nursing 
homes in the test group had lower rates of hospitalization or death than 
people in the control group of nursing homes (Norton, 1992). Despite these 
results, P4P was not more commonly implemented in nursing homes set-
tings until the early 2000s.

Beginning in 2002, a number of state Medicaid agencies implemented 
P4P programs, with financial bonuses to nursing homes linked to the quality 
of chronic care delivered, typically in the form of a small per diem add-on 
for achieving the quality goals set out in the program (Kane et al., 2007; 
Werner et al., 2010). Although these programs varied by state, one evalua-
tion of these P4P programs found a similar pattern of quality improvement in 
some areas and not others. For example, the evaluation revealed that states 
that implemented P4P had higher rates of improvement on three clinical 
quality measures: the percentage of residents being physically restrained, the 
percentage in moderate to severe pain, and the percentage who developed 
pressure sores, than in states that did not implement P4P. The impact of 
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BOX 7-2 
Terminology of Value-Based Payment

Value-based payment (VBP) is a payment system (fee-for-service [FFS] or 
otherwise) with some linkage to quality, value, or infrastructure.

Accountable care organization (ACO) is an APM in which groups of doc-
tors, hospitals, and other health care providers come together voluntarily to provide 
coordinated high-quality care to their patients to ensure that patients receive the 
right care at the right time while avoiding unnecessary duplication of services and 
preventing medical errors. ACOs assume responsibility for the total cost of care 
for a population. When an ACO effectively provides high-quality care and controls 
health care spending, the ACO shares in the savings it achieves for the insurer.

Alternative payment models (APMs), according to the Centers for Medi-
care & Medicaid Services, is a “specific subcategory of value-based purchasing 
initiatives that require providers to make fundamental changes in the way they 
provide care” and that “shift financial incentives further away from volume by link-
ing provider payments to both quality and total cost of care results” (CMS, 2015). 
Thus, providers take on substantial financial risk to deliver high-quality care at 
lower costs, typically across health care providers and settings. APMs can apply 
to a specific medical condition, an episode of care, or a patient population.

Bundled payments are a form of APM in which doctors, hospitals, and other 
health care providers receive a fixed price for an episode of care. Also known as 
episode-based payments, bundled payments require providers to assume risk 
since they are responsible for covering costs that exceed the target price for an 
episode of care. On the other hand, providers share in the savings if they do not 
exceed the target price and maintain quality.11

Capitated payment arrangements can take two forms. Under a global capita-
tion arrangement, health care providers receive a single, fixed payment for all the 
health care services given to a patient, including primary care, hospitalizations, and 
specialist care. Under partial or blended capitation agreements, health care providers 
receive a monthly payment that covers a set of services provided to a patient, such as 
laboratory services or primary care. All other care is reimbursed using an FFS model. 
Some but not all VBP approaches use capitated payment arrangements.

Pay-for-performance (P4P) is a form of VBP that provides a financial bonus 
to health care providers if they meet or exceed agreed-upon quality or perfor-
mance measures. P4P programs can also impose financial penalties on providers 
that fail to achieve specified goals or cost savings. Typically, P4P models add a 
quality or value incentive to an FFS model. Unlike APMs, P4P programs to do not 
put providers at substantial risk or hold providers accountable for total costs of 
care across providers or settings.

SOURCES: CMS, 2015, 2021b; Murphy and LaPointe, 2016; Werner et al., 2021.

11 In contrast to diagnosis-related group payments, which pay for hospital stays using a prospec-
tively determined payment rate based upon the patient’s diagnosis, bundled payments typically 
encompass an episode of care that spans care settings (e.g., hospital and post-acute care settings).
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P4P on structural process measures such as total number of deficiencies and 
nurse staffing, however, was not associated with improvements in quality. 
The evaluation found that deficiency rates worsened slightly under P4P, 
while there was no change in staffing levels (Werner et al., 2013).

VBP for Chronic and Post-Acute Care

In 2009, CMS launched a 3-year voluntary nursing home value-based 
purchasing demonstration in Arizona, New York, and Wisconsin to test 
nursing home P4P models that included financial incentives tied to long-
stay and post-acute nursing home quality measures (White et al., 2006). 
Evaluators judged nursing homes’ performance using hospitalization rates, 
a set of quality measures, staffing levels, and survey inspections and found 
no systematic changes in the quality measures. Arizona achieved Medicare 
savings in the first year of the demonstration, as did Wisconsin for the first 
2 years, while there were no savings in New York. Nursing homes made 
limited or no changes as a result of the demonstration. (Grabowski et al., 
2017). Given the lack of evidence for success, this 3-year demonstration 
project ended in 2012.

VBP for Post-Acute Care

As part of the 2014 Protecting Access to Medicare Act,12 CMS imple-
mented the skilled nursing facility value-based purchasing (SNF/VBP)13 pro-
gram across all Medicare-certified nursing homes in 2018 (CMS, 2019d). 
The program assesses facility performance using a single risk-adjusted 
hospital readmission measure to generate performance scores and pay-
ment incentives. To date, this program has not demonstrated an effect on 
readmission rates. In the program’s first year, FY 2019, 26 percent of facili-
ties earned positive incentives and 72 percent earned negative incentives, 
compared with 19 percent positive and 65 percent negative incentives in 
the second year, FY 2020 (Daras et al., 2021). Nursing homes that were 
not-for-profit, larger in size, and located in rural areas were more likely to 
receive positive incentives, as were facilities that had the highest registered 
nurse staffing levels (Daras et al., 2021). Nursing homes in lower-income 
neighborhoods, those with a majority of residents who were of a minority 
race or ethnicity, and those with larger populations of frail older adults 
were more likely to be penalized (Hefele et al., 2019; Qi et al., 2020).

12 Protecting Access to Medicare Act of 2014, P.L. 113-93; 42 USC 1305, 113th Cong., 2nd 
Sess. (April 1, 2014).

13 As noted in Chapter 2, the term nursing home is used throughout the report for consis-
tency, but in this section Skilled Nursing Facility (SNF) is used in this section on post-acute 
care, the largest portion of which is provided in a SNF.
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MedPAC is required by law to review the progress of the SNF VBP 
and make recommendations. In its June 2021 report, MedPAC identified 
five key design flaws of the program:14

(1) The SNF VBP program assesses performance using a single out-
come measure—all-cause readmissions—despite the fact that qual-
ity entails multiple measureable dimensions.

(2) Thresholds set in advance—referred to as “cliffs”—may not be the 
best approach to encouraging quality improvement.

(3) The SNF VBP puts aside a share of the incentive payments as pro-
gram savings instead of paying out the entire sum as incentives to 
nursing homes.

(4) SNF VBP’s minimum stay amounts are too low to ensure that the 
program rewards actual performance, instead of random variation.

(5) The program does not take into account the variation in the so-
cial risk factors of nursing home patient populations; as a result, 
nursing homes with high-risk populations are at a disadvantage 
(MedPAC, 2021b).

Based on the identification of these key weaknesses, MedPAC recom-
mended that Congress eliminate Medicare’s SNF VBP program and instead 
establish a new nursing home value incentive program. MedPAC’s recom-
mendations called for Medicare to design the program to evaluate a lim-
ited set of performance measures, incorporate strategies to ensure reliable 
measure results, develop a way to reduce the impact of the “cliffs,” use a 
peer-grouping approach to take into account differences in patient social 
risk factors, and distribute all the savings to providers (MedPAC, 2021b).

Impact of VBP on Health Equity

The positive impact from implementation of P4P and related VBP in 
nursing homes has been limited, with gains largely confined to a narrow 
range of targeted measures and limited, if any, evidence for meaningful im-
provements in the overall quality of care (Grabowski et al., 2017; Werner 
et al., 2013). Importantly, prior research has suggested that VBP may have 
unintended consequences on nursing homes that serve a high proportion of 
Medicaid recipients or residents from minority populations. Nursing homes 
located in low-income ZIP codes are more likely to have hospital readmis-
sion rates that exceed the nursing home VBP threshold and therefore must 
pay financial penalties (Qi et al., 2020). Nursing homes that have popula-
tions that include more than 50 percent Black residents as well as homes 

14 The first three items refer to elements that are required by statute.
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serving Hispanic or Latino residents and those funded by Medicaid are also 
more likely to receive penalties under the nursing home SNF VBP (Hefele 
et al., 2019). These findings are consistent with evidence in other health 
care sectors, where providers’ structural and patient case-mix character-
istics are significant predictors of provider performance in VBP programs 
(Chen et al., 2017; Gilman et al., 2015a,b; Ryan, 2013). These unintended 
effects are often the result of disparities between providers, rather than 
disparities within providers (Werner et al., 2013). As a result of disparities 
between providers, financial penalties are levied differentially on providers 
that care for a disproportionate share of low-income, Black, or Medicaid-
insured individuals (Abrahamson, 2020; Damberg et al., 2014; Edelman, 
2015; Sandhu et al., 2020).

Alternative Payment Models for Nursing Home Care

Partially in response to the lack of effectiveness of P4P approaches, 
more recent Medicare and Medicaid programs have implemented alternate 
payment models (APMs) for nursing home care. APMs are a type of VBP 
that holds providers financially accountable for the quality and cost of 
care delivered to patients. The majority of P4P models add a quality or 
value incentive to an FFS model (Delbanco, 2014). In contrast, APMs place 
greater emphasis on shifting as much revenue as possible to risk-based or 
population-based payments.

More than 40 percent of Medicare beneficiaries receive post-acute care 
after a hospital discharge (Tian, 2016), the largest portion of which takes 
place in a SNF (Werner and Konetzka, 2018). Medicare FFS is the predomi-
nant payer of SNF stays (Singletary et al., 2021). In 2018, for example, 
Medicare paid for 2.2 million SNF stays among Traditional Medicare ben-
eficiaries, which cost a total of $28.5 billion (MedPAC, 2020). The amount 
spent on SNF stays is not only large but growing: between 2004 and 2010, 
Medicare spending on SNF stays increased an average of almost 8 percent 
a year and, since then, has continued to trend upwards, though at a slower 
rate (MedPAC, 2020). Large geographic variation in post-acute care spend-
ing (Newhouse and Garber, 2013) has led many to question the value of 
post-acute care, and has fueled payment reform efforts designed to control 
spending on post-acute care. APMs have been introduced, in part, to limit 
the growing cost of post-acute SNF care.

Increases in post-acute SNF care are driven in part by Medicare’s fee-
for-service payment system, which pays separately for acute and post-acute 
care. Additionally, Medicare pays a per diem rate for SNF care, which may 
result in SNF stays that are longer than optimal – i.e., where the costs to the 
payer of one additional day in a SNF may outweigh the marginal benefit to 
the patient for that day (Werner et al., 2019a).
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In an effort to reduce unnecessary SNF utilization, Medicare has had a 
long-standing copayment policy for FFS beneficiaries. Medicare pays in full 
for the first 20 days of a SNF benefit period. The 21st day however, triggers 
an increase in the daily copayment from $0 to more than $185 (MedPAC, 
2021a; Werner et al., 2019a). This result of this policy is that a large num-
ber of patients are discharged on their 20th day of a SNF stay (Chatterjee 
et al., 2019a). It may also result in stays that are longer than necessary pre-
ceding the 20th day of a SNF stay, as the FFS payment may encourage SNFs 
to keep patients in the facility as long as possible (Werner et al., 2019a).

Until recently, few incentives existed to minimize SNF use or SNF 
length of stay. Recent developments including Medicare payment reforms 
focused on controlling total costs of care combined with the growing num-
ber of enrollees in Medicare Advantage (MA) plans have led to the avail-
ability of other options to control costs and reduce unnecessary utilization 
(Werner et al., 2021). Most notably, bundled payment and accountable 
care organizations (ACOs) are increasingly holding providers accountable 
for the costs of care across provider types and episodes of care. Post-
acute care has become a common target as providers seek ways to reduce 
the costs of care.

As a result of these financial pressures, post-acute care utilization is 
changing, both in terms of the number of people receiving post-acute care 
services as well as in terms of the intensity of use of post-acute care, re-
flected in changes in measures of intensity (such as length of stay or number 
of therapy hours). Patients are being discharged to the home setting more 
frequently (potentially with arrangements for home health care) instead of 
being discharged to a SNF (Barnett et al., 2019a; Finkelstein et al., 2018; 
McWilliams et al., 2018). Discharge to the home may be a suitable option 
for only the healthiest patients (Werner et al., 2019b) and SNF use remains a 
common and costly option (Tian, 2016). Among those who are admitted to 
SNF, the intensity of care they receive is also changing as a result of APMs, 
with shorter lengths of SNF stays among people who are discharged to a 
SNF after a hospital stay (Barnett et al., 2019a; McWilliams et al., 2018).

Research indicates that the declines in SNF utilization may be associ-
ated with documented increases in the need for care at home (Bressman 
et al., 2021), as Medicare beneficiaries increasingly require assistance from 
informal caregivers and other non-Medicare-reimbursed home care aides 
after hospital discharge. These trends in increasing caregiver burden may 
intensify with the implementation of APMs (Chatterjee et al., 2019b), 
which are accelerating the decline of SNF utilization. Such effects, however, 
could be mitigated by increasing home-based supports for older adults 
and providing enhanced support to caregivers through training and finan-
cial compensation, such as the Money Follows the Person demonstration 
project (Musumeci et al., 2019).
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Episode-Based Payment for Post-Acute Care

Under the existing FFS payment system, hospitals and nursing homes 
receive separate payments for care and do not coordinate the care they 
provide to patients across these settings. To control costs while improv-
ing quality of care, Medicare introduced the Bundled Payments for Care 
Improvement Initiative (BPCI) in 201315 and the Comprehensive Care for 
Joint Replacement Model (CJR) in 2016,16 both authorized by the 2010 
Affordable Care Act. BPCI pays hospitals and health care providers based 
on episodes of care rather than on a FFS basis (Parekh et al., 2017). BCPI 
is a voluntary program designed to shift overall financial responsibility to 
hospitals for all hospital and post-hospital services associated with a single 
episode of care. At its inception, BPCI included coverage for 48 clinical 
episodes ranging from treatment for congestive heart failure and stroke to 
lower joint replacement (mainly hip and knee), the latter of which is the 
most common clinical category of post-acute care (Rolnick et al., 2020). 
CJR, in contrast, is a mandatory program implemented in 67 markets at 
its inception that covers all hip and knee replacements. While BPCI ended 
in 2018, it was replaced by BPCI Advanced,17 which extends BPCI to 
include more episodes, longer episode windows, and more downside risk 
(CMS, 2022b).

Hospitals have developed a number of strategies to strengthen their 
relationships with SNFs to exert influence over the quality and cost of 
post-acute SNF care for their referred patients. A study of 22 hospitals and 
health systems participating in either Medicare’s Comprehensive Care for 
Joint Replacement model or the BCPI model found that common strategies 
hospitals used to strengthen their relationships with SNFs included creat-
ing networks of preferred SNFs to monitor the quality and cost of SNF 
post-acute care. “Common coordination strategies included sharing access 
to electronic medical records, embedding providers across facilities, hiring 
dedicated care coordination staff, and creating platforms for data sharing” 
(Zhu et al., 2018). (See Chapter 9 for discussion of HIT in nursing homes.)

Research has found that cost savings achieved under alternative pay-
ment models are driven almost entirely by a decrease in the use of insti-
tutional post-acute care, with patients being discharged to home more 
frequently instead of being discharged to a nursing home (Finkelstein et al., 
2018). In addition, some studies observed declines in nursing home length 
of stay under episode-based payments which ranged from 0.1 days to 

15 See: https://innovation.cms.gov/innovation-models/bundled-payments (accessed October 21, 
2021).

16 See: https://innovation.cms.gov/innovation-models/cjr (accessed October 21, 2021).
17 BPCI Advanced qualifies as an Advanced APM under the Quality Payment Program. See: 

https://innovation.cms.gov/innovation-models/bpci-advanced (accessed February 14, 2022).
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2.1 days; these reductions were not associated with an increase in readmis-
sion rates for patients (Barnett et al., 2019a; McWilliams et al., 2018).

There is concern about potential unintended consequences of any new 
payment approach, thus careful monitoring for signs of such consequences 
is critical as bundled payments are applied to a broader array of condi-
tions. The BPCI Advanced program will generate additional data critical 
to strengthening the existing evidence base on bundled payments. These 
data, and data specifically collected to monitor the effects of the program 
on health equity, should be used to monitor and address any unintended 
consequences of this payment model (Liao et al., 2020).

Bundled payment models are not unique to the U.S. health care system. 
Payers in other nations are also looking to alternative payment models that 
offer incentives to health care providers to increase value while containing 
costs of care. An eight-country study of the impact of bundled-payment 
models on health care value examined 23 bundled payment-model ini-
tiatives in the U.S. and 7 other nations.18 The study reviewed a total of 
35 research studies on various aspects of the bundled payments model. 
Nearly all the studies (32 out of 35) examined the impact of the model on 
health care quality and spending, and a majority of those studies (20 out 
of 32) found that bundled payment initiatives were associated with limited 
savings or modest reduction in the growth of health care spending. More 
than half of the studies (18 out of 32) noted improvements in most of the 
measures of quality that were evaluated. The study concluded that bundled 
payment models have the potential to result in lower health care spending 
with either an improvement in or no impact on quality. Importantly, the 
studies did not evaluate patient experiences of care under the payment 
model (Struijs et al., 2020).

Accountable Care Organizations

The other common APM implemented in nursing homes is an Account-
able Care Organization (ACO). An ACO typically consists of a group of 
clinicians, hospitals, and other health care providers who work together to 
provide coordinated, high-quality care to their Medicare patients. Accord-
ing to CMS, the goal of establishing an ACO is “to ensure that patients 
get the right care at the right time, while avoiding unnecessary duplication 
of services and preventing medical errors. When an ACO succeeds both in 
delivering high-quality care and spending health care dollars more wisely, 
the ACO will share in the savings it achieves for the Medicare program” 
(CMS, 2021c).

18 Other countries student included Denmark, England, Netherlands, New Zealand, Portugal, 
Sweden and Taiwan.
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Currently, the largest Medicare ACO is the Medicare Shared Savings 
Program. Medicare ACOs affect nursing home care in three main ways: 
(1) when a nursing home is a provider in an ACO; (2) when nursing home 
residents are attributed to an ACO; and (3) when a nursing home leads an 
ACO, focusing on managing all care for long-term care residents. Accu-
mulating evidence suggests that the first two cases result in higher quality 
for post-acute care and chronic care, and in nursing homes being more 
appropriately used for post-acute care (Agarwal and Werner, 2018; Chang 
et al., 2019; Chang et al., 2021; Colla et al., 2016). There is little evidence 
to date, however, of the effect of nursing home-led ACOs, which may have 
the largest potential impact in terms of addressing the misalignment intro-
duced by multiple payers for nursing home care (Chang et al., 2019, 2021).

Accountable Care Organizations for Post-Acute Care

In theory, ACOs may seek to reduce unnecessary nursing home use to 
reduce costs and, in cases when individuals do use nursing home care, to 
coordinate care across hospitals and nursing homes. In practice, however, 
the evidence suggests that ACOs largely generate savings by reducing nurs-
ing home use (Barnett et al., 2019b; McWilliams et al., 2017). Although an 
increasing number of hospitals participate in an ACO, fewer nursing homes 
do: half of all ACOs formally include at least one post-acute service in the 
ACO, and only 18 percent to 33 percent of ACOs include a nursing home 
(Colla et al., 2016; OIG, 2017). Those ACOs that reported having a formal 
relationship with a post-acute provider were more likely to report provid-
ing care aimed at improving transitions and coordinating care for patients 
(Colla et al., 2016). Those Medicare beneficiaries who were discharged 
from ACO-affiliated hospitals to ACO-affiliated skilled nursing facilities 
had better patient outcomes—lower hospital readmission rates, shorter 
hospital lengths of stay, and lower Medicare costs—than beneficiaries cared 
for by non-ACO-participating providers and also than beneficiaries treated 
at the ACO-affiliated hospitals before their ACO affiliation (Agarwal and 
Werner, 2018).

Accountable Care Organizations for Chronic Care

ACOs for long-stay nursing home residents are relatively limited; less 
than 25 percent are attributed to a Medicare ACO, and approximately 
1.6 percent of all U.S. nursing homes are ACO providers (Chang et al., 
2019). Available research indicates a potential beneficial effect of ACOs in 
a number of key domains, including enhancing care coordination across 
multiple settings, reducing unnecessary hospitalizations, and lessening the 
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fragmentation caused by multiple payers. A study that examined outcomes 
among ACO-attributed nursing home residents found that compared with 
a matched cohort of non-attributed residents, ACO-attributed residents had 
fewer hospitalizations for ambulatory care sensitive conditions and fewer 
outpatient visits. The study did not find any difference, however, in total 
expenditures between the two resident cohorts (Chang et al., 2021).

There are few examples of nursing home-led ACOs. One known ex-
ample is LTC ACO, the first ACO focused on Medicare beneficiaries re-
siding in long-term care facilities. More than 200 long-term care facilities 
participate in the LTC ACO, which launched in 2016 and is a subsidiary 
of Genesis HealthCare. A formal evaluation of this ACO has not been 
completed.

State Medicaid programs are also beginning to offer ACO programs 
that, in addition to primary and acute medical care, may also be responsible 
for long-term care. However, the challenge for nursing home-led Medicare 
ACOs and Medicaid ACOs is that to effectively serve Medicare–Medicaid 
enrollees is that they must operate across both the Medicare and Medicaid 
programs. This has been difficult to coordinate and often creates conflict-
ing financial incentives (Collette, 2020; Leavitt Partners, 2017; Matulis and 
Lloyd, 2018).

Alternative Payment Models and Health Disparities

Many experts believe that APMs are promising approaches to meaning-
fully improve quality of care and constrain health care spending. Although 
the evidence is not yet complete (Baicker and Chernew, 2017; Burns and 
Pauly, 2018), early research in nursing home settings suggests this may be 
the case. At the same time, concerns about the impact of APMs on dispari-
ties exist, much as they do for P4P programs. Because sicker patients who 
need more care become economically unattractive under APMs, providers 
may avoid caring for complex patients. Evidence to date from settings out-
side of nursing homes does not support this concern, with evidence of no 
decrease in access to care for vulnerable older adults or Black patients under 
BPCI (Joynt Maddox et al., 2019a; Navathe et al., 2018). Similarly, while 
ACOs are more likely to locate in well-resourced communities (Yasaitis 
et al., 2016), once they do, research suggests that they do not decrease ac-
cess to care for Black or low-income patients (Lee et al., 2020).

APMs may nonetheless worsen disparities between participating pro-
viders. Hospitals that participate in the voluntary BPCI programs tended 
to be better resourced (Joynt Maddox et al., 2019b). For-profit and public 
hospitals that participated in BPCI were less likely to drop out of the pro-
gram than nonprofits (Joynt Maddox et al., 2018).
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Managed Care in Medicare and Medicaid

Managed care in the Medicare program takes the shape of what are 
known as Medicare Advantage (MA) plans. These plans cover chronic care 
and post-acute care services.

Medicare Advantage Plans for Chronic Care

MA does not typically pay directly for long-stay care in a nursing 
home. However, Medicare special needs plans (SNPs) are a subcategory of 
coordinated care plans limited to beneficiaries with specific diseases or char-
acteristics. These SNP plans customize benefits, provider choices, and drug 
formularies to align with the specific needs of their beneficiaries. Authorized 
by Congress in 2003, SNPs were first available in 2006. Various laws, 
including the Affordable Care Act in 2010, have extended authority for 
SNPs, and more recently the Bipartisan Budget Act of 2018, which included 
the CHRONIC Care Act (SNP Alliance, 2021),19 permanently authorized 
SNPs. Nearly 4 million Medicare beneficiaries are currently enrolled in 
SNPs, and these beneficiaries accounted for approximately 15 percent of 
total MA enrollment in 2021 (Freed et al., 2021).

There are three types of SNPs. The first type, the chronic condition 
SNP (C-SNP), is limited to Medicare beneficiaries with severe or disabling 
chronic conditions. Currently there are 15 SNP-specific chronic conditions 
that allow eligibility for C-SNP benefits.20 Approximately 10 percent of 
SNP enrollees are in C-SNPs (Freed et al., 2021). C-SNPs might be ap-
plicable to the long-term care setting as those individuals may receive 
post-acute care in a nursing home following a hospital stay (Stefanacci and 
Pakizegee, 2020).

The second type of SNP, the institutional SNP (I-SNP), is a specialized 
form of MA that is limited to Medicare beneficiaries who are long-term 
residents of a nursing home (CMS, 2016). These plans were designed fa-
cilitate the alignment of financial incentives of nursing homes and Medicare 
with the companion goal of improving care delivery across various health 
care settings (MedPAC, 2013). Individuals in I-SNPs account for 2 percent 
of SNP enrollees (Freed et al., 2021). While Medicaid (or a private payer) 
is still responsible for the costs of long-term nursing home care, the I-SNP 
plan is financially responsible for Medicare-eligible health care costs, which 
provides a strong incentive for the plans to make investments to improve 
care provided in nursing home settings (Goldfeld et al., 2013).

19 Bipartisan Budget Act of 2018, Public Law 115-123; 115th Cong., 2nd sess., (February 9, 
2018), 42 USC 1305.

20 For the complete list of conditions, see: https://www.cms.gov/Medicare/Health-Plans/
SpecialNeedsPlans/C-SNPs (accessed November 4, 2021).
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Developed out of a demonstration of the Evercare model,21 I-SNPs 
use advanced practice registered nurses (APRNs) and nurse practitioners 
(NPs) to coordinate and deliver care in conjunction with I-SNP members’ 
primary care physicians, nursing home staff, and other providers. This 
enhanced care is provided with no additional cost to the patient or nursing 
facility (Kane et al., 2002). The APRNs and NPs create a comprehensive 
care plan for each I-SNP member, which is then shared with all members 
of the care team. APRNs and NPs provide primary, acute, and preventive 
care for I-SNP members and hold family care conferences to help identify 
the resident’s medical, behavioral, and social needs; to establish goals of 
care; to specify therapeutic approaches; to coordinate care with specialists; 
and to manage the resident’s treatment. The goal of this enhanced care 
model is to use on-site APRNs and NPs to reduce residents’ unnecessary 
hospitalizations, working together with a health plan that is responsible 
financially for the nursing home and medical care of the residents. Regu-
lations require that an individual must have a 3-day stay in a hospital to 
qualify for Medicare Part A benefits in a SNF. An important feature of the 
I-SNP is that the plan waives that requirement and enables an individual to 
receive SNF skilled services without a qualifying hospital stay. The I-SNP’s 
team of advanced practice clinicians is focused on effective medical manage-
ment to enable them to identify and treat a patient’s change in condition 
early and thereby reduce unnecessary and avoidable ED visits and hospi-
talizations (McGarry and Grabowski, 2019b).

An early CMS-sponsored evaluation of the I-SNP model showed 
improvement in quality for I-SNP-insured nursing home residents, with 
50 percent lower rates of hospitalizations compared with other nursing 
home residents and resulting reductions in spending. The evaluation esti-
mated that each APRN/NP saved an average of approximately $103,000 a 
year in hospital costs (Kane et al., 2003).

A more recent evaluation found that compared with traditional Medi-
care FFS nursing home residents, I-SNP beneficiaries had lower rates of use 
of inpatient and emergency department services and higher use of skilled 
nursing facility care, which resulted in lower overall spending (McGarry 
and Grabowski, 2019b).

The third type of SNP is the dual-SNP or D-SNP. Nearly 90 percent of 
SNP enrollees are in D-SNPs (Freed et al., 2021). The Affordable Care Act 
of 2010 authorized a type of D-SNP known as the fully integrated dual eli-
gible (FIDE) SNP. FIDE SNPs give states expanded authority and flexibility 
to more closely integrate Medicare and Medicaid services. FIDE SNPs are 
required to provide Medicaid long-term services and supports (LTSS) as 

21 See: https://innovation.cms.gov/Medicare-demonstrations/evercare-demonstration (accessed 
October 21, 2021).
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well as Medicare benefits and are required to have established arrangements 
to promote alignment between the two programs. FIDE SNPs are the most 
integrated delivery model outside of the Program of All Inclusive Care for 
the Elderly22 and the Financial Alignment Initiative demonstrations, and 
they are the only D-SNP plans that are financially at risk for all Medicare 
and Medicaid services (Verdier et al., 2015).

Little evidence exists about the effects of FIDE SNPs on the value of 
nursing home care. One study reviewed the Minnesota Senior Health Op-
tion, a care model administered by FIDE SNPs, and found decreased hos-
pitalizations and emergency department use (Anderson and Feng, 2016). 
Another study found that enrollment in the FIDE SNP reduced hospital 
readmission among dually enrolled members in a program in California 
(Sorbero et al., 2018).

More recently, the Bipartisan Budget Act of 201823 provided perma-
nent legal authorization for D-SNPs and included requirements for a new 
D-SNP category, the highly integrated dual SNP (HIDE SNP), introduced 
in 2021. In contrast to a FIDE SNP, a HIDE SNP plan is required to pro-
vide (directly or through a Medicaid managed care plan) either Long-term 
Services or Supports (LTSS) or behavioral health services as well as other 
Medicaid services to its dual eligible members (CMCS, 2019; MACPAC, 
2021; Serna et al., 2022).

Medicare Advantage (MA) Plans for Post-Acute Care

MA plans cover post-acute SNF care for beneficiaries with a demon-
strated need. These plans, unlike FFS plans, are able to negotiate contracts 
with nursing homes. MA plans pay for beneficiaries’ services out of the 
monthly capitated payments the plans receive for each covered member. 
MA plans have a greater ability to manage their enrollees’ use of nursing 
homes and can restrict the enrollees’ choice of providers to those considered 
to be high-value providers (MedPAC, 2015). Some research has found that 
MA beneficiaries are more likely than FFS beneficiaries to enter low-quality 
nursing homes after hospital discharge (Meyers et al., 2018). Other studies, 
however, have found that MA beneficiaries also have better outcomes than 
their FFS Medicare counterparts, including lower rates of hospital readmis-
sion and higher rates of return to the community, though they also appeared 
to be healthier at baseline (Huckfeldt et al., 2017).

22 For more information, see: https://www.medicaid.gov/medicaid/long-term-services-supports/ 
program-all-inclusive-care-elderly/index.html (accessed November 4, 2021).

23 Bipartisan Budget Act of 2018, P.L. 115-123; 42 USC 1305, 115th Cong., 2nd Sess. 
(February 9, 2018).
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Prior research revealed lower SNF use and shorter SNF length of stay 
for common conditions among MA beneficiaries than among those enrolled 
in traditional Medicare (Huckfeldt et al., 2017). Some of this difference 
may be related to healthier beneficiaries enrolling in MA plans (Kumar 
et al., 2018). It may also reflect the higher level of cost-sharing that MA 
beneficiaries might assume for SNF care (depending upon the specific MA 
plan they are enrolled in) compared with FFS beneficiaries, or the usage 
management strategies that MA plans apply to limit the use of SNF services 
(Gadbois et al., 2018; Keohane et al., 2015). Research also indicates that 
MA enrollees tend to enter lower-star-rated nursing homes than traditional 
Medicare beneficiaries (Meyers et al., 2018).

Including Hospice in Medicare Advantage Plans

CMS launched a 4-year demonstration of a new value-based insur-
ance design model for hospice care in January 2021. The demonstration, 
known as the hospice “carve-in,” addresses the fragmentation of care and 
fiscal responsibility for hospice care discussed earlier in this chapter. The 
model will evaluate the inclusion of the Medicare Part A hospice benefits 
in MA plans with the provision of palliative care, transitional concurrent 
care, and supplemental benefits. Participating MA plans will be financially 
responsible for Medicare Part A and Part B benefits.

Patients will have the choice of an in-network or out-of-network pro-
vider in the first 2 years of the demonstration, though palliative care, tran-
sitional concurrent care, and supplemental benefits will be available only to 
patients receiving care from in-network providers. MA plans participating 
in the demonstration program cannot implement cost-sharing that would 
be higher than the amount allowed under original Medicare for hospice 
services provided in-network or out-of-network (CMS, 2021d).

Medicaid Managed Care

In recent years, state Medicaid programs have started to turn to man-
aged care plans to administer LTSS benefits. About half of all states have 
managed care contractors, though not all of those states use managed care 
plans to administer the nursing home benefit. Instead, they may focus only 
on in-home and community LTSS services. Using the Medicaid Section 1115 
demonstrations, 25 states offered Medicaid managed care programs as of 
2020, up from 8 states in 2004 (Libersky et al., 2018; MACPAC, 2022). 
States using a managed care plan for nursing homes may set payment rates 
for nursing homes or delegate that responsibility to the managed care plan 
(Nelb, 2020).
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Research has yet to shed much light on the quality of nursing home care 
in managed care organization (MCO) networks. One study of a demonstra-
tion project in California found that the MCOs developed a wide network 
of nursing homes, but selected nursing homes for the network without pay-
ing sufficient attention to quality criteria. Nursing homes in the network 
scored significantly lower on selected quality measures than non-network 
nursing homes (Graham et al., 2018).

Achieving Health Equity through Alternative Payment Models

Research has not yet provided evidence that VBP has improved—or 
even directly focused on—access to care or health outcomes for populations 
with social risk factors, including racial and ethnic minorities, rural popula-
tions, and individuals with disabilities (Liao et al., 2020). CMS has focused 
on monitoring the unintended effects of VBP among populations with social 
risk factors (Liao et al., 2020). For VBP to be effective, however, it must 
tackle head on the root causes of persistent health inequities and disparities 
in access and quality, namely, systemic bias and underperformance in the 
health care system for at-risk populations (Werner et al., 2021).

An explicit part of paying nursing homes under new models such as 
APMs must be a concentrated focus on reducing disparities. Toward that 
end, the quality measurement and quality goals that APMs use to determine 
payment should include measures of improving outcomes for disadvantaged 
populations and reducing existing disparities (Damberg and Elliot, 2021). It 
is also imperative that all new payment programs include explicit monitor-
ing and evaluation of health care disparities.

The biggest challenge for achieving health equity under APMs is re-
lated to the distinct financial resources across providers. Ample evidence 
exists that those nursing homes caring for a disproportionate share of 
Medicaid-insured individuals have lower quality of care (Gandhi et al., 
2021; Grabowski, 2004; Grabowski et al., 2004b; Mor et al., 2004; Sharma 
et al., 2020). An essential first step to avoid further exacerbating disparities 
will be to address payment inequities across nursing homes by increasing 
Medicaid payment rates to levels adequate to cover the costs of caring for 
residents.

FINANCING NURSING HOME CARE

As the discussion of payment mechanisms in this chapter has illustrated, 
the U.S. approach to financing nursing home care is not so much an inten-
tional system as a set of circumstances that has evolved over time to fill the 
largest gaps. Private insurance is rare, and few people can pay out of pocket 
for an extended nursing home stay (Dong et al., 2021; Konetzka, 2014a). 
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The result is that Medicaid plays a dominant role as the default payer of 
nursing home care, but it is constantly subject to state budget constraints. 
Medicare revenues from post-acute care play a disproportionate role in 
financial sustainability, and services such as hospice are paid for separately 
and are not well integrated into standard care.

One implication of this unsystematic financing system is a lack of 
equity in access to high-quality nursing home care. Such heavy reliance on 
Medicaid to fund nursing home care, with strict financial and health-related 
eligibility rules, means that many individuals may go without needed care 
or receive care that is inadequate in quality or quantity. High-quality nurs-
ing homes have long considered prospective residents on Medicaid to be the 
least attractive financially (He and Konetzka, 2015). Extensive research has 
shown that dependence on Medicaid is associated with admission to lower-
quality facilities with lower staffing ratio, more regulatory deficiencies, and 
a higher proportion of residents of color (Konetzka and Werner, 2009; 
Mor et al., 2004). Eligibility rules also differ across sites of care and across 
states, even within Medicaid, which may lead to inequities across states.

The lack of equity in access to high-quality nursing home care may 
also reinforce broader issues of systemic racism. Individuals who need 
Medicaid funding for long-term care must first “spend down” all their as-
sets, thereby impoverishing themselves. By some estimates, up to two-thirds 
of the population would rely on Medicaid should they end up needing 
nursing home care (Brown and Finkelstein, 2008); many of those would 
not consider themselves poor throughout their lives. Thus, unlike many 
other types of health care for which the risk of financial burden is diversi-
fied across insured populations, those who end up needing nursing home 
care experience a large financial shock from spending down their assets 
(Sloane et al., 2021).

A second implication of this unsystematic financing system is site-
specific payment, creating often irrational payment and eligibility dif-
ferentials which can lead to unintended consequences. It has long been 
recognized that health care in the United States, and especially long-term 
care, is too fragmented in its payment and delivery across types and sites 
of services. Nursing home care is one segment of a continuum of care that 
people might need for assistance with functional and cognitive impairment 
during their lifetimes. In particular, separate financing and payment sys-
tems for home- and community-based care and institutional care create a 
false dichotomy and present barriers to the rational allocation of resources 
across settings that takes into account costs as well as an individual’s needs 
and preferences (Konetzka, 2014b; Ng et al., 2010). All too often, Medicaid 
recipients do not have a choice of long-term care settings, and despite the 
expansion in Medicaid home- and community-based care, the program still 
has an institutional bias towards nursing home care.
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State and federal policy efforts have focused on identifying individu-
als who can be cared for in the community. These include both nursing 
home diversion efforts for community elders (Bardo et al., 2014) and 
nursing home transition efforts for residents to return to the community 
(Haas et al., 2019; Robison et al., 2020). Despite these efforts, research sug-
gests that individuals who require a relatively low level of care—who con-
ceivably could be cared for in the community—are still residing in nursing 
homes (Mor et al., 2007). Moreover, there are a series of risk factors that 
have been identified as predicting transition from home and community 
based care to long-stay nursing home care, including Alzheimer’s disease, 
money management issues, living alone, and prior short-stay nursing home 
stays (Greiner et al., 2014). The supply of community alternatives has been 
found to be negatively associated with the prevalence of residents with low 
care needs in nursing homes (Cornell et al., 2020; Kane et al., 2013).

Robust financing for both home-and community-based care and nurs-
ing home care services is needed to address the broad range of long-term 
care needs of older adults, as has been discussed throughout this report. 
There will always be a portion of the older adult population who require 
nursing home care based on a range of factors, not least of which is the level 
and intensity of required health care services. This is particularly the case as 
increasing numbers of older adults are living with multiple complex condi-
tions, which is a likely to render a nursing home a care setting preferred 
by individuals and their families. Many older adults lack the resources to 
be able to live at home and are thus unable to receive care in a home and 
community setting, while many older adults living at home suffer from 
social isolation and loneliness (Grabowski, 2021; Guo et al., 2015; Wolff 
et al., 2008). On the other hand, there are also a number of residents with 
relatively low levels of care needs who do not require a nursing-home level 
of care but often have minimal or no access to community alternatives 
for reasons including personal financial limitations and low investment in 
community alternatives (Cornell et al., 2020; Hass et al., 2019; Mor et al., 
2007; Segelman et al., 2017; Wang et al., 2021).

Various proposals for some type of federal long-term care insurance 
(LTCFC, 2016), one that covers the continuum of care, including nursing 
home care, have been studied over the past few decades, such as the Com-
munity Living Assistance Services and Supports (CLASS) Act that Congress 
passed as part of the Affordable Care Act (Favreault et al., 2015, 2016). Nei-
ther CLASS, a voluntary, federal, long-term care insurance program, nor any 
previous effort to expand long-term care coverage has been implemented.24 

24 For more information, see: https://www.kff.org/health-costs/issue-brief/health-care-reform- 
and-the-class-act and https://khn.org/news/class-act-implementation-halted-by-obama-
administration (accessed November 4, 2021).
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In theory, relative to state-specific Medicaid programs, a federal long-term 
care benefit that covers everyone could be more easily integrated and aligned 
with Medicare, and in so doing, address the fragmentation across long-term 
care, post-acute care, hospice, and other health care services discussed above.

As of this writing, Congress is considering the WISH Act, a proposal 
based on public–private partnerships to provide catastrophic coverage for 
long-term care (Cohen and Butler, 2021). States for their part are con-
sidering enacting public long-term care insurance programs. The state of 
Washington created a long-term care insurance program in 2019. Other 
states such as California, Illinois, Michigan and Minnesota are looking 
at alternative long-term care financing approaches (Cohen et al., 2020; 
Gleckman, 2019). In addition, the proposed legislation known as the Build 
Back Better Act, H.R. 5376 (BBB) includes provisions for increased funding 
for HCBS (Cox et al., 2021).

Many other high-income countries have implemented and sustained na-
tional long-term care coverage for their populations, incorporating both in-
stitutional and home-based care, and the structure of some of these programs 
could serve as models for the United States (Chen et al., 2020; Gleckman, 
2010; Grabowski, 2021; Merlis, 2004; Weiner et al., 2020). The establish-
ment of a federal long-term care benefit to replace the existing fragmented 
financing arrangements certainly has both advantages and disadvantages 
(summarized in Table 7-1). The major advantage would be increased ac-
cess to services. As discussed, Medicaid recipients often lack access to both 
community-based long-term care options and high-quality nursing home 
care. Similarly, many middle-income Americans who do not qualify for 
Medicaid still cannot afford high-quality long-term care. One study projects 
that by 2029, more than half of nation’s middle-income older adults will be 
unable to afford the level of care they require for their health and functional 
needs (Pearson et al., 2019). These middle-income individuals often also can-
not purchase private long-term care insurance given medical underwriting 
(Cornell et al., 2016). A federal benefit would eliminate individual underwrit-
ing (no one would be excluded from the program because they have a high 
risk of needing long-term care). As a result, a federal benefit system would 
provide broader access to nursing homes and other long-term care services. 

Under the existing financing arrangements, the lowest-quality nursing 
homes disproportionately care for Medicaid recipients and persons of color. 
The new federal benefit would help to address some of the inequities across 
facilities and individuals by payer status and race. The system also requires 
families to spend down their assets to qualify for Medicaid and rely heavily 
on unpaid caregiving from family members. A federal benefit would protect 
families against catastrophic long-term care costs, and also lower the reli-
ance on unpaid caregivers because they would have more comprehensive 
coverage and better overall quality of care.
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TABLE 7-1 Advantages and Disadvantages of a Federal Long-Term 
Care Benefit

advaNtages

A federal long-term care benefit could serve as a sustainable funding model to broaden 
access to all long-term care services for all, featuring robust financing for both nursing home 
and home and community-based care, with the financial costs and risk of all long-term care 
services spread across the population.

A new federal long-term care benefit could
•  Reduce the existing fragmentation between payers because Medicare pays only 

for short-stay SNF post-acute care and Medicaid pays only for long-stay nursing 
home care.

• Eliminate the cross-subsidies and perverse incentives in the current system that lead 
nursing homes to pursue more financially attractive short-stay residents over Medicaid-
financed long-term residents.

• Eliminate the requirement that individuals spend down most of their assets to qualify 
for Medicaid long-term care.

• Provide options to middle-income individuals who cannot afford to pay privately for 
long-term care but are too wealthy to qualify for Medicaid.

• Ensure adequate financing for comprehensive, high-quality long-term care for all and so 
reduce current inequities.

• Reduce burden on family caregivers through more comprehensive coverage.
• Provide uniform coverage, in contrast to the system of Medicaid long-term care 

benefits, which vary across states.
• Be designed to align with/integrate with Medicare coverage.
• Facilitate the elimination of existing disparities created by heavy reliance on Medicaid 

to fund long-term care; dependence on Medicaid financing for long-term care is 
associated with lower-quality nursing homes.

• Address the current disparities in long-term care wherein individuals of color covered 
by Medicaid typically receive care in low-quality nursing homes.

• Address the false dichotomy and barriers to the rational allocation of resources across 
settings created by separate financing and payment systems for home and community-
based services and institutional care.

• Provide protection against catastrophic long-term care costs and, like most social 
insurance would spread the financial risk across the population.

• Shift responsibility for regulatory oversight, financial transparency, and accountability 
of nursing homes from the states to the federal government, providing consistency 
across states.

DisadvaNtages

• The cost of a new federal long-term care benefit will be significant, will require 
additional sources of revenue, and might lead to increased taxes to help finance long-
term care services.

• States will be less able to tailor benefits to their populations; incentives for state 
innovation in benefit design will be reduced.

• Due to the costs, the political challenges of enacting a new federal benefit program will 
be significant.
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Finally, a new federal long-term care benefit would help address the 
disconnect and fragmentation both within Medicaid and across Medicaid 
and Medicare for long-term care recipients (Grabowski, 2007). A federal 
benefit would eliminate Medicaid’s current institutional bias in most states, 
whereby community-based care is less generously covered. Moreover, the 
federal benefit could be aligned and integrated with Medicare coverage. 
Because a federal benefit would cover all long-term care recipients, it could 
be more easily integrated with Medicare coverage relative to existing Med-
icaid benefits, which vary across states and are available only to qualifying 
individuals.

A key challenge related to enactment of a federal long-term care benefit 
is the potential cost of such a program. The program would likely be self-
funded by contributions from participants along with public subsidies for 
lower-income individuals. On an individual level, this would likely shift 
the burden of paying for long-term care to a broader group of taxpayers. 
On a broader societal level, this new federal benefit will shift the current 
burden of funding care for lower income individuals from Medicaid to this 
new federal program.

A federal benefit may be associated with a risk of fewer opportunities 
for innovation in care delivery or limited ability to customize the program 
to align with state-specific needs. However, such risks have been addressed 
in the federal Medicare program, such as through innovative options, in-
cluding MA plans that offer greater flexibility.

An important consideration is whether a federal benefit would be fea-
sible politically given historical resistance to this type of social insurance 
program in this country. As with any new such program, a critical decision 
will be whether to cover everyone from the beginning or only those who 
have vested in the program (i.e., paid in long enough to be eligible). This 
will have major implications in terms of the role of public financing for the 
early years of the program. Ultimately, a federal benefit would be designed 
to cover the continuum of long-term care settings while paying a rate com-
mensurate with the delivery of high-quality care.

KEY FINDINGS AND CONCLUSIONS

Through its review of the evidence on nursing home payment and 
financing, the committee identified several important problems with the 
current system. First, there has been insufficient investment in quality 
care in nursing homes, with nursing homes dependent to some degree on 
Medicaid payment rates. Medicaid plays a dominant role as the default 
payer of nursing home care, but it is constantly subject to state budget 
constraints. Second, the system is fragmented across post-acute care, 
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long-term care, hospice, and other services. This fragmentation creates 
inefficiencies and unintended incentives for overuse of some services, un-
deruse of others, and cost shifting among more lucrative and less lucrative 
services. The current system is not one that anyone would have designed 
from the outset.

The fragmentation and potential cost shifting between Medicare-
funded post-acute care services and mostly Medicaid-funded long-term 
care services is particularly problematic. Given that Medicare profit mar-
gins are much higher than Medicaid profit margins and that the delivery of 
post-acute services is in some ways separable from the delivery of long-term 
care services, economists would expect increased specialization over time in 
a free and competitive market. However, there appear to be institutional, 
regulatory, and economic obstacles in the nursing home market to doing 
so, given the current payment rates and capital stock. Even new entrants to 
the nursing home sector maintain a mix of long-term care and post-acute 
care beds.

To move toward a more efficient system and reduce fragmentation, the 
committee considered the potential of moving post-acute care out of the 
domain of nursing homes. This shift would enable nursing homes to special-
ize in long-term care, reduce fragmentation among payers, and encourage 
higher-quality care without the need for cost shifting, The committee recog-
nized that such a change would require: (1) ensuring that payment for long-
term care is sufficient to sustain nursing homes without cross-subsidization 
from other services, and (2) identifying which providers should be respon-
sible for post-acute care and aligning the economic incentives such that they 
are willing to do so.

The committee considered whether a promising approach would be 
to shift the provision of post-acute care to hospitals, as has been called 
for by a number of nursing home experts (Fulmer et al., 2021; Grabowski 
and Mor, 2020). The committee initially considered this change to be 
feasible for several reasons. First, the average patient census in hospitals 
has been declining, so hospitals may have the necessary capacity. Second, 
hospitals have already been increasing their responsibility for post-acute 
care costs through payment reforms such as bundled payments. Third, 
many hospitals have historical experience providing post-acute care on 
site, though the economics of this model in the past few decades have not 
been favorable. Hospitals might also increase the number of people getting 
post-acute care at home rather than on site.

In the course of its considerations, the committee assessed the unin-
tended consequences of implementing such a change. Medicare, for ex-
ample could evaluate and set payment rates for post-acute care without 
considering the spillover effects on long-stay residents or the financial 
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viability of nursing homes. If the underlying payment rates are insufficient, 
there could be an exit from the nursing home market and a shortage of 
nursing home care providers. As a result, more people might be encouraged 
to receive post-acute care at home than would be optimal for their health. 
For those too sick to go home, hospitals might prefer to pay for post-acute 
care in a nursing home rather than provide such care in the hospital setting. 
Allowing such arrangements would change the flow of funds, but ultimately 
it would not address the financial fragmentation in nursing homes. Based on 
careful consideration of all these factors, the committee ultimately decided 
not to recommend the separation of short-stay from long-stay nursing home 
residents, given the potential for greater risk from unintended consequences 
for both short- and long-stay patient populations.

The committee identified a number of additional financing and pay-
ment findings and conclusions:

• Medicare and Medicaid provide conflicting incentives between 
short-stay and long-stay payments, resulting in fragmentation and 
cross-subsidization across payers.

• Current incentives encourage nursing homes to transfer residents 
to hospitals rather than caring for people in the nursing home and 
then have them return to the nursing home after a qualifying hos-
pital stay for post-acute care, with higher Medicare reimbursement, 
before transitioning back to long-stay care, with lower Medicaid 
reimbursement.

• Although an extensive body of research supports the strong con-
nection between spending on direct care for residents and the 
quality of care, nursing homes are not required by law to devote a 
specific portion of their payment to direct care for residents.

• Value-based payment arrangements in Medicare, which link pay-
ment directly to the quality of care rather than the volume of 
services, are associated with lower rates of nursing home use and 
shorter lengths of stay than traditional Medicare payments.

• The impact of APMs for long-stay nursing home care is unknown 
but warrants exploration and testing in real-world situations.

• The quality measurement and quality goals that APMs use to de-
termine payment should include measures of improving outcomes 
for disadvantaged populations and reducing existing disparities.

• The COVID-19 pandemic has resulted in a decline in admissions to 
nursing homes for post-acute short stays which persisted even after 
the rates of home health use rebounded, providing the opportunity 
to rethink and reshape the model of providing post-acute care in 
nursing homes.
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Regulation is common to a wide range of products and services, such 
as food, construction, pharmaceuticals, transportation, and electronics. 
The purpose of regulation is to assure that products and services are safe 
and meet certain standards for minimum acceptable quality. A standard 
economic justification for why nursing home care needs regulation is that 
regulations can help address market failures, such as consumers’ difficulty 
in accessing, monitoring, and responding to information about the qual-
ity of care (GAO, 1997; Grabowski and Stevenson, 2006; IOM, 2001; 
Shugarman and Brown, 2006). The typically frail health of the nursing 
home resident population, combined with the relatively high level of 
government financing for nursing home care in the United States, further 
bolsters the political and policy justifications for governmental oversight 
of the sector. In that respect, government regulations are intended to 
protect consumers and ensure accountability in the use of public funds 
by developing quality standards, evaluating whether nursing homes meet 
those standards, and enforcing sanctions when necessary (IOM, 2001). 
This chapter reviews the history and current state of quality assurance, 
accomplished largely through oversight and regulation, of the nursing 
home sector.

HISTORY OF QUALITY ASSURANCE IN NURSING HOMES

The federal government’s formal involvement with the oversight of 
nursing homes started with the enactment of Medicare and Medicaid in 
1965. Over the decades, various laws and federal regulations sought to im-
prove the quality of care in nursing homes and also improve the oversight 
and regulation of nursing homes’ performance (See Box 8-1).

Quality Assurance:
Oversight and Regulation

8
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BOX 8-1 
Brief Timeline of Nursing Home Regulation

• The 1965 Social Security Act enacted Medicare and Medicaid and gave 
the U.S. Department of Health, Education, and Welfare (HEW) (predecessor 
to the U.S. Department of Health and Human Services) the authority to set 
requirements of participation for nursing homes.

• The 1965 Older Americans Act was amended in 1973 and again in 1987 to 
add important quality standards and create the ombudsman program.

• In 1971 the Office of Nursing Home Affairs was created within HEW and 
tasked with enforcing quality improvement measures in nursing homes, re-
viewing federal long-term care policies, and providing guidance for agencies 
overseeing nursing homes.

• The Social Security Amendments of 1972 included full federal funding of 
state survey and certification activities and directed HEW to develop quality 
standards for nursing homes that participate in Medicare and Medicaid.

• In 1974, HEW issued federal certification criteria for nursing homes. These 
regulations were clarified in 1978 but remained essentially unchanged.

• The 1987 Nursing Home Reform Act, part of the Omnibus Budget Rec-
onciliation Act of 1987 (OBRA 87), renewed focus on residents’ mental, 
psychosocial, and physical well-being and included provisions on education 
and training standards for nursing home staff, safety and sanitation practices, 
survey processes, and transparency.
• The subsequent Residents’ Bill of Rights included the right to privacy, self-

determination, freedom from abuse, and voicing grievances without reprisal
• The 2010 Patient Protection and Affordable Care Act sought to improve 

the transparency and accountability of nursing home quality, improve over-
sight and enforcement mechanisms, improve staff training requirements, im-
prove data collection and reporting, and prevent elder abuse through several 
acts. For example,
• The Nursing Home Transparency and Improvement Act required public 

transparency of ownership, quality, and staffing information and estab-
lished Nursing Home Compare (now Care Compare; see Chapter 3).

• The Elder Justice Act and the Patient Safety and Abuse Prevention 
Act set forth requirements to prevent and report abuse and other crimes 
against older adults in long-term care settings.

• The 2015 Improving Medicare Post-Acute Care Transformation Act of 
2014 (IMPACT Act) was revised to improve the 5-Star Quality rating system.

• In 2016, the Centers for Medicare & Medicaid Services released a final 
rule updating requirements of participation for long-term care facilities in 
Medicare and Medicaid programs.

• The January 2019 executive order “Reducing Regulation and Controlling 
Regulatory Costs” scaled back the oversight of nursing homes in several 
areas as part of a broader movement to reduce bureaucracy and government 
intervention

SOURCES: ACL, 2021a; Brinker and Walker, 1962; CMS, 2016, 2018a; Grabowski, 2007; IOM, 
1986; KFF, 2015; Klauber and Wright, 2001; Musumeci and Chidambaram, 2020; Public Law 
81-734, 1950; Public Law 92-603, 1972; Public Law 109-171, 2005; Public Law 111-148, 2009; 
Public Law 113-185, 2014; Rau, 2017; Walshe, 2001; Watson, 2012; Wells and Harrington, 2013).
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OMNIBUS BUDGET RECONCILIATION ACT OF 1987

The 1986 Institute of Medicine (IOM) report Improving the Quality of 
Care in Nursing Homes cited widespread quality-of-care problems and sub-
stantial concerns about the ineffectiveness—and unevenness—of oversight 
at that point in time. (IOM, 1986) Specifically, the report stated:

The implicit goal of the regulatory system is to ensure that any person 
requiring nursing home care be able to enter any certified nursing home 
and receive appropriate care, be treated with courtesy, and enjoy continued 
civil and legal rights. This happens in many nursing homes in all parts of 
this country. But in many other government-certified nursing homes, indi-
viduals who are admitted receive very inadequate—sometimes shockingly 
deficient—care that is likely to hasten the deterioration of their physical, 
mental, and emotional health. (p.2)

Soon after the release of the 1986 IOM report, Congress enacted the 
Nursing Home Reform Act as part of the Omnibus Budget Reconciliation 
Act of 1987 (OBRA 87).1 OBRA 87 regulations raised the expectations for 
nursing homes considerably by establishing uniform and tougher nation-
wide standards. The regulations strengthened and consolidated quality 
standards (including standards related to quality of life and residents’ 
rights), expanded the types of sanctions that could be imposed, and re-
quired data collection using the Minimum Data Set. Overall, the regula-
tions in OBRA 87 established the modern survey and enforcement system, 
detailing the expectation that facilities be surveyed once every 9 to 15 
months at times that were unannounced to the facilities and adding several 
intermediate sanctions that would be available to aid in enforcement. For 
family member perspectives on the importance of regulations to the quality 
of care in nursing homes, see Box 8-2.

Quality Assurance and Nursing Homes in the 21st Century

For more than 30 years, the statutory requirements of OBRA 87 and 
associated regulations promulgated by the Centers for Medicare & Med-
icaid Services (CMS) have largely defined nursing home quality assurance 
activities. To remain eligible for Medicare and Medicaid payments, nursing 
homes must meet requirements of participation2 covering a range of dimen-
sions such as residents’ rights, quality of care, and the physical environment 

1 Omnibus Budget Reconciliation Act of 1987, Public Law 100-203; 100th Cong., 1st sess., 
(December 22, 1987).

2 CMS Requirements for Long Term Care Facilities—Quality of Life, 42 CFR Part §483, 
Subpart B (2016).
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(CMS, 2021a; Kapp, 2000). However, while substantial changes have oc-
curred in nursing home care since the implementation of the OBRA 87 
regulations, the general structure of the oversight and regulation of nursing 
homes has for the most part remained the same. A notable exception is the 
incorporation new regulations as part of the Patient Protection and Afford-
able Care Act (ACA)3 (see Box 8-1) (Wells and Harrington, 2013). The 
ACA includes such provisions as requiring facilities to disclose information 
concerning ownership and governance, directing CMS to collect payroll 
data on direct care staffing, and establishing the Civil Monetary Penalty 
Reinvestment Program (KFF, 2013). In 2016, CMS released a final rule 
updating its requirements of participation.4 The full rule, the first significant 
revision of federal regulations of nursing homes in over 25 years, was de-
signed to streamline existing nursing home regulations, remove duplication, 
and align with current legislation. The 2016 rule expanded regulations 
to facilitate person-centered care, infection control, and quality improve-
ment activities. The 2016 rule also restricted the ability of nursing homes 
to require that residents enter into pre-dispute arbitration agreements, a 

3 Patient Protection and Affordable Care Act of 2010, Public Law 111-148; 111th Cong., 
2nd sess., (March 23, 2010).

4 CMS Requirements for Long Term Care Facilities, 42 CFR § 483 (2016).

BOX 8-2 
Family Member Perspectives

“How did we get this culture change in Mama’s facility? Regulations! Without 
the power of federal regulations, change would not have occurred. Quality of care, 
quality of life, and fundamental resident rights to a safe and dignified existence 
mean very little without regulations and strong enforcement. My experience with 
my mother and in my 33-year ‘paid’ career are ample evidence that providers will 
not police themselves.”

— Kathy Bradley, Family Member and Founder, CEO, and  
Board President of Our Mother’s Voice

“We need actual regulation—surprise visits and regular visits from inspectors 
and real penalties for violations (and information made available to the public).”

— Family Member, Berkeley, California

These quotes were collected from the Quality of Care in Nursing Homes 
Public Webinars and the committee’s online call for resident, family and nursing 
home staff perspectives.
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provision the nursing home industry challenged almost immediately. As 
a result, the July 2019 final rule allowed nursing homes to offer residents 
pre-dispute binding arbitration but not require it.

In accordance with the January 2017 executive order “Reducing Regu-
lation and Controlling Regulatory Costs,” the oversight and enforcement 
of requirements of participation were scaled back as part of a broader 
movement to reduce bureaucracy and government intervention, including 
the encouragement of regulators to not impose fines for “one-time” events 
(Musumeci and Chidambaram, 2020; Rau, 2017). The executive order 
proposed relaxing regulations in other areas, such as emergency prepared-
ness, as well (CMS, 2018a).

Today, challenges are evident in the current quality assurance frame-
work. While great progress has been made since the passage of OBRA 87, 
substantial quality problems have persisted. With its emphasis on minimum 
standards for operation, the main purpose of regulation is to identify and de-
ter poor-quality care practices. In 1998, a report to Congress by the Health 
Care Financing Administration (HCFA) noted that “ongoing press reports of 
questionable practice reinforce a widespread negative perception of the qual-
ity of nursing home care and underscore the importance of the Federal gov-
ernment’s responsibilities” (HCFA, 1998, p. i). However, recent investigative 
and government reports have documented substantial lapses in nursing home 
oversight processes across multiple states (see later in this chapter for more 
on oversight of the state survey process). The following sections will provide 
an overview of quality assurance roles and responsibilities today.

FEDERAL AND STATE REGULATION

The 1986 IOM report noted three components of government regula-
tion of nursing homes that are important to quality assurance:

1. Criteria to determine quality;
2. Determining compliance with these criteria; and
3. Enforcing compliance with the criteria (IOM, 1986).

Chapter 3 of this report examines quality measurement in nursing 
homes as a means of determining the quality of care. This section gives a 
high-level overview of the role that the federal government, state govern-
ments, and the private sector play in the oversight of nursing homes by 
determining their compliance with regulations.

States have the primary responsibility for licensing providers, giving 
each state some control over nursing home market entry and retention. 
State licensure imposes minimum standard requirements that a home must 
meet in order to continue operating. Historically, however, state licensing 
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decisions have excluded few facilities, as regulators consider the loss or 
denial of a license to operate to be a drastic remedy that should be re-
served for serious breaches of resident safety and quality-of-care standards 
(Li et al., 2010). States could potentially take a more active role in screen-
ing applications to assess the quality of performance at facilities owned by 
applicants for the license to operate.

Consequently, the primary locus of regulatory stringency lies in the fed-
eral requirements of participation as a Medicare- or Medicaid-certified nurs-
ing home provider (Furrow et al., 2008; IOM, 2001, p. 21; Walshe, 2001). 
The requirements of participation include requirements that likely parallel 
most states’ licensure standards but that also specify the minimum quality 
of care that a nursing home must provide. For example, the requirements of 
participation state that nursing homes must provide services and activities to 
“attain or maintain the highest practicable physical, mental, and psychosocial 
well-being of each resident” according to a written plan of care.5

Even though requirements of participation go beyond what might be 
considered the absolute minimum standards of quality, the increased re-
quirements are rather modest. On the other hand, some have argued that 
the sheer number of requirements of participation creates long checklists 
that encourage technical compliance but do not adequately focus providers 
on their residents’ quality of life (Harrar et al., 2021; Jaffe, 2020; Walshe, 
2001). This tension emerged prominently between the 2016 revision of 
nursing home standards and the subsequent repeated efforts to scale these 
standards back (Justice in Aging, 2020; Musumeci and Chidambaram, 
2020; National Consumer Voice, 2019). Despite the ideological nature of 
this particular dispute, there is still potential merit to the exercise of ensur-
ing that the requirements of participation are both thorough in ensuring 
quality and maintain a focus on what matters to nursing home residents.

Medicare and Medicaid are the predominant purchasers of nursing 
home care, and the need to maintain beneficiary access limits the ability 
of Medicare and Medicaid to demand quality that exceeds the require-
ments of participation requirements. More demanding requirements of 
participation also need to be balanced with potential increases in program 
payments that ensure sufficient numbers of nursing homes will continue to 
serve beneficiaries.

Certificate of Need and Construction Moratoria

As part of the licensing process, some states maintain certificate-of-
need requirements to regulate expansions in the health care market as 
a strategy to constrain health care spending. Certificate-of-need policies 

5 CMS Requirements for Long Term Care Facilities—Administration, 42 CFR § 483.70 (2016).
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employ a need-based evaluation of all applications for new construction 
or additions to existing facilities that would increase the number of beds. 
Additionally, some states have implemented construction moratoria that 
prohibit the building of new health care facilities. By 1979, almost all states 
had certificate-of-need regulations, and these policies typically included 
nursing homes (Feder and Scanlon, 1980). As of December 2021, 35 states 
and Washington, D.C. have certificate-of-need policies in place, with wide 
variability among the states in how these policies are structured, includ-
ing how “need” is defined (Cavanaugh et al., 2020; NCSL, 2021; Wiener 
et al., 1998).

Impact of Certificate-of-Need Policies in Health Care

The general rationale for certificate-of-need and construction morato-
rium regulations rests on Roemer’s law, which states “a built bed is a filled 
bed is a billed bed” (Shain and Roemer, 1959). That is, these policies seek 
to compensate for a concern that the principles of supply and demand in 
a third-party payment system may result in overinvestment in health care 
facilities, misdistribution of health care resources, and delivery of more 
services than actually needed, given that consumers are not impacted by 
the cost of services (Bruneau, 2014; Feder and Scanlon, 1980; Havighurst, 
2005). For health care in general, certificate-of-need regulations have been 
found to be largely ineffective, and “in fact, by limiting supply and monop-
olizing local health care, [they] seem to raise costs and undermine quality 
care. More than anything, though, they limit access to health care services” 
(Mitchell, 2021). In 2004, the Department of Justice (DOJ) and the Federal 
Trade Commission recommended reconsidering these regulations, stating 
that they believed that “on balance, [they] are not successful in containing 
health care costs, and that they pose serious anticompetitive risks that usu-
ally outweigh their purported economic benefits. Market incumbents can 
too easily use [certificate-of-need] procedures to forestall competitors from 
entering an incumbent’s market” (DOJ and FTC, 2004, p. 22). In 2016, 
Mitchell and Koopman noted that “forty years of peer-reviewed academic 
research suggests that [certificate-of-need] laws have not only failed to 
achieve their goals but have in many cases led to the opposite of what those 
who enacted the laws intended” (Mitchell and Koopman, 2016).

Impact of Certificate-of-Need and Construction Moratoria on  
Nursing Homes

The general principles behind certificate-of-need regulations may not 
apply to the nursing home setting, in that residents and their families often 
do have out-of-pocket expenditures for care (see Chapter 7) (Feder and 
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Scanlon, 1980). The logic behind these regulations for nursing homes spe-
cifically is that limiting the number of beds will, in turn, limit the number 
of Medicaid beneficiaries in nursing home settings, thus keeping state Med-
icaid spending low. However, the evidence does not suggest that the regula-
tions have much effect (Grabowski et al. 2003; Rahman et al., 2015). As 
noted by Wiener and colleagues, “most states feel that supply controls have 
contributed to cost containment, although none could quantify the effect” 
(Wiener et al., 1998, p. 10). In fact, Medicare and Medicaid spending on 
nursing home care has been shown to grow faster in states with certificate-
of-need laws (as compared to states without those laws) (Rahman et al., 
2015). Moreover, when states repeal certificate-of-need laws, they do not 
experience increases in nursing home spending, with the likely reason be-
ing that most families will exhaust every community option before seeking 
nursing home care (Grabowski and Gruber, 2007; Grabowski et al., 2003; 
Konetzka et al., 2019; Mattimore et al., 1997). The cost of compliance with 
certificate-of-need regulations may also exceed their benefits and decrease 
social welfare (Conover and Bailey, 2020).

While certificate-of-need regulations do not appear to have their in-
tended effect of holding down Medicaid nursing home spending, they 
can have the unintended effect of harming consumers. Studies have found 
that these regulations limit choice and lower access to medical services 
and health care resources, especially for those in rural areas (Feder and 
Scanlon, 1980; Mitchell, 2017; Wiener et al., 1998); decrease the quality 
of care for some measures of quality (Fayissa et al., 2020; Grabowski et al., 
2008; Stratmann and Wille, 2016; Zinn, 1994); and increase private-pay 
prices (Nyman, 1994). For example, Fayissa and colleagues (2020) found 
that nursing homes in states with such regulations (as compared to nursing 
homes in states without these regulations) had lower health survey scores 
(by 18–24 percent) and lower levels of employment for registered nurses 
and licensed practical nurses (along with increased employment of certified 
nurse aides) (Fayissa et al., 2020). Additionally, the presence of these poli-
cies did not result in fewer complaints.

Certificate-of-need regulations and construction moratoria can also 
discourage innovation by preventing the entry of more modern and desir-
able nursing home options and restricting facility renovation and remodel-
ing (Grabowski, 2017; Mitchell, 2021; Reinhard and Hado, 2021; Wiener 
et al., 1998). As Chapter 6 notes, many of today’s nursing homes were 
built using design features adapted from hospitals constructed in the 1960s 
and 1970s and therefore have an institutional environment (Eijkelenboom 
et al., 2017; Schwarz, 1997). Furthermore, certificate-of-need regulations 
may contribute to the perpetuation of larger nursing homes, rather than the 
smaller, more homelike settings that are more desirable. These regulations 
have been associated with a higher average nursing home size (Ferdows 
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and Rahman, 2020; Kosar and Rahman, 2021; Nastasi, 2020; Rahman, 
2016); the average number of beds is roughly 110 in states without such a 
regulation and 131 in states with one (Rahman et al., 2015). The experience 
of small-home models such as the Green House (see Chapter 6) have high-
lighted the importance of capital investments for developing higher-quality 
models of nursing home care.

Some have argued that certificate-of-need policies and construction 
moratoria are needed because of the decreasing occupancy rates in nursing 
homes. However, one examination of nursing home moratoria in Indiana 
noted that “focusing solely on occupancy rates ignores the underlying 
reasons why the beds are unoccupied” (Glans, 2015). The author suggests 
that lower occupancy rates may reflect that “they are older and are not 
offering the services consumers want or need” and that new facilities will 
naturally replace older, less desirable nursing homes (rather than “forcing” 
residents into older facilities) (Glans, 2015). Others have raised concerns 
that lifting certificate-of-need regulations will increase Medicaid spending 
on institutional care and so reduce investment in home- and community-
based settings of long-term care (Kitchener et al., 2005; Miller et al., 2002; 
Williams, 2019). However, no evidence suggests that this has occurred. In 
fact, limited evidence demonstrates that between 1992 and 2009, “spending 
on home health care by both Medicare and Medicaid increased at a much 
faster rate in states without [certificate of need]” (Rahman et al., 2015).

At the height of the COVID-19 pandemic in spring of 2020, 24 states 
eased, suspended, or temporarily lifted certificate-of-need regulations to 
increase flexibility (Erickson, 2021). Several other states introduced legisla-
tion to repeal or reform such restrictions (Mitchell, 2021).

State Surveys

States assist with the assessment of facilities’ compliance with require-
ments of participation and, as necessary, with the investigation of com-
plaints and adverse incidents. States have some discretion in how they 
administer these responsibilities, but all states are expected to adhere to the 
detailed protocols outlined in the State Operations Manual (CMS, 2017a). 
Using the federal survey protocol and other federal guidance, states report 
state survey findings about the scope and severity of deficiencies as well as 
their recommendations for enforcement actions to CMS. However, CMS 
has the ultimate authority to sanction facilities and to audit all state inspec-
tion activities (CMS, 2018b; IOM, 1986). Accordingly, the federal govern-
ment has the statutory power to review state decisions and overrule them, 
known as the “look behind” provision (Walshe and Harrington, 2002).

The overall survey process (Figure 8-1) is uniform across states. In 
2017, the process was updated to use “as much structure as possible to 
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ensure consistency while allowing surveyors the autonomy to make deci-
sions based on their expertise and judgment” (CMS, 2017b). The process 
is also completely automated (instead of using paper as was previously 
done in some surveys). Most commonly, facilities receive a standard survey. 
However, if a surveyor finds evidence of substandard care, the choice can 
be made to then conduct an extended survey, which evaluates additional 
participation requirements. The survey agency then compiles its findings of 
deficiencies and recommends action to CMS and the state. It is up to the 
CMS and the state to determine whether they give a facility the opportunity 
to correct its deficiencies before CMS imposes penalties. If CMS and the 
state give a facility the opportunity to correct deficiencies, it must submit 
an acceptable plan of correction or proof of correction for past noncompli-
ance (CMS, 2018b).

Upon completing the entire survey process, facilities have the oppor-
tunity to dispute cited deficiencies through an informal dispute resolution 
process beyond the plans of correction. However, if there is evidence of 
“immediate jeopardy—a situation in which the facility’s noncompliance 
with one or more requirements of participation has caused, or is likely 
to cause, serious injury, harm, impairment, or death to a resident”—the 
regional office or state Medicaid agency will immediately terminate the 
facility’s Medicare/Medicaid participation, mandate installing temporary 
management, or impose other penalties (CMS, 2018b).

State Surveyors for Long-Term Care

Minimum standards to be a federal surveyor in long-term care facilities 
for the determination of Medicare/Medicaid compliance include:

• Appropriate background in the health professions or health 
administration;

• Completion of an orientation program and basic surveyor training 
course;

• Passing the Surveyor Minimum Qualifications Test;
• Annual job-related training courses;
• Lack of conflict of interest; and
• Dedication of at least 50 percent of one’s working time to survey 

activities or to meeting the professional qualifications for the sur-
veyor’s health profession (CMS, 2019a).

The survey team’s composition and size varies, depending primarily 
on the following factors: the number of beds in the facility, whether the 
facility has a history of deficiencies, if a facility has a special care unit, 
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and whether the team includes surveyors-in-training. CMS guidance 
calls for states to staff the survey teams with multidisciplinary individu-
als who have expertise and knowledge of best practices in working with 
the care population. Ultimately, “the state (or, for federal teams, the 
regional office) decides what the composition of the survey team will 
be,” as long as it meets statutory and regulatory requirements (CMS, 
2016). In addition, a multidisciplinary team of professionals, at least 
one of whom is a registered nurse, must conduct nursing home standard 
surveys.

The 1986 IOM report Improving the Quality of Long-Term Care 
included several recommendations regarding the training of nursing home 
surveyors, including:

• Implementation of programs for effective training and monitoring 
of surveyor performance to reduce inconsistency;

• A revision of guidelines to be more specific about the qualifications 
of surveyors and the composition and numbers of survey team 
staff; and

• Increased federal training efforts and support of state-level training 
programs.

A 1999 report from the Office of Inspector General (OIG) also called 
for evaluating surveyor staff to assure that there is adequate staffing, ad-
ditional training for state surveyors with a forum to meet and discuss 
common issues to ensure consistency, and standardized ongoing training 
requirements across states (OIG, 1999). Several reports note the challenges 
in hiring qualified surveyor staff. For example, a 2005 report from the Gov-
ernment Accountability Office (GAO) highlighted “continuing problems in 
hiring and retaining qualified surveyors, a factor that states indicated can 
contribute to variability in the citation of serious deficiencies” (GAO, 2005, 
p. 37). In 2008, the GAO noted two factors that contributed to significant 
understatement of serious care problems by surveyors: weaknesses in sur-
veyors’ investigative skills and weaknesses in surveyors’ ability to properly 
analyze the information they had collected (GAO, 2008). A follow-up study 
in 2009 concluded that “workforce shortages and training inadequacies 
affected states’ ability to complete thorough surveys, contributing to the 
understatement of nursing home deficiencies” (GAO, 2009a, p.22). States 
often identify staffing as a key factor in their inability to meet standard for 
survey timeliness, noting “the most common staffing-related description 
centered on the inability to attract and retain surveyors, often due to not 
being able to offer high enough salaries to compete in local markets” (OIG, 
2022a, p. 11).
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Similar to recruiting care providers to the nursing home setting, re-
cruiting qualified surveyors can also be a challenge. In her testimony to 
this committee, Alice Bonner, Institute for Healthcare Improvement noted:

How are we training surveyors? [. . . .] How [can] we get really good, 
dedicated people to want to become surveyors? This is one of the most 
important jobs in health care. And it’s critical to people who live in nursing 
homes and who work in nursing homes. And to the care partners in the 
community. So how can we recruit really good people who are registered 
nurses and social workers, who can make a lot more money doing some-
thing else in a lot of states?

Overall, state survey agencies need more surveyors (in sheer numbers), 
competitive compensation, and enhanced training to ensure that surveyors 
have the qualifications and supports needed to effectively carry out their 
responsibilities.

Funding of the Survey Process

The survey process is funded by a combination of Medicare, Med-
icaid, and non-Medicaid state funds (GAO, 2009b). Medicare surveys 
are funded by a discretionary appropriation from Congress based on 
budget requests submitted by CMS while states receive 75-percent fed-
eral matching funds for Medicaid surveys (GAO, 2009b; OIG, 2022a). 
CMS’ budget for these activities remained flat since FY 2014, at about 
$397 million annually (OIG, 2022a). However, during that time period, 
CMS increased the allotment to states by about 4 percent. In 2020, CMS 
received additional funding through the Coronavirus Aid, Relief, and 
Economic Security (CARES) Act6 for survey and certification expenses 
during the COVID-19 pandemic. In addition to paying the 25 percent of 
Medicare-covered expenditures for surveys, states are also expected to 
contribute additional funds for other reasons, including the costs associ-
ated with state licensure (GAO, 2009b). In 2009, the GAO noted that 
“CMS oversight of states’ use of survey funds is limited because it relies 
on state-reported data, has inadequate information about non-Medicaid 
state funding, and does not require states to justify supplemental funding” 
(GAO, 2009b, p. 15). See later in this chapter for more on CMS oversight 
of the state survey process.

6 Coronavirus Aid, Relief, and Economic Security Act, Public Law 116-136; 116th Cong., 
2nd Sess., (March 27, 2020).
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Complaints

In addition to standard survey inspections that nursing homes undergo, 
residents and other parties may file complaints with the state or federal 
regulatory agency related to adverse events or general dissatisfaction with 
the quality of care. Medicare- and Medicaid-certified nursing homes are 
required to have established procedures for complaints by residents and 
people acting on the resident’s behalf. Specifically, nursing homes must:

• Make survey, certification and complain investigation reports 
available;

• Investigate complaints and monitor compliance; and
• Make information about what complaint forms are, how they are 

used and how to file a complaint with the state survey and certifi-
cation program and the state long-term care ombudsman program 
available.7,8

States are responsible for receiving, prioritizing, and investigating com-
plaints. The most serious complaints are categorized as either “immediate 
jeopardy” or “high priority” (also known as not immediate jeopardy - high) 
and require immediate attention (see Box 8-3). Less serious complaints may 
require onsite investigation by the state, desk review, or referral, but do not 
have a specific timeframe for action.

While there are many ways to file a complaint at a nursing home, states 
must have standard complaint forms for residents to file with the state 
survey agency and a state long-term care ombudsman program (depending 
on the facility). They also must have a formal complaint resolution pro-
cess. The ACA sought to make filing such complaints easier by providing 
standardized complaint forms and streamlining the complaint resolution 
process (KFF, 2013). However, substantial barriers still exist—including 
barriers related to the process itself as well as those related to fear of re-
prisal (Carlson, 2015; Lee et al., 2021). For example, according to reports 
by ombudsmen, racial and ethnic minority residents may avoid filing com-
plaints out of fear of retaliation (Lee et al., 2021).

Data on consumer complaints have improved in recent years with 
Care Compare’s addition of information on complaints and deficiencies. 
As shown in Table 8-1, the number of overall complaints per 1,000 nurs-
ing home increased steadily between 2011 and 2018 (OIG, 2020a). The 
percentage of complaints prioritized as either immediate jeopardy or high 
priority remained relatively consistent. As shown in Table 8-2, between 

7 Social Security Act, Title XVIII §1819 (d)(1)(C), 42 U.S. Code 1395i–3, 89th Cong., 
1st sess. (July 30, 1965).

8 Social Security Act, Title XI §1128I (f), 42 U.S. Code § 1320a-7j, 89th Cong., 1st sess. 
(July 30, 1965).
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Box 8-3 
Definitions of Nursing Home Complaints

Immediate jeopardy complaints allege serious injury, harm, impairment, or 
death to a resident, and indicate an immediate risk unless immediate corrective 
action is taken. State survey agencies are required to start an onsite investigation 
within 2 business days.

High priority (non-Immediate Jeopardy - High) complaints allege harm 
that negatively impacts the individual’s mental, physical, or psychosocial status 
and are of such consequence to the person’s well-being that a rapid response 
is indicated. State survey agencies are required to start an onsite survey within 
10 business days.

SOURCES: CMS, 2019b; OIG, 2019a, 2020a.

TABLE 8-1 Numbers and Prioritization of Complaints, 2011–2018

2011 2015 2016 2018

Total number of complaints 47,279 62,790 66,077 71,602

Number of complaints per 1,000 nursing 
home residents

32.7 44.9 47.3 52.3

Percentage of complaints prioritized as 
immediate jeopardy

6% 8.5% 9% 7%

Percentage of complaints prioritized as high 
priority

49.1% 50.6% 50% 47%

SOURCE: OIG, 2020a.

TABLE 8-2 Numbers and Investigations of Immediate Jeopardy and 
High Priority Complaints, 2016–2018

2016 2017 2018

Immediate Jeopardy Complaints

Number of immediate jeopardy complaints 6,039 5,451 5,245

Percentage of immediate jeopardy 
complaints not investigated within 2 days

24.0% 17.7% 12.8%

High Priority Complaints

Number of high priority complaints 32,774 32,722 33,974

Percentage of high priority complaints not 
investigated within 10 days

15.4% 16.2% 19.3%

SOURCE: OIG, 2019a.
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2016 and 2018, the percentage of immediate jeopardy complaints that were 
not investigated within the required timeline decreased, but the percentage 
of high priority complaints that were not investigated within the required 
timeline increased. Moreover, from 2016 through 2018, “twenty-one states 
failed to meet CMS’ timeliness threshold for high priority complaints in 
all three years” (OIG, 2020a, p. 6); among these states, 10 did not meet 
performance thresholds for timeliness for 8 consecutive years (2011–2018). 
(See more on timeliness of survey activities later in this chapter.)

In one example, as of April 2014, long-term care facilities in California 
had more than 10,000 open complaints and facility-reported incidents 
(California State Auditor, 2014). A 2014 report from the California State 
Auditor recommended establishing specific time lines for the investigation of 
these complaints, ensuring adequate staff, and following specific procedures 
for review and approval; as of November 2019, these recommendations had 
not been implemented (California State Auditor, 2014, 2020).

For a nursing home staff perspective on the complaints process, see 
Box 8-4.

For more on states’ performance in addressing complaints, see later 
in this chapter for a discussion of CMS oversight and performance of the 
state survey process.

Additional State-Based Roles

Although the most important role of states in nursing home oversight 
is assessing compliance with federal requirements, states that wish to 
increase the stringency of nursing home quality control have additional 
mechanisms available. For instance, states might impose more stringent 

BOX 8-4 
Nursing Home Staff Perspective

“There is a great need for staff to follow up on requests/complaints in a more 
timely and thorough manner; after six years of quarterly care plan meetings dis-
cussing the same concerns, there was still no change/improvement in the system 
which delegated tasks from the top down but then NEVER checked to confirm 
action was completed.”

— Anonymous, St. Louis, Missouri

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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staffing standards than those in federal guidelines (Harrington et al., 
2020). States also have primary oversight responsibility for the very small 
portion of nursing homes that do not participate in the Medicare or Med-
icaid programs and therefore are not subject to the detailed requirements 
of participation.

PRIVATE ACCREDITATION

Beyond the required government oversight, nursing homes can elect 
to undergo additional voluntary scrutiny through private accrediting 
entities such as The Joint Commission. Typically funded by fees from par-
ticipating facilities, private accrediting agencies generally set detailed ac-
creditation standards, assess facilities’ compliance with those standards, 
and subsequently work with providers to address identified shortcomings 
and improve operations (Castle et al., 2011). Relative to government 
oversight, the approach of private accrediting agencies is oriented more 
to quality improvement, something that is outside the standard purview 
of regulatory agencies. There is very little evidence, however, suggesting 
that nursing home providers who choose to engage in voluntary accredi-
tation efforts have subsequently improved care practices (Wagner et al., 
2012).

CMS allows certain health care organizations to receive a “deemed 
status”—that is, the organization can participate in Medicare and Med-
icaid but be exempt from the Medicare survey and certification process 
if a qualifying private accrediting entity determines that the organization 
meets or exceeds federal requirements of participation (ASHE, 2021; 
CMS, 2008). However, a 1998 report to Congress from HCFA found 
that private accreditation (as compared to the traditional survey process) 
emphasized process and structure measures over resident-centeredness, 
were less transparent than the traditional nursing home survey process, 
and tended to miss serious deficiencies; the authors concluded that “the 
potential cost savings to deeming would not appear to justify the risk to 
the health and safety of the vulnerable nursing home population” (HCFA, 
1998, p.iv). Determinations by private accrediting bodies are not suf-
ficient for nursing homes’ participation in Medicare and Medicaid, and 
are strictly voluntary.

ENFORCEMENT AND PENALTIES

After the determination of compliance with quality criteria through re-
quirements of participation, the third component of regulation for nursing 
homes is the enforcement of compliance with these criteria, largely through 
various sanctions.
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Sanctions by CMS and State Survey Agencies

To enforce compliance and penalize poor performers, CMS and state 
survey agencies can levy a range of sanctions against nursing homes. De-
pending on the seriousness of the deficiency, penalties can range from 
directed plans of correction and in-service trainings to the imposition of 
civil monetary (or money) penalties (CMP), the appointment of temporary 
management, denial of payment, and termination from participation in the 
Medicare and Medicaid programs.

Prior to OBRA 87, termination from participating in Medicare and 
Medicaid programs was the only available sanction for noncompliant facili-
ties, but today there are a wider variety of intermediate options for penal-
izing noncompliant nursing homes. As noted earlier, states report survey 
findings about the scope and severity of deficiencies as well as their recom-
mendations for enforcement actions to CMS. Despite the range of enforce-
ment options available, CMPs have by far been the most common remedy 
used in recent years to sanction nursing homes. Specifically, as Table 8-3 
shows, CMP accounted for nearly 72 percent of the 28,077 enforcement 
actions taken from fiscal year (FY) 2016 through FY 2020. (See below for 
more on CMPs.)

More stringent sanctions such as temporary management and termina-
tion from participation in Medicare and Medicaid are rarely used (CMS, 
2021b; GAO, 2009c; Li et al., 2010; OIG, 2006a). For example, in 2006 
the Office of the Inspector General (OIG) found that CMS terminated the 
participation of only 45 percent of the facilities that warranted that sanc-
tion (OIG, 2006a).

Civil Monetary Penalties

CMP are fines imposed by CMS for noncompliance with requirements 
of participation—either a total fine based on the number of days out of 
compliance for a single infraction (per day) or for each instance of noncom-
pliance (CMS, 2021c). In 2019, almost $120 million was collected in CMP 
(about $100 million from per day penalties and nearly $20 million from 
per instance penalties); the average total dollar amount was $68,126 for 
per day penalties and $9,950 for per instance penalties (CMS, 2022). The 
average days in effect for per day penalties was 57 days (CMS, 2022). In 
2005, the OIG found that CMS tended to impose penalties at the lower end 
of the range (OIG, 2007). Additionally, some studies have found inter-state 
variability in how CMP is enforced and how the funds are used (Harrington 
et al., 2008; Wang et al., 2019).

Through the CMP Reinvestment Program, a portion of these funds 
are returned to states to be used for activities the improve quality of care 
for nursing home residents. Examples of permissible use of the funds 
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TABLE 8-3 Enforcement Actions Report, FY 2016–2019

Enforcement Action 2016 2017 2018 2019 TOTAL

State Monitoring 67 100 95 38 300

Directed Plan of Correction 37 46 63 75 221

Temporary Management 3 5 1 7 16

Discretionary Denial of Payment for  
New Admits

445 551 453 577 2,026

Mandatory Denial of Payment for  
New Admits—3 Months

221 161 191 162 735

Denial of Payment for All Residents 5 5 7 3 20

Directed In-Service Training 337 278 275 292 1,182

Civil Monetary Penalty 2,726 4,206 3,399 3,421 13,752

CMS-Approved Alternative or Additional 5 11 8 8 32

Transfer of Residents/Closure of Facility 0 1 1 0 2

Transfer of Residents 2 0 0 0 2

Discretionary Termination 8 7 3 2 20

Mandatory Termination 15 12 7 12 46

Total Number of Enforcement Actions 3,871 5,383 4,503 4,597 18,354

Total Number of Nursing Homes with 
Enforcement Actions*

2,537 3,474 2,944 2,991 11,946

SOURCE: CMS, 2021b.
NOTE: While more recent data are available, the impact of the COVID-19 pandemic on enforcement ac-
tions may skew data trends, and require separate analysis.
* These data come from the Certification and Survey Provider Enhanced Reporting (CASPER) system. 
CASPER notes that the provider (i.e., nursing home) count is “valid for the subset of providers or suppliers 
for which there are survey records in CASPER.” For more information, see https://qcor.cms.gov (accessed 
November 10, 2021).

include assistance for residents of facilities that are closed or decertified, 
relocation of residents, support for resident and family councils, training 
of nursing home staff and surveyors, and technical assistance for qual-
ity improvement in nursing homes (CMS, 2021c). CMP funds cannot be 
used for expenses such as research, capital improvements, nursing home 
employee salaries, and expenses associated with requirements of participa-
tion (CMS, 2019c).

Civil and Criminal Action

Distinct from the mechanisms described above, the government can 
hold nursing homes liable for damages under fraud and abuse law, such as 
under the federal False Claims Act (Landsberg and Keville, 2001). This law 
provides sanctions against any health care provider that defrauds the govern-
ment, either by billing CMS for services it did not actually render or, in some 
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cases, for delivering services that do not meet baseline standards. Although 
regulators use the False Claims Act relatively infrequently to police nursing 
home quality, it can be an option for extreme cases of noncompliance with 
requirements of participation.

Additionally, government agencies are not the only entities that can 
impose penalties; the courts can hold nursing homes liable for certain viola-
tions (Stevenson and Studdert, 2003). As with traditional medical malpractice 
claims, nursing home residents and their families have a private right of ac-
tion against facilities for damages and potentially even for breach of contract. 
While some argue that liability for harm increases the incentives for deliver-
ing high-quality care, evidence shows little difference in the susceptibility to 
claims of harm among lower-quality and higher-quality homes (Studdert and 
Stevenson, 2004; Studdert et al., 2011). Furthermore, liability claims have 
little impact on the subsequent care that facilities provide (Konetzka et al., 
2013; Stevenson et al., 2013a).

Many states have passed tort reform legislation, most notably caps on 
non-economic damages, which can have a particularly negative impact on 
nursing home cases (Studdert and Stevenson, 2004). Furthermore, during 
the COVID-19 pandemic, several states passed liability protections for 
nursing homes against pandemic-related claims or enhanced existing laws 
(Associated Press, 2021; Brown, 2021; Critchfield, 2021). In July 2020, 
the American Bar Association noted that more than half of all states “have 
granted some sort of immunity from civil liability to long-term care facilities 
and health care providers. Three states have granted facilities and provid-
ers immunity from criminal and civil liability” (Brooks et al., 2021). Most 
of the states provide protections from accusations of negligence, requiring 
proof of willful or gross negligence.

In 1998, President Clinton announced a large initiative to improve 
the quality of care in nursing homes (The White House, 1998). Part of 
this initiative directed HCFA (in conjunction with the Office of Inspector 
General and DOJ) to “refer egregious violations of quality of care stan-
dards for criminal or civil investigation and prosecution when appropri-
ate.” In March 2020 the DOJ announced the National Nursing Home 
Initiative (NNHI), a program coordinated by the Elder Justice Initiative 
in collaboration with the U.S. Attorneys’ Offices. NNHI aims to pursue 
civil and criminal actions against nursing homes that provide substandard 
care and “owners and operators who have profited at the expense of their 
residents” (DOJ, 2020). NNHI looks for facilities that lack proper hygiene 
and infection control protocols, fail to provide proper food to residents, 
withhold pain medication from residents, fail to provide adequate staffing, 
or use chemical and physical restraints. DOJ plans to scrutinize data from 
whistleblowers, wrongful death lawsuits, federal and state inspections and 
audits, and COVID-19 reporting data from federal agencies (e.g., CMS) 
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(Hall et al., 2020). NNHI will also work to ensure compliance with the 
False Claims Act (Yoder, 2020). DOJ has not released more information 
about NNHI since it launched the program.

Corporate Integrity Agreements

Beyond the traditional survey process, a corporate integrity agree-
ment allows nursing homes with identified quality-of-care problems to 
remain in the Medicare and Medicaid programs if they contract with an 
independent quality monitor that has been authorized by OIG to oversee 
clinical improvement and compliance. Corporate integrity agreements 
generally last for 5 years (OIG, 2022b). The OIG sometimes negotiates 
a corporate integrity agreement as part of a settlement for investigations 
of fraud arising under the False Claims Act (DOJ, 2014, 2016; OIG, 
2022b).

In 2009 the OIG studied 15 nursing home corporations that had en-
tered into corporate integrity agreements (OIG, 2009). While all 15 corpo-
rations ultimately instituted structures and processes related to quality, the 
OIG was unable to determine the actual impact on the quality of care be-
cause of the “lack of agreed-upon benchmarks for quality of care outcome 
measures throughout the nursing home industry” (OIG, 2009, p. 17). In 
2018, in response to media coverage of the use of corporate integrity agree-
ments in the settlements of False Claims Act cases, the Center for Medicare 
Advocacy called for more transparency of corporate integrity agreements 
(Edelman, 2018). It noted:

Transparency would both enable the monitor to receive comprehensive, 
timely information that is relevant to determining the company’s compli-
ance with the [corporate integrity agreement] (or whether there has been 
a material breach) and inform the public about the ongoing status of the 
company’s compliance (Edelman, 2018).

The Special Focus Facility Program

The Special Focus Facilities (SFF) program, created in 1998, is a pro-
gram in which CMS and states identify the lowest-performing facilities as 
determined by numbers of deficiencies found during survey, the severity 
of those citations, and patterns of serious problems over time and then 
subject those facilities to more frequent inspections and quality improve-
ment activities (CMS, 2021d). States use a points-based system to create 
a list of candidates for the program. The states then select a subset of the 
candidate list to participate in the SFF program. CMS regulations state, 
“Once a state selects a facility as an SFF, the state survey agency, on CMS’s 
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behalf, conducts a full, onsite inspection of all Medicare health and safety 
requirements every six months and recommends progressive enforcement 
(e.g., fines, denial of Medicare payment) until the nursing home either 
(1) graduates from the SFF program; or (2) is terminated from the Medi-
care and/or Medicaid program(s)” (CMS, 2021d). According to CMS, 
most SFF nursing homes improve significantly within 18 to 24 months, 
with CMS terminating about 10 percent from participating in Medicare 
and Medicaid (CMS, 2021d). Improving this small program has been a 
recent focus of federal policy makers and is a central component of the 
proposed Nursing Home Reform Modernization Act. However, many 
graduates fail to sustain improvement (or may even regress) and the budget 
for the SFF program only allows for oversight of a small fraction of the 
nursing homes deemed to be among the most poorly performing (CMA, 
2019; GAO, 2010a; Rau, 2017).

CMS OVERSIGHT AND PERFORMANCE OF THE 
STATE SURVEY AND CERTIFICATION PROCESSES

As noted earlier, CMS holds responsibility for overseeing the state 
survey process. Several reports from GAO and OIG over the past two 
decades have found failures in the survey process to properly identify 
serious care problems, fully correct and prevent recurrence of identified 
problems, and investigate complaints in a timely manner, as well as 
failures in CMS’ oversight of these surveys (GAO, 1999, 2003, 2007, 
2008, 2009a, 2010b, 2018, 2019; OIG, 2006b, 2019b, 2019c, 2020a, 
2022). For example, a 2008 GAO study found that surveyors “some-
times understate the extent of serious care problems in homes because 
they miss deficiencies,” (GAO, 2008, p. 2). In January 2022, OIG 
reported that “just over half of states repeatedly failed to meet re-
quirements for conducting nursing home surveys, most commonly for 
failures of survey timeliness” (OIG, 2022a, p. 8); 23 percent of fail-
ures for timeliness were for failure to conduct high-priority complaints 
within 10 days of the allegation. In 2020, OIG raised questions about 
“some states’ ability to address serious nursing home complaints and 
also about the effectiveness of CMS’ oversight of states” (OIG, 2020a, 
p. 14). Furthermore, investigative reports have also highlighted stories 
of failures in the regulatory process to detect or report serious issues 
(e.g., abuse, neglect) (Gebeloff et al., 2021; Levinson, 2017; Rau, 2018a; 
Silver-Greenberg and Gebeloff, 2021).

Improving the survey and certification process requires consideration of 
several overarching issues, including CMS’ oversight of state performance, 
variability in survey performance, and the limited ability of surveyors to 
tailor the process based on a facility’s previous performance.
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Evaluating State Performance of Surveys

A major part of CMS’ oversight responsibility includes evaluating state 
performance in survey and certification activities. The State Performance 
Standards System (SPSS) allows CMS regional offices to monitor state 
performance and identify areas for improvement through the use of perfor-
mance metrics across three domains:

1. Frequency (number and time frame of surveys),
2. Quality (surveys conducted in accordance with federal guidelines 

and accurately identify deficiencies), and
3. Enforcement and remedy (effectiveness of enforcement) (OIG, 2022a).

If a state is found to have performed inadequately, CMS can impose 
remedies (e.g., training, technical assistance, and corrective action plans) 
or sanctions (e.g., meeting with governor and other state officials, reduc-
ing federal financial participation, and terminating the state’s agreement) 
(OIG, 2022a). Financial penalties can be imposed in addition to such rem-
edies and sanctions. A 2008 GAO report found that CMS was “not using 
the database to oversee consistent implementation of the program by the 
regional offices—for example, the agency is not using the database to iden-
tify inconsistencies between comparative and observational survey results” 
(GAO, 2008, p. 2). In January 2022, OIG reported that many corrective 
action plans were missing or lacked detail, CMS often did not track training 
and technical assistance efforts, and CMS rarely imposed formal sanctions 
(OIG, 2022a). OIG’s recommendations included better tracking of the 
outcomes of remedies, establishing guidelines for progressive enforcement 
actions on the state, and actively disseminating state performance metrics 
with other stakeholders.

Variability in Survey Performance

Whether in the implementation of routine inspection responsibilities, 
imposition of sanctions, or in the investigation of complaints, considerable 
variation in processes and outcomes exists across states (Castle et al., 2007; 
CMS, 2021e; GAO, 2005, 2011a; Hansen et al., 2017; Harrington et al., 
2008; OIG, 2003, 2019a, 2020a 2022; Stevenson, 2006). For example, a 
2003 OIG report found that states use different deficiency tags to cite the 
same problem (OIG, 2003). A 2005 GAO report identified inconsistency in 
how states conduct surveys (as demonstrated by “wide interstate variability 
in the proportion of homes found to have serious deficiencies”) as a chal-
lenge to ensuring high-quality care (GAO, 2005). As mentioned earlier, the 
responsibility for surveying and enforcing compliance with nursing home 
standards falls largely to individual states. This approach may increase 
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bureaucracy and inevitably introduces state-level variation in the regula-
tory process (OIG, 2003). Such variation in implementing federal oversight 
standards and processes may occur both within and across states. However, 
it can be difficult to determine what portion of this variation reflects true 
quality-of-care differences and what portion reflects different state ap-
proaches to regulation. For example, states may interpret regulations dif-
ferently (GAO, 2011a). States can also have limited capacity to faithfully 
execute oversight responsibilities, and these constraints are especially acute 
in some states.

Responsiveness to Previous Performance

Nursing home oversight in the United States is largely a standardized 
enterprise, with almost all facilities inspected for compliance with the 
same standards on a roughly annual basis. In contrast, a more targeted 
approach to regulation would scrutinize low- and high-quality performers 
with differing intensity. The idea of targeted or responsive regulation has 
a broad theoretical foundation aimed at making oversight more effective. 
Regulatory theorists have outlined the potential strengths and limitations 
of the approach (Braithwaite et al., 2007; Walshe, 2001), and both the 
1986 and 2001 IOM reports on long-term care quality raised the notion of 
targeting inspection efforts more efficiently (IOM, 1986, 2001). In 1986, 
the IOM noted:

the introduction into the survey cycle of flexibility that is tied to perfor-
mance and key events should enable survey resources to be targeted to 
those facilities most in need of attention: problem or marginal facilities and 
facilities where new circumstances could adversely affect residents. Facili-
ties that are performing well would be rewarded for their good behavior 
by less-intense monitoring. That will allow survey agency staff to be used 
for more urgent tasks. (IOM, 1986, p. 112)

In fact, the current approach to nursing home oversight already incor-
porates elements of responsive regulation, albeit primarily at the lower end 
of the quality spectrum, such as through the SFF program. CMS’ Quality 
Improvement Organization program (see Chapter 3) has also targeted 
relatively poor performers (Stevenson and Mor, 2009). Federal regulations 
also allow states to vary inspection frequencies between 9 and 15 months 
and to tailor the inspections themselves based on the anticipated quality of 
care in the facility. One analysis of the most recent Community Assessment 
for Public Health Emergency Response survey found that this happens only 
to a small extent. In 2018, for example, one- and five-star nursing homes 
differed in survey frequency by only 11 days on average, with an average 
of 399 days between surveys for all facilities (Stevenson, 2019).
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Still, many advocates oppose targeted survey efforts and argue that “the 
approach fails to recognize our current ability to identify high-performing 
facilities and how quickly quality of care can decline at even the best nurs-
ing homes” (Stevenson, 2019; see also Edelman, 2019). In particular, it has 
been challenging to conceptualize and implement a revised or scaled-back 
survey approach for better-performing nursing homes. Such an approach 
would depend on two key elements: regulators being able to reliably iden-
tify better facilities deserving of less scrutiny, and the oversight system being 
sufficiently responsive to detect and respond if care faltered. At a recent 
Senate Finance Committee hearing on nursing homes, Senator Ron Wyden 
(D-OR) characterized the Five-Star Quality Rating System as a “mess,” in 
part because of the fact that four- and five-star facilities were among those 
that had cases of reported abuse and neglect (Wyden, 2019). In addition, a 
March 2021 New York Times article raised additional concerns about the 
veracity of the data underlying the five-star system, some of which is self-
reported (Silver-Greenberg and Gebeloff, 2021). (See Chapter 3 for more 
on the five-star quality reporting system.)

Collaboration for Quality Improvement

Federal statutes currently preclude survey agencies from consulting 
with or guiding the nursing homes they oversee, based on the assumption 
that if surveyors are too collegial with nursing homes, they may be less 
likely to cite deficiencies or impose sanctions (Li et al., 2012; Stevenson, 
2018). Examples of possible collaborations include that state survey agen-
cies could require nursing homes to develop and implement plans of cor-
rection for areas where they are falling short, or in advance of imposing 
fines, survey agencies could encourage nursing homes to work with quality 
improvement technical-assistance programs to help them identify address 
the root causes of their problems (Stevenson and Mor, 2009). In its 1998 
report to Congress, HCFA found little evidence that quality improvement 
initiatives could supplant the normal survey process (HCFA, 1998).

LONG-TERM CARE OMBUDSMAN PROGRAMS

Long-term care ombudsman programs, administered by the Adminis-
tration for Community Living, represent the only type of entity within the 
nursing home system whose sole mission is to be an advocate for the resi-
dents to ensure that they receive the care to which they are entitled (NORC, 
2019). State ombudsmen work to (1) monitor, protect, and promote resi-
dent rights by investigating and resolving complaints from nursing home 
residents; (2) advocate for systems-level change; and (3) perform outreach 
activities and educate residents, their loved ones, staff, and collaborating 
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agencies on the rights of residents (NORC, 2019). The program plays an 
important extra-regulatory role in nursing home quality assurance in that 
these complaints and investigations are distinct from the legally required 
complaint mechanisms that state regulatory agencies direct (Berish et al., 
2019; Hunt, 2008). Ombudsmen can serve as liaisons between the govern-
ment and facilities by communicating information about best practices 
to nursing homes, responding to concerns about oversight and quality of 
care, and alerting government agencies to problems that require their atten-
tion (Berish et al., 2019). One study (Berish et al., 2019) noted, “Though 
ombudsmen have limited power in their oversight and have no binding 
regulatory authority, they play three major roles in the long-term care en-
vironment: mediator, informal therapist, and resident advocate” (p. 1326).

The Long-Term Care Ombudsman Program began as a demonstration 
program in 1972 and was elevated to a statutory level in 1978 through 
an amendment to the Older Americans Act which required each state to 
establish an ombudsman program (ACL, 2021b; Hunt, 2008; NASUAD, 
2019). Over time, additional amendments expanded the program to other 
long-term care settings, provided various legal protections for the ombuds-
men themselves, established the National Long-Term Care Ombudsman 
Resource Center,9 and required all ombudsmen to participate in training 
provided by that center. In 2016 the State Long-Term Care Ombudsman 
Programs Final Rule provided guidance for operating state-based programs, 
including defining the responsibilities of key figures and entities, criteria 
and roles for approaches to resolving complaints, and conflicts of interest 
(ACL, 2021b; NASUAD, 2019). Today, the Long-Term Care Ombudsman 
Program has an official Office of the State Long-Term Care Ombudsman 
in all U.S. states, the District of Columbia, Puerto Rico, and Guam (ACL, 
2021b). By statute, ombudsmen are required to:

• Identify, investigate, and resolve complaints made by or on behalf 
of residents;

• Provide information to residents about long-term services and 
supports;

• Ensure that residents have regular and timely access to ombudsman 
services;

• Represent the interests of residents before governmental agencies 
and seek administrative, legal, and other remedies to protect resi-
dents; and

• Analyze, comment on, and recommend changes in laws and regu-
lations pertaining to the health, safety, welfare, and rights of resi-
dents (ACL, 2021b).

9 For more information, see https://ltcombudsman.org (accessed August 16, 2021).
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Structure and Funding of Long-Term Care Ombudsman Programs

The Administration for Community Living provides grants to each 
state unit on aging to develop an annual state plan for its long-term care 
ombudsman program and establish an Office of the State Long-Term Care 
Ombudsman. The state ombudsman administers the state program and 
oversees designated representatives of the state office who serve as local 
staff as well as of volunteers (NORC, 2019); long-term care ombuds-
man programs often have few paid staff at the state and local level, with 
volunteers conducting most of their activities (Berish et al., 2019). In FY 
2017, the program overall had 1,319 full-time paid staff and 8,810 total 
volunteers (NORC, 2019). Having a lower full-time staff to facility ratio 
correlates with a higher percentage of facilities being visited at least quar-
terly. Expenditures on these programs totaled $106.7 million across all 
funding sources in FY 2017; the federal government provided 50 percent, 
states provided 43 percent, and local governments 7 percent of this funding 
(NORC, 2019).

While regulations require state units on aging to ensure that the om-
budsman programs have sufficient resources and protections to conduct 
their legislatively mandated functions, there is considerable variation in the 
amount of resources, funding, and staffing among all programs, with lim-
ited funding affecting many programs’ abilities to meet federal mandates. 
For example:

• Only 23 percent of state ombudsmen report having sufficient finan-
cial resources;

• Only 27 percent of state ombudsmen report having sufficient staff;
• Only 15 percent of state ombudsmen report having enough volun-

teers; and
• Only 56 percent of state ombudsmen report having adequate legal 

counsel (NORC, 2019).

At least half of state ombudsmen report that a lack of resources hin-
ders their ability to fully conduct the following activities: recruitment and 
retention of volunteers, development and support of resident and family 
council development and support, community education, legal assistance 
for residents, and regular nursing home visits (NORC, 2019).

Extent of Services

In FY 2017, ombudsmen visited 68 percent of all nursing homes on 
at least a quarterly basis for routine visits and, when also including com-
plaint investigations, 79 percent of nursing homes (NORC, 2019). While 
state ombudsmen do some onsite visits, they are primarily responsible for 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

426 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

overseeing the program, and local and volunteer ombudsmen typically per-
form the in-person visits (NORC, 2019). Among the paid state ombudsmen 
who reported visiting nursing homes, 45 percent did so on a routine basis, 
compared with 81 percent of local ombudsmen and 95 percent of volunteer 
ombudsmen (NORC, 2019). Table 8-4 provides an overview of the extent 
of services provided by ombudsmen to nursing home residents in 2017.

Evidence of Impact

Although few rigorous studies have quantified the program’s impact, 
researchers have noted that the “existence of a local [long-term care om-
budsman program] is a significant predictor of quality of care, suggesting a 
positive preventative presence,” (Estes et al., 2010, p.775) especially given 
the modest investment of governmental resources (Hollister and Estes, 
2013). The presence of an ombudsman has been associated with increased 
levels of complaints and deficiency citations, which suggests that ombuds-
men are able to bring more issues to the attention of surveyors; additionally, 
ombudsman are more likely to be present at surveys of nursing homes with 
persistently poorer quality (Berish et al., 2019). Studies have found that the 
effectiveness of ombudsmen increases significantly with more autonomy 
and investment of resources, including funding; a larger number of paid 
staff; and minimum staffing requirements, smaller case-loads, and higher 
percentages of nursing facilities visited (Estes et al., 2004).

Seventy-eight percent of volunteer ombudsmen, but only 51 percent of 
state ombudsmen and 66 percent of local ombudsmen, report that the ma-
jority of their relationships in nursing homes are effective (NORC, 2019). 
The volunteers attributed this effectiveness to “the ongoing presence they 
maintain in facilities and the positive working relationships they develop 
with facility staff who come to view them as a resource” (NORC, 2019). 

TABLE 8-4 Services Provided by Long-Term Care Ombudsmen and  
Level of Activity, FY 2017

Services Provided by Long-Term Care Ombudsmen Level of Activity in FY 2017

Complaints 201,460*

Provision of information to individuals and staff 529,098

Attendance at resident and family council meetings 22,999

Community education sessions 10,170

SOURCE: NORC, 2019.
*NOTES: The top three categories for complaints are discharge/eviction, failure to respond to requests for 
assistance, and issues related to dignity and respect. Complaints were most often received from residents 
(40 percent), nursing home staff (19 percent), and relatives and friends (18 percent).
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Local ombudsman also reported that “their knowledge, confidence and 
experience level are crucial factors in determining the effectiveness of their 
relationships with facility staff” (NORC, 2019).

RESIDENT AND FAMILY COUNCILS

As described in Chapter 4, resident and family councils are independent 
groups for residents and families to discuss and address any issues or con-
cerns within a facility. The primary goal of such councils is to improve the 
quality of care and life within nursing homes (Grant, 2021). Additionally, 
councils meet to discuss issues and policies that affect resident care, plan 
activities, provide education, and serve as a bridge between residents and 
the facility, among other activities (Grant, 2021; LTCCC, 2017).

OBRA 87 first included regulatory requirements for family and resident 
councils. The act requires facilities to:10

• Provide existing councils with private meeting spaces;
• Designate a staff person to assist with council requests; and
• Respond to concerns and recommendations of the council regarding 

resident care and quality of life (Legal Aid Justice Center, 2013).

The 2016 federal regulations updated and strengthened the require-
ments for these councils. Specifically, the new 2016 regulations updated the 
requirements concerning resident and family councils with the following:11

• Residents must invite their families/individuals to participate in the 
councils

• Councils must include people beyond family members, called resi-
dent representatives, if a resident chooses

• Residents themselves can participate in the councils
• The facility and council must both approve the designated staff person
• The facility must make residents, family members, and resident 

representatives aware of upcoming council meetings in a way that 
the council approves

• The facility must act promptly upon grievances and recommenda-
tions from the council and provide a rationale for their response 
(Justice in Aging, National Consumer Voice, and CMA, 2021; 
National Consumer Voice, 2017)

For more on resident and family councils, see Box 4-7 in Chapter 4.

10 Omnibus Budget Reconciliation Act of 1987, P.L. 100-203; 42 USC §1396r(c).
11 CMS Requirements for Long Term Care Facilities—Resident Rights, 42 CFR § 483.10 (2016).
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EFFECTIVENESS OF QUALITY ASSURANCE FOR 
IMPROVING THE QUALITY OF CARE

Despite the prominent role of nursing home oversight and regulation, 
there is relatively modest evidence concerning its effectiveness in ensuring 
a minimum standard of quality. Much of the evidence is observational and 
follows the national implementation of OBRA 87. Measuring how well 
nursing home oversight activities minimize poor-quality care is challenging, 
not only because all U.S. nursing homes are subject to the same minimum 
federal standards, but also because of the many other changes that have 
occurred in the nursing home sector over the decades since OBRA 87 was 
passed. With this caveat, many studies have documented improvements in 
resident outcomes and care practices in the years following the implementa-
tion of OBRA 87. Nursing home regulations seem particularly effective at 
improving quality in certain easily measured and discrete categories. For 
example, in the years following OBRA 87, there was a substantial decrease 
in the use of restraints and catheters; reductions in dehydration rates and 
pressure ulcers; more discussions between residents and care providers 
about care plans, end-of-life plans and other issues; and increased overall 
staffing levels (Fashaw et al., 2020; Hawes, 1996; Hawes et al., 1997; 
HCFA, 1998; IOM, 1996; Wiener et al., 2007; Zhang and Grabowski, 
2004). Although notable improvements in care practices and selected qual-
ity measures followed the implementation of OBRA 87, nursing home care 
still demonstrates persistent quality challenges, at least among a subset of 
facilities. It is unclear whether these recurring challenges reflect inadequate 
implementation and enforcement of existing standards (as described earlier 
in this chapter) or deeper limitations in what quality-directed regulation 
can achieve.

Regulation specifies that the role of the federal government is to as-
sure the requirements of participation are enforced and “are adequate to 
protect the health, safety, welfare, and rights of residents and to promote 
the effective and efficient use of public moneys.”12 (See later in this chapter 
for more on transparency related to the financing of nursing home care.) It 
is difficult to calculate the total costs to federal and state governments of 
regulating nursing homes, and few studies have done so. A 2001 study esti-
mated the annual costs of the nursing home survey and certification process 
at $382 million, or $22,000 per home (Walshe, 2001). After accounting for 
inflation and other changes in the nursing home sector over the past two de-
cades, the direct costs to the government today are likely to be considerably 
higher. Moreover, in addition to the costs of regulation for government, 

12  Nursing Home Reform Law of 1987, P.L. 100-203, 42 USC 1395i-3(f)(1), 100th Cong., 
1st Sess. (December 22, 1987).
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the direct and indirect costs of regulatory oversight to nursing homes are 
important to consider against the benefits to residents’ quality of care and 
quality of life (Mor, 2011; Mukamel et al., 2011, 2012, 2014; Stevenson, 
2019). Some of the only research in this area found that greater regulatory 
stringency was significantly associated with better quality for four of seven 
quality measures studied and that the cost-effectiveness for the activities of 
daily living measure in particular was estimated to be around $72,000 per 
quality-adjusted life year in 2011 (Mukamel et al., 2012).

Most resident advocates and nursing home providers are dissatisfied 
with the effectiveness of the current nursing home regulatory model, yet 
little consensus exists on how to improve the system (Stevenson, 2018). 
Nursing home advocates highlight the fact that, as noted earlier, existing 
regulations are often not being completely and consistently enforced and 
suggest that additional regulations need to be put in place to fully protect 
residents. Alternatively, many providers believe that the existing regulations 
are excessive and impede innovation and good-quality care. Unlike other 
areas of nursing home care, little common ground exists between the two 
groups. The lack of empirical evidence to guide policy makers is a further 
barrier to progress.

TRANSPARENCY AND ACCOUNTABILITY

A key aim of nursing home oversight over the past decade has been 
to ensure greater transparency in ownership and financing. Most nursing 
homes have been for-profit entities for decades. In the early 2000s, in-
creased private equity investment and ownership complexity spurred a re-
newed focus on this topic (Duhigg, 2007; Stevenson and Grabowski, 2008), 
culminating with ACA including provisions to encourage the disclosure 
of ownership and financial relationships (KFF, 2013). Still, it is clear that 
such transparency has not occurred. The committee recognizes that these 
issues are prevalent across the entire health care system, and not limited to 
nursing homes. However, the following sections highlight the implications 
of this lack of transparency on improving the quality of nursing home care.

Nursing Home Ownership

Nursing homes can be classified as either for-profit, non-profit, or 
government-owned nursing homes. As Chapter 2 notes, 69.3 percent of 
nursing homes are for-profit entities, and nearly 60 percent are affiliated 
with companies that own or operate more than one nursing home (chain 
ownership) (Harris-Kojetin et al., 2019).

Despite important nuances related to the case mix of certain nursing 
homes and nursing home chains, the literature suggests that, in general, 
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for-profit nursing homes consistently demonstrate lower levels of quality, 
including satisfaction with care, than not-for-profit nursing homes (Banaszak-
Holl et al., 2002; Comondore et al., 2009; GAO, 2011b; Grabowski and 
Hirth, 2003; Grabowski et al., 2013; Harrington et al., 2001; Hillmer et al., 
2005; Stevenson and Grabowski, 2008; You et al., 2016). For example, for-
profit nursing homes, compared with non-profit or government-owned nurs-
ing homes, have been associated with fewer registered nurse and total nurse 
staffing hours, fewer nurses per resident, and more deficiencies (Harrington 
et al., 2012; O’Neill et al., 2003; Rau and Lucas, 2018). In addition, nursing 
homes designated as SFFs are more likely to be for-profit facilities or part of a 
chain (GAO, 2009d). Studies suggest a possible association between for-profit 
ownership and higher rates of COVID-19 cases and deaths (as compared to 
non-profit or government-owned nursing homes) (Bach-Mortensen et al., 
2021; Ochieng et al., 2021).The relationship between quality of care and 
ownership status has also been observed when for-profit nursing homes con-
vert to not-for-profit ownership and subsequently demonstrate improvements 
in quality, nonprofit nursing homes convert to for-profit and show a decline 
in performance (Grabowski and Stevenson, 2008), or chains are purchased 
by private equity companies (Harrington et al., 2012).

Data from the first 5 years (2009–2013) of the five-star rating system 
reveal that for-profit nursing homes had lower ratings than the non-profit 
and government-owned nursing homes (Abt Associates Inc., 2014). “Indeed 
nearly twice as many non-profit as for-profit nursing homes a five-star 
overall quality rating (35.6 percent vs. 19.7 percent)” (Abt Associates Inc., 
2014, p. 8). Furthermore, only 5.7 percent of for-profit nursing homes 
received five stars in the staffing domain, compared to 21 percent of non-
profit nursing homes and 26 percent of government-owned nursing homes. 
(See Chapter 3 for more on the five-star quality rating.) Nursing home 
chains are more likely to acquire nursing homes of lower quality, and these 
quality problems persist after the acquisition (Grabowski et al., 2016).

One challenge associated with chain ownership is that chain owners 
may have pressures to prioritize corporate interests over the residents’ 
needs (Banaszak-Holl et al., 2002; Harrington et al., 2001; You et al., 
2016). Beyond chain ownership, nursing home ownership has become more 
complex over the past few decades. For example, private equity ownership 
and real estate investment trusts (REITs) have been expanding in health 
care, including among nursing homes (Cockburn, 2020; Finn, 2020; GAO, 
2010c; Harrington et al., 2017, 2021; Stevenson and Grabowski, 2008). 
Private equity ownership of nursing homes has been associated with higher 
short-term mortality; lower measures of well-being, such as mobility; higher 
numbers of total deficiencies; lower total nurse staffing ratios (i.e., fewer 
hours per resident day); and increased costs (Braun et al., 2021; GAO, 
2011b; Gupta et al., 2021). Private equity ownership of nursing homes has 
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also been associated with a lower likelihood of having adequate supply of 
personal protective equipment (PPE) (Braun, et al., 2020). Private equity 
and REIT engagement helped fuel a restructuring in how nursing home 
companies are organized. Harrington and colleagues (2021) found that:

Many nursing homes separated their operating companies from their asset 
and property companies in an effort to shield parent companies from li-
ability and reduce regulatory oversight. Real estate investment companies 
(REITs) have dramatically expanded their ownership since the Housing 
and Economic Recovery Act of 2008 allowed REITs to buy health care 
facilities. These companies lease their facilities and property to nursing 
home operating companies at sometimes exorbitant rents.

Given the influence of ownership status on the quality of care in nursing 
homes, enhanced transparency regarding the details of ownership, including 
corporate structure and spending priorities, would provide important insights. 
Nursing homes are required to report certain details about their ownership 
structures, which is captured in CMS’ Provider Enrollment Chain and Owner-
ship System (PECOS). However, PECOS data are incomplete and somewhat 
difficult for consumers, payers, regulators, and others to use (GAO, 2010c). 
Furthermore, CMS does not audit the data for accuracy and have not en-
forced reporting requirements related to the nursing home’s organization (e.g., 
parent companies, related-party entities) (Harrington et al., 2021).

As discussed earlier in this chapter, the assurance of nursing home qual-
ity centers largely on public sector oversight through licensure and certifica-
tion. The focus of these efforts is on whether an individual nursing home is 
performing acceptably. When problems are present, the nursing home must 
make corrections or, in cases of extremely deficient care, a nursing home 
may face a range of sanctions (or, rarely, lose its certification to serve Medi-
care or Medicaid residents). However, with some exceptions (e.g., fraud 
and abuse), regulatory policy focuses on and sanctions the facility-level 
provider rather than looking at performance across nursing homes with a 
common owner or management company. Similarly, information available 
on Care Compare, including the five-star rating system, is all at the level of 
the individual facility (see Chapter 3). Consumers, payers, regulators, and 
others could benefit from a readily available capacity to examine facilities 
and other related entities in which owners have a stake. Publicly available 
ownership information needs to reflect and capture the complexity of to-
day’s nursing home sector (e.g., operations, ownership structures) to enable 
tracking quality across nursing homes with a common owner, understand 
which entities are responsible for care, and determine which entities are 
benefiting from Medicare and Medicaid payments or favorable tax policies 
that might further entice them into the sector (e.g., REIT investors).
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Financing

Quality assurance efforts have not focused extensively on the potential 
labyrinth of financial ties that shape what facilities are able to do, including 
how they are able to respond during a crisis. For example, while many for-
profit nursing homes receive funds from the federal government (i.e., CMS), 
there are no specific requirements for how these funds are spent (in spite 
of the federal government’s responsibility, noted earlier, in overseeing how 
public funds are spent). Improving the ability to understand where nursing 
homes spend their resources and gaining a more accurate sense of their 
overall financial well-being are essential elements of transparency. Progress 
has been made in simplifying nursing home cost reporting, yet substantial 
questions remain regarding the accuracy and completeness of these data 
(GAO, 2016). In fact, a significant lack of transparency characterizes the 
overall state of nursing home financing.

While nursing homes report low operating margins, with potential 
negative impacts on patient care and quality, some are using third-party 
transactions or unrelated business entities to hide profits (Cenziper et al., 
2020; Harrington et al., 2015, 2021; Rau, 2017, 2018b). For example, 
a case study of a for-profit nursing home chain in California found that 
“the chain’s complex, interlocking individual and corporate owners and 
property companies obscured its ownership structure and financial arrange-
ments” (Harrington et al., 2015, p. 779). In addition, it has become more 
apparent over the last few decades that nursing homes’ real estate assets 
are central to the entities that choose to invest in this sector. Furthermore, 
the engagement of private equity and REITs is fueled by the tax advantages 
of these arrangements, including their potential role in operating facilities.

Moreover, Rau (2017) reported that owners of nursing homes “out-
source a wide variety of goods and services to companies in which they 
have a financial interest or that they control” through related-party trans-
actions, sometimes at prices that are well over the market rates in order to 
accrue higher profits that nursing homes do not record in their financial 
accounts. In 2018, Rau reported that related party transactions accounted 
for $11 billion in nursing home expenditures in 2015 (one tenth of their 
costs) and that “homes with related companies were fined 22 percent more 
often for serious health violations than independent homes” (Rau, 2018b); 
nursing homes that outsource to related organizations tend to have lower 
staffing levels, higher rates of patient injuries and unsafe practices, and 
almost twice as many complaints as independent homes (Rau, 2017).

Evidence suggests that this outsourcing practice may be widespread. 
A 2009 study from the Office of the Assistant Secretary for Planning and 
Evaluation, for example, found that an increasing number of nursing homes 
were changing hands to regionally focused private-investment-owned fa-
cilities that increasingly used limited liability corporation structures and 
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partnership structures, such as general partnerships and limited partner-
ships (ASPE, 2009). Owners had also arranged for additional corporations 
to create layers in between themselves and their nursing homes, an ar-
rangement that replaced previous basic for-profit and not-for-profit owner-
operator structures (ASPE, 2009; Stevenson et al., 2013b). For a family 
member perspective on nursing home ownership and financing, see Box 8-5.

The lack of transparency or accountability in payment, funds flow, and 
nursing home finances makes it extremely difficult to assess the adequacy 
of current Medicaid payments. (See Chapter 7 for more on financing of 
nursing homes.) Though it is not an illegal practice, advocates have raised 
concerns that nursing home operators may use public Medicare and Med-
icaid funds to cover non-direct-care services (e.g., administrative costs) and 
earn significant profit while reporting low margins (LTCCC, 2021). For 
example, in the aforementioned case study of a California for-profit nurs-
ing home chain, the authors found that “profits were hidden in the chain’s 
management fees, lease agreements, interest payments to owners, and pur-
chases from related-party companies” (Harrington et al., 2015, p. 779). 
Furthermore, despite claims of financial challenges during the COVID-19 
pandemic, one analysis of 11 publicly-traded nursing home companies 
found that they had suffered relatively little financial impact (Kingsley and 
Harrington, 2021).

Consolidated annual reports that include data from operators and 
entities related by common ownership or management could help provide 
greater transparency and financial accountability needed to improve regula-
tory oversight (Harrington et al., 2021).For example, in 2021, California 
passed legislation requiring such a report, including information about the 
owner/operator and all related parties that have an ownership or control 

BOX 8-5 
Family Member Perspective

“My experience validated everything I know about the difference between 
non-profit and for-profit nursing homes. I want to emphasize the need to change 
how privately owned nursing homes are allowed to separate ownership into real 
estate and operations, allowed to create related-party businesses that siphon off 
profits that should go to staff and care.”

— Daughter and caregiver of two parents with  
dementia who needed nursing home care

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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interest of five percent or more and provides any service, facility, or supply 
to the nursing home (Grajeda and Yood, 2021). Sponsors of the legislation 
argued that large, for-profit nursing homes were “using complex ownership 
structures to increase profitability by shielding funds behind the corporate 
family so that these funds cannot be fully considered by the state when it 
sets rates and reimbursements for care” and that the reports would allow 
the state to evaluate if nursing homes were diverting revenues into related 
entities rather than directing the funds toward resident care (Grajeda and 
Yood, 2021).

NURSING HOME OVERSIGHT DURING COVID-19

The threat posed by COVID-19 resulted in a different approach to 
oversight. More immediate and effective regulation could have helped guide 
facilities to better protect nursing home residents, staff, and families. For 
example, CMS did not require routine COVID-19 testing until 6 months 
after the pandemic started, facilities did not have access to a reliable supply 
of PPE, and no state imposed limitations on part-time or agency staff who 
visited multiple facilities (Kohn, 2021). Chronic under-enforcement (i.e., 
lack of proper identification of deficiencies and imposition of penalties) 
exacerbated these problems. In fact, at the start of the pandemic, per-day 
fines for non-compliance were replaced with per-instance fines, key require-
ments were waived, and nursing homes restricted access to surveyors and 
ombudsmen (Kohn, 2021).

To limit the spread of COVID-19 in nursing homes, outside visitation 
by anyone other than essential health care personnel (including family, 
surveyors, and ombudsmen) was restricted (except in some very limited 
circumstances), and group activities and communal dining were eliminated. 
The initial CMS regulatory guidance emphasized flexibility and prioritized 
protecting residents over compliance with certain regulations. For example, 
CMS temporarily suspended specific reporting requirements such as resi-
dent assessment and staffing data, and it also waived some requirements 
related to residents’ rights in the name of physical safety (Stevenson and 
Bonner, 2020; Stevenson and Cheng, 2021). CMS also directed state survey 
agencies to stop regular inspection efforts and instead focus inspection ef-
forts on infection control and investigating allegations of immediate jeop-
ardy to residents (CMS, 2020a, b; 2021f). See Figure 8-2 for CMS guidance 
changes early in the pandemic.

Regulators had a difficult balance to strike during the public health 
emergency—“maintaining general protections and accountability while en-
suring that nursing homes had sufficient flexibility and resources to meet 
residents’ needs” (Stevenson and Bonner, 2020). Early in the pandemic, 
these steps were seen as essential for resident safety, but the repercussions 
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of these actions were substantial and carried separate harms of their own 
(Dolan and Mejia, 2020a; Mo and Shi, 2020; Montgomery et al., 2020; 
Rodney et al., 2021). Disaster planning focused on the physical safety of 
residents and overlooked other aspects of psychosocial well-being. The 
sudden loss of connections to family, friends, and volunteers and the new 
barriers to health and social services staff undercut modern expectations 
for high-quality nursing home care. For example, findings from a national 
survey revealed that 76 percent of nursing home residents felt lonelier 
than usual and 64 percent did not even leave their rooms to socialize 
(Montgomery et al., 2020). Families expressed concern that their loved ones 
in nursing homes seemed more lethargic, had worse physical health, and 
stopped smiling and laughing amidst the visitation restrictions and reduced 
oversight (HRW, 2021; Nash et al., 2021). For family member perspectives 
on the impact of visitation policies during the COVID-19 pandemic, see 
Box 8-6. (See Chapters 2 and 4 for more on social isolation and loneliness 
during the pandemic.)

As a result of this guidance, surveys were less thorough, and there were 
fewer documented complaints from ombudsman, families, and residents 
(OIG, 2020b; Stevenson and Cheng, 2021). In fact, “Deficiency citations 
generally decreased to near zero by April 2020 with the exception of 
infection prevention and control deficiencies and citations for failure to 
report COVID-19 data to the national health safety network” (Stevenson 
and Cheng, 2021). Consequently, nursing homes were not being held li-
able or accountable for deficiencies, such as understaffing (Kohn, 2021). 

FIGURE 8-2 Timeline of key CMS guidance to states early in the COVID-19 
pandemic.
SOURCE: OIG, 2020.
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Backlogs for standard surveys grew exponentially during the pandemic, 
ranging from 22 percent to 96 percent of nursing homes by state (with 
a national average of 71 percent) going without a standard survey for at 
least 16 months from February 1, 2020, through May 31, 2021 (OIG, 
2021). Furthermore, investigative reports drew attention to cases of inap-
propriate evictions and unsafe transfers of older adults and people with 
disabilities from nursing homes, many to homeless shelters, ostensibly as a 
way to make room for more lucrative short-stay residents with COVID-19 
coming from hospitals (Dolan and Mejia, 2020b; Silver-Greenberg and 
Harris, 2020).

With facilities in lockdown, oversight was needed to ensure not only 
the adequacy of infection controls but the quality of resident care more 
generally. Quality assurance was challenging before the pandemic, and the 
“significantly scaled back oversight and data reporting was concerning, 
even if temporary” (Stevenson and Bonner, 2020). For example, problem 
facilities such as SFFs, still needed to be monitored for general quality, but 
guidance did not prioritize or distinguish the continued need for enhanced 
oversight of these facilities during the pandemic.

Careful emergency planning and regulatory changes can help facilities 
better respond to emergencies—both event-specific events such as hur-
ricanes, but also broader and longer-lasting public health emergencies, 
such as COVID-19—and prevent such disproportionate devastation on 
nursing home communities in the future. (See Chapter 6 for more on 

BOX 8-6 
Family Member Perspectives

“The social isolation that my mother suffered during her end of life was 
heartbreaking, wrong, and unconscionable. She suffered an inhuman end of life, 
denied both family and clergy to ease her suffering.”

— E.

“My mother was in from July until she just die in March. What I would change 
is the elimination of visitation for a year. The isolation worsened my mom’s heart 
failure and dementia.”

— Anonymous, Brunswick, Ohio

These quotes were collected from the committee’s online call for resident, 
family, and nursing home staff perspectives.
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emergency planning.) Contingency plans to address the lack of PPE and 
in-person visitation “should be viewed as essential for bolstering care 
oversight, residents’ mental and physical health, and delivering high qual-
ity care” (Stevenson and Cheng, 2021). This may include options such as 
virtual monitoring activities, equipping facilities with PPE resources and 
technology for safe in-person or virtual visitation, and improving data 
collection and communication between facilities and regulatory bodies 
(Stevenson and Bonner, 2020; Stevenson and Cheng, 2021). Maintaining 
regulatory activities, transparency, and oversight will be a critical part of 
protecting residents’ health, well-being, and quality of life during future 
emergencies.

KEY FINDINGS AND CONCLUSIONS

General Oversight and Regulation

• While substantial changes have occurred in nursing home care 
since the implementation of OBRA 87 regulations, the general 
structure of the oversight and regulation of nursing homes is largely 
the same.

• The oversight and enforcement of nursing home rules were scaled 
back in 2017 as part of a broader movement to reduce bureaucracy 
and government intervention.

• Requirements of participation provide the primary focus for regu-
lation and cover a range of dimensions, such as residents’ rights, 
quality of care, quality of life, and the physical environment.

• States have the primary responsibility for licensure of nursing home 
providers as a way to control the market, but few facilities have 
been denied licensure.

• Certificate-of-need regulations and construction moratoria do not 
appear to have had their intended effect of holding down Medicaid 
nursing home spending; rather, these laws can discourage innova-
tion and decrease access.

• Certificate-of-need regulations may contribute to the perpetuation 
of larger nursing homes.

• Despite the prominent role of nursing home oversight and regula-
tion, the evidence base for its effectiveness in ensuring a minimum 
standard of quality is relatively modest.

• Many resident advocates and nursing home providers are dissat-
isfied with the effectiveness of the current nursing home regula-
tory model. Yet, little consensus exists on how to improve the 
system.
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State Surveys and Sanctions

• States assist with the assessment of facilities’ compliance with 
requirements of participation and, as necessary, with the investiga-
tion of complaints and adverse incidents. States have some discre-
tion in how they administer these responsibilities, but all states are 
expected to adhere to the detailed protocols outlined in the State 
Operations Manual.

• Nursing home oversight in the United States is largely a standard-
ized process, with almost all facilities inspected for compliance 
with the same standards on a roughly annual basis. However, there 
is considerable variation in processes and outcomes in the imple-
mentation of routine inspection responsibilities, in the imposition 
of sanctions, and in the investigation of complaints.

• There is some evidence that states have difficulty finding quali-
fied surveyors, and limited evidence on the quality of training and 
effectiveness of state surveyors.

• CMS and state survey agencies can levy a range of sanctions against 
out-of-compliance nursing homes, but the imposition of CMPs is 
most common.

• State survey agencies may not have adequate capacity or resources 
to fulfill all their responsibilities.

• Decades of evidence document failures in the survey process to 
properly identify serious care problems, to fully correct and prevent 
recurrence of identified problems, to investigate complaints in a 
timely manner, and in CMS’ oversight of these surveys

• CMS is able to impose remedies or sanctions if a state is found to 
have performed inadequately, but CMS does not fully track perfor-
mance and rarely imposes formal sanctions.

• While the current regulatory process needs significant improve-
ment, particularly in relation to the uneven enforcement of regula-
tions, there is a dearth of evidence to suggest which approaches 
would ultimately lead to improvement in the quality of care.

• Real-time metrics need to be used in the testing of new approaches 
to surveys (e.g., changed frequency) in order to monitor for signals 
of decreasing quality.

• The budget of the SFF program allows for oversight of only a very 
small fraction of low-performing nursing homes, and many facili-
ties that graduate from the program fail to sustain improvement.

Long-Term Care Ombudsman Program

• There is considerable variation in the resources, funding, and staff-
ing among ombudsman programs, and limited funding affects pro-
grams’ abilities to meet federal and state requirements and to fully 
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provide nursing home residents and their families with the best 
support possible.

• The impact of the Long-Term Care Ombudsman Program has been 
largely positive, especially given the modest investment of govern-
mental resources.

Transparency and Accountability

• Current data sources provide little insight into the corporate struc-
ture, finances, and operations of individual nursing homes.

• In general, for-profit nursing homes consistently demonstrate lower 
levels of quality, including satisfaction with care, than not-for-
profit nursing homes.

• Current data sources do not allow for an examination of perfor-
mance across nursing homes by a common owner.

• Nursing homes may use related-party transactions or unrelated 
business entities to hide profits. There is a lack of transparency 
regarding these transactions.

• Progress has been made in simplifying nursing home cost report-
ing, yet there are still substantial questions about the accuracy and 
completeness of these data.

• Increased transparency and accountability of the finances, opera-
tions, and ownership of nursing homes is important for improving 
the financial investment in nursing home care as well as to improve 
quality assurance, all toward the common goal of improving the 
quality of care in nursing homes.

COVID-19

• During the pandemic, regulators had a difficult balance to strike—
maintaining general protections and accountability while ensuring 
that nursing homes had sufficient flexibility and resources to meet 
residents’ needs.

• Early responses to the pandemic prioritized resident safety over 
other aspects of psychosocial well-being.

• Limiting visitation by family, surveyors, and ombudsmen affected 
the quality of care

• CMS directed state survey agencies to scale back regular inspection 
efforts in order to focus on infection control and investigations of 
immediate jeopardy.

• Surveys were less thorough, and there were fewer documented 
complaints from ombudsman, families, and residents.

• During the COVID-19 pandemic, many states sought liability 
protections for nursing homes against pandemic-related claims of 
negligence.
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• Maintaining regulatory activities, transparency, and oversight will 
be a critical part of protecting residents’ health, well-being, and 
quality of life during future emergencies.
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Health information technology (HIT) systems designed to facilitate 
health care delivery, management, and payment, have become pervasive 
throughout the U.S. health care system. One of the more common forms 
of HIT is the electronic health record (EHR),1 which has a wide array of 
uses, ranging from clinical support functions, digital prescriptions, and 
automated medication dispensing to functions related to billing, reim-
bursement, and administration to patient safety and quality improvement 
(Alexander and Madsen, 2018; Cherry et al., 2011; Kruse et al., 2017; 
Rantz et al., 2010a; Scott et al., 2017; Shiells et al., 2019). The capabilities 
of HIT in effectively promoting patient safety, enhancing the effectiveness 
of patient care delivery, facilitating the management of chronic conditions, 
and improving the efficiency of health care professionals are particularly 
important in nursing home settings, given the characteristics of the patient 
population. Nursing home residents typically have complex conditions, 
take multiple medications, and frequently undergo transitions in care (e.g., 
visits to the emergency department and hospital admissions) (Vest et al., 
2019). Moreover, a nursing home resident’s stays tend to be extended rather 

1 Although the terms “electronic health record” (EHR) and “electronic medical record” 
(EMR) are often used interchangeably, they are not the same. EMRs are the traditional patient 
medical chart in digital rather than paper format and are typically tied to one organization. 
EMRs enable providers to track data over time, identify patients for preventive visits and 
screenings, monitor patients, and improve health care quality. EHRs go beyond EMRs in their 
capacity to collect and store information from all the clinicians providing care to the patient 
(including laboratories and specialists). Importantly, all authorized clinicians involved in a 
patient’s care can access the information in an EHR (ONC, 2019a). For more information, 
see: https://www.healthit.gov/faq/what-are-differences-between-electronic-medical-records-
electronic-health-records-and-personal (accessed December 1, 2021).
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than episodic, with care typically lasting years rather than weeks or months. 
This requires more extensive ongoing communication, care coordination 
activities, and different HIT reporting mechanisms that can support the 
clinical staff in identifying, monitoring, and responding to changes in a 
resident’s condition over an extended period of time (Rantz et al., 2010a,b). 
Effective integration of HIT into care delivery has the potential to improve 
communication and data sharing for treatment referrals, allow providers to 
securely share data in real time, and provide better and more efficient care 
to beneficiaries (MACPAC, 2021).

Used appropriately, EHRs have the potential to prevent medical errors, 
expedite team decisions, reduce health care costs, increase administrative 
efficiencies, decrease paperwork, promote patient safety, and expand access 
to health care in nursing home settings (Bjarnadottir et al., 2017; Kruse 
et al., 2017; Lee, 2015; ONC, 2019b). Thus, members of the nursing home 
interdisciplinary care team, with appropriate training (DiAngi et al., 2019; 
Longhurst et al., 2019; Pantaleoni et al., 2015), can call upon the multiple 
functions of EHRs to improve the overall quality of care for nursing home 
residents (Spinelli-Moraski and Richards, 2013).

Other health technologies such as telehealth, videoconferencing, and 
personal monitoring devices are also effective tools in nursing home set-
tings. The importance of these technologies became evident during the 
COVID-19 pandemic when measures such as locking down nursing home 
facilities to protect vulnerable residents from infection limited access to in-
person clinical services as well as residents’ contact with friends and family 
members (Whitelaw et al., 2020). Thus, health technologies that serve dual 
roles as alternatives to face-to-face clinical visits as well as tools to mitigate 
the negative health outcomes of social isolation and loneliness have a key 
role to play in improving the quality of care and quality of life of nursing 
home residents.

This chapter of the report explores the role of HIT systems in nurs-
ing home settings, beginning with a brief background on the introduc-
tion and use of HIT in nursing homes. The discussion then turns to an 
examination of how HIT aligns with and supports the components of 
the committee’s conceptual model for high-quality nursing home care. 
From there the chapter explores HIT’s role in facilitating and operation-
alizing the components of the committee’s model of high-quality care in 
nursing homes as it relates to quality measurement and improvement 
( Chapter 3), resident care planning (Chapter 4), and workforce productiv-
ity ( Chapter 5). The discussion in this chapter will also include a review of 
HIT’s impact on advancing patient safety and will touch on issues related 
to the nursing home physical environment (Chapter 6) as well as HIT’s 
role in value-based payment (Chapter 7). The chapter concludes with a 
discussion of the use of other HIT applications, such as telehealth during 
the  COVID-19 pandemic.
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EVOLUTION OF HEALTH INFORMATION 
TECHNOLOGY IN NURSING HOMES

The evidence base supporting the role of HIT systems in improving the 
quality of care in nursing homes has been steadily evolving over the past 
three decades. As discussed in Chapter 2, the Institute of Medicine2 (IOM) 
1986 report Improving the Quality of Care in Nursing Homes outlined 
many urgently needed measures to improve the quality of care in nursing 
homes. The committee’s extensive reform plan reflected the recognition of 
the significance of HIT systems for monitoring and sustaining quality in 
nursing home care. The report recommended developing large national 
datasets derived from standardized resident assessments (IOM, 1986). This 
recommendation led to the creation of the Minimum Data Set (MDS), a 
standardized instrument used in every U.S. nursing home to assess the con-
dition of residents. As discussed in Chapter 4 and explored further below, 
the MDS was designed for three key purposes: collect data to describe each 
resident’s condition and create individualized resident care plans, generate 
quality indicators to evaluate nursing homes and guide improvement efforts, 
and serve a reimbursement role. Notably, MDS data are also used to de-
velop publicly reported quality measures (Rahman and Applebaum, 2009).

Subsequent IOM reports focused on the key role of HIT in improving 
health care quality, with a call for the widespread use of computerized pa-
tient records systems to replace paper-based patient health records within 
10 years (IOM, 1991). The 2000 IOM report, To Err Is Human: Building 
a Safer Health System, shone a bright light on the safety issues affecting all 
types of health care delivery systems and promoted technology as a solution 
(IOM, 2000). That report recommended that all health care organizations 
implement computerized capabilities—such as computerized drug order 
entry systems—that could improve the safety of health care delivery. A sub-
sequent IOM report also emphasized the importance of using HIT systems 
in long-term care facilities for clinical assessment, quality monitoring, and 
reimbursement (IOM, 2001a).

The steadily growing evidence base supporting the key role of HIT sys-
tems in clinical assessment, health care safety, and quality monitoring and 
improvement provided support for the enactment of a number of legislative 
actions to promote the widespread adoption of HIT throughout the health 
care system (see Box 9-1). The first of such legislation, the Health Informa-
tion Technology for Economic and Clinical Health (HITECH) Act of 2009, 
authorized $35 billion to support health care providers such as hospitals, 
acute care, and ambulatory care providers to implement EHRs.

2 As of March 2016, the Health and Medicine Division of the National Academies of Sci-
ences, Engineering and Medicine (NASEM) continues the consensus studies and convening 
activities previously carried out by the Institute of Medicine (IOM). The IOM name is used 
to refer to reports issued prior to July 2015.
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BOX 9-1 
Federal Policy Environment: Legislation to Advance HIT

Under the HITECH Act, enacted as part of the American Recovery and Re-
investment Act of 2009,3 the Centers for Medicare & Medicaid Studies launched 
a program to provide incentives to hospitals and acute care health care providers 
to adopt EHRs. This program, known as meaningful use, aimed to apply certified 
EHR technology for multiple uses including quality, safety, efficiency, and the 
coordination of care and reduction of health disparities.

The Improving Medicare Post-Acute Care Transformation Act of 20144 re-
quired all long-term care organizations to report standardized patient assessment 
data, providing a new impetus for those organizations to implement HIT systems.

The Medicare Access and CHIP Reauthorization Act (MACRA) of 20155 es-
tablished the Quality Payment Program (QPP), which contains two tracks. One is 
the Merit-Based Incentive Payment System (MIPS). The second is the Advanced 
Alternative Payment Models. In MIPS, the Promoting Interoperability category 
focuses on meaningful use of certified EHR technology and represents a transition 
from the initial EHR Incentive Program to a new phase with a heightened focus 
on interoperability and advancing patient access to health information. Advanced 
APMs have specific requirements for participants to use certified EHR technology 
(CMS, 2022; ONC, 2019c).

The 21st Century Cure’s Act of 20166 contains several provisions designed 
to accelerate the effective use of HIT to promote interoperability, or the seamless 
and secure access, exchange, and use of electronic health information, to support 
better access to health care information for all stakeholders, including nursing 
homes (ONC, 2021a).

3456Notably, nursing homes were not included among the group of health 
care providers eligible to participate in the Center for Medicare and Medic-
aid (CMS) originally called the EHR Incentive Program,7 then renamed Pro-
moting Interoperability Programs8 (Adler-Milstein et al., 2016; Gold and 

3 American Recovery and Reinvestment Act of 2009, Public Law 111-5; 111th Cong., 
1st sess., (February 17, 2009).

4 Improving Medicare Post-Acute Care Transformation (IMPACT) Act of 2014, Public Law 
113-185; 113th Cong., 2nd sess., (October 6, 2014).

5 Medicare Access and CHIP Reauthorization Act of 2015, Public Law 114-10; 114th Cong., 
1st sess., (April 16, 2015).

6 21st Century Cures Act of 2016, Public Law 114-255; 114th Cong., 2nd sess., (December 
13, 2016).

7 American Recovery and Reinvestment Act of 2009, Public Law 111-5; 111th Cong., 
1st sess., (February 17, 2009).

8 See: https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms 
(accessed October 27, 2021).
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McLaughlin, 2016). As a result, nursing homes have not benefitted from 
the significant financial support for EHR adoption that has been provided 
to other sectors of the health care system (Alexander et al., 2019a, 2020a; 
Kistler et al., 2021; MACPAC, 2021; ONC, 2021b; Walker et al., 2016).

Bolstered by federal financial incentives and other factors, EHRs have 
been adopted at a steadily increasing rate across all sectors of the health 
care system over the past decade. The level of EHR adoption among all 
non-federal acute care hospitals was 96 percent in 2016 (ONC, 2017a), 
while nearly 90 percent of office-based physicians used an EMR or EHR 
as of 2019 (CDC, 2021a). In contrast, an ONC survey estimated that as 
of 2016 less than two-thirds of all nursing homes had adopted an EHR 
( Alvarado et al., 2017). By 2019, a survey of nearly 600 nursing homes 
indicated the nationwide prevalence of EHR adoption among nursing 
homes to be 84 percent (Vest et al., 2019). Nursing homes that have not 
implemented EHRs continue to rely on inefficient paper-based, rather than 
electronic, exchange of health information. The urgency of the need for 
accurate, efficient exchange of health information has been underscored 
by the COVID-19 pandemic and its devastating effect on nursing home 
residents (Alexander et al., 2022).

Even those nursing homes that have an EHR in place are not necessarily 
taking advantage of the full benefits of EHR adoption. A lack of interoper-
ability, or the inability to electronically share health information between 
different HITs such as hospital and nursing home EHRs, is a key barrier to 
the full and effective use of EHRs. Only a small share of the 600 nursing 
homes surveyed in the study referenced above indicated that they were able 
to perform the key functions associated with the benefits of interoperability, 
namely sending, receiving, searching, and integrating patients’ electronic 
health information across care settings. As the study authors point out, 
“without engagement in interoperability, EHRs risk becoming just another 
data silo” (Vest et al., 2019). This finding aligns with earlier research that 
nursing homes have not taken full advantage of their investments in health 
information technology (Alexander et al., 2017a). Thus, it is important 
not only for nursing homes to adopt HIT but also for them to ensure that 
it is used to its full capability to support the seamless exchange of health 
information so as to support quality care for nursing home residents.

ROLE OF HIT IN QUALITY CARE IN NURSING HOMES

As discussed in Chapter 1, the committee’s conceptual model for qual-
ity care in nursing homes (depicted in Figure 9-1) includes such key com-
ponents as effective, timely, and equitable care; responsive and caring 
communication and collaboration; an empowered staff that is knowledge-
able, consistent, compassionate, and engages in team-based follow through 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

458 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

with care—all centered on providing person-centered, culturally sensitive, 
respectful care. As will be discussed below, HIT facilitates effective opera-
tionalization of the model’s components and, in so doing, is key to deliver-
ing quality, person-centered care in nursing homes.

The implementation of HIT in nursing homes, if done well, holds the 
potential to yield benefits for nursing home residents, their families, and the 
people who care for them. Effective use of HIT can improve the quality of 
care and quality of life of nursing home residents, reduce medical errors, 
increase the efficiency of nursing home staff, and provide the data needed 
to drive quality improvement and quality assurance efforts, and increase 
person-centered care. A number of barriers to successfully implementing 
EHRs and other HIT systems to their full capacity in nursing homes exist, 
calling for greater attention to address those challenges.

Use of HIT to Support Quality Measurement

The MDS was first fully implemented nationwide in 1991 as part of 
the federally required process for the clinical assessment of all residents in 

FIGURE 9-1 Conceptual model of the quality of care in nursing homes
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Medicare- and Medicaid-certified nursing homes. Described as “a power-
ful tool for implementing standardized assessment and for facilitating care 
management in nursing homes” (CMS, 2021a), the MDS enables an ex-
tensive evaluation of nursing homes, both on a facility level as well as on 
the level of individual resident’s medical, social, and functional status (Wu 
et al., 2009). The required MDS information also provides data for quality 
measurement and improvement purposes (AHRQ, 2018a). The MDS has 
been updated periodically since it was first introduced, with the most recent 
version, MDS 3.0, released in 2010.

Although concerns have been raised about the accuracy and complete-
ness of the MDS (Rahman and Applebaum, 2009; Wu et al., 2009), it is 
a key resource within the broader portfolio of data sources critical to the 
quality of care in nursing homes. The MDS data collected during resident 
assessments include information about the resident’s health and functioning 
and about changes in resident status. Importantly, this standardized data 
collection enables nursing homes to monitor the quality of resident care, 
and MDS data were critical to the development of quality indicators (Rantz 
and Connolly, 2004; Saliba and Buchanan, 2012) (see Chapter 3). The 
MDS provides the basis for the National Quality Forum–endorsed nursing 
home measures (AHRQ, 2018b).

EHRs can facilitate the effective, efficient, and accurate collection of data 
on nursing home residents required as part of the MDS process (Rantz et 
al., 2011). Indeed, the MDS serves as the basis for most commercially avail-
able EHRs for nursing home use. Effective EHR implementation can lead to 
quality improvement as reflected in lower deficiency scores, fewer medication 
errors and adverse drug reactions, improved compliance with practice guide-
lines, and improved resident outcomes regarding activities of daily living, 
among other quality measures (Alexander and Madsen, 2021; ONC, 2019b; 
Rantz et al., 2010a; Silow-Carroll et al., 2012). EHR implementation also 
has been found to contribute to improving other quality measures, such as in-
creased vaccination rates, in nursing home settings (Bjarnadottir et al., 2017).

HIT and Quality Improvement

Given its capacity to facilitate communication between health care pro-
viders and advance patient safety across all health care settings, including 
nursing homes, HIT is viewed as an effective tool for improving the quality 
of care. Studies have explored the role of HIT in quality improvement re-
lated to patient safety, error reduction, improved communication, avoidable 
hospitalization, medication management, and health equity.

Harm reduction is particularly important in the nursing home set-
ting, given that one in five Medicare beneficiaries experiences an adverse 
event within 35 days of admission to a nursing home. Moreover, nearly 
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60 percent of adverse events are preventable episodes associated with sub-
standard treatment, inadequate monitoring, and delays in giving or failure 
to give necessary care (OIG, 2014). Adverse events are defined as harm or 
injury resulting from medical care (including the failure to provide needed 
care). Examples of adverse events include falls with injury, pressure injuries, 
health-care-acquired infections, and adverse drug events (Kapoor et al., 
2019). Such events result, in part, from missing or inadequate information 
about functional, mental, and behavioral status in the communications 
carried out at the point of nursing home admission or discharge to a nurs-
ing home (Adler-Milstein et al., 2021). Ensuring that nursing home HIT 
systems are linked to the broader health care system could help address 
such information shortcomings (King et al., 2013; Popejoy et al., 2014; 
Vogelsmeier, 2014).

HIT is also associated with improved communication and the docu-
mentation of risk assessments for falls, a key area of patient safety in 
nursing homes (discussed in Chapter 6). For example, HIT systems have 
been used to facilitate the collection of longitudinal data on older adults 
by  embedding sensors in their living spaces to detect small changes in gait 
speed and stride length over time. These measures are used to compare 
older adults who had a fall versus those who did not. Studies have shown 
that individuals that have cumulative changes in gait speed over time 
(3 weeks) have a 4.2 times greater likelihood of falling than those who have 
not experienced changes in their gait speed (Phillips et al., 2017). More 
research is needed to better understand the ways in which such data can 
most effectively be used by the interdisciplinary team to develop successful 
fall-prevention strategies for older adults (Dowding et al., 2012).

HIT has also been instrumental in another area of patient safety: 
that of risk assessment concerning and the prevention of pressure ulcers, 
another prevalent condition among nursing home residents (discussed in 
 Chapter  4). HIT has been used to improve communication about evidence-
based pressure ulcer prevention strategies. One study of more than 200 
nursing assistants in 16 nursing homes, for example, found that sophisti-
cated HIT systems improved the nursing assistants’ ability to pass clinical 
information on to other staff members, enhanced their ability to keep track 
of resident needs, and improved their access to clinical information overall 
(Alexander, 2015). Although this one study revealed a positive impact, 
other studies about EHR implementations and interventions using EHR 
data in nursing homes have demonstrated mixed impacts of technology on 
pressure ulcer outcomes (Dendere et al., 2021).

HIT has also shown significant promise in reducing avoidable hospi-
talizations and their associated costs by targeting the sorts of ineffective 
and insufficient communication that can lead to unnecessary transfers of 
nursing home residents to hospitals (Ashcraft and Owen, 2017). One study 
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of communication strategies used to reduce avoidable hospitalizations iden-
tified improvement strategies in a range of areas, including appointment 
scheduling, lab specimen drawing and results reporting, pharmacy orders 
and reconciliation, social work discharge planning communication, and 
tracing admission and pre-admission data (Alexander et al., 2015). In each 
situation, nursing home staff suggested that HIT systems would improve 
data use efficiency and workflow and reduce the possibility of human error–
associated information transfer. The study found that when nursing homes 
implemented these strategies, the average hospital transfer rates declined 
from nearly 2.5 per 1,000 resident days in 2014 to less than 2 per 1,000 
resident days in 2018 (Vogelsmeier et al., 2021).

Another example of the ways in which the effective use of EHRs can 
advance patient safety in nursing homes is in the area of medication man-
agement. Polypharmacy, defined as the regular use of five or more medica-
tions (discussed further in Chapter 6), provides one example of how data 
integration is closely linked to patient safety. Structured EHR data, when 
integrated with computerized physician order entry and electronic prescrib-
ing, can enable decision-support functions that can promote compliance 
with guidelines and alert clinicians to potential medication interactions 
or allergies (Krüger et al., 2011). One study, for example, found that an 
electronic clinical decision support system identified 57 to 73 percent of 
potentially inappropriate prescribing (depending on the criteria used) in 
seniors with multiple conditions (Rogero-Blanco et al., 2020). A review of 
20 studies concluded that EHR-enabled clinical decision-support systems 
were effective in reducing potentially inappropriate prescribing in hospitals, 
though the results in nursing home settings were mixed (Scott et al., 2018).

In addition to HIT’s potential role in advancing patient safety, it is also 
important to consider the role of HIT in advancing equity—another key 
domain of health care quality (IOM, 2001b; Lee, 2015; NASEM, 2021; 
NORC, 2010). As discussed in Chapter 2, the COVID-19 pandemic had a 
disproportionate impact on racial and ethnic minorities, both in the com-
munity (CDC, 2021b) and in nursing home settings (Gorges and Konetzka, 
2021). HIT can support critical data collection and record demographic 
information such as race, ethnicity, and language preferences (Wyatt et al., 
2016). The lack of data on race and ethnicity data served as a barrier to 
developing targeted response efforts to the COVID-19 pandemic (Artiga 
et al., 2020).

Health information technology builds organizational capacity, which in 
turn enables nursing home staff to better identify resident care needs and 
track and manage care delivery processes and also optimizes the nursing 
home staff’s ability to access information important for making decisions 
about care delivery (Alexander, 2015). However, more evidence is needed, 
particularly in nursing home settings, on the specific effects of information 
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systems components on quality measurement and quality reporting. The 
first step in this process would be to create sustained regular reporting 
mechanisms linking nursing home HIT adoption trends as a measure of 
quality improvement and HIT’s influence on resident, family, staff, and 
organizational outcomes.

HIT and Care Planning

As discussed in Chapter 4, the resident care plan developed through the 
use of the MDS is central to the delivery of high-quality, person-centered 
care in nursing homes. By providing more holistic views of individual 
residents, including their past as well as current needs, standardized elec-
tronic documentation of resident information advances person-centered 
care (Zhang et al., 2012). Studies have shown that EHRs, with some 
customization, have the ability to increase fidelity to person-centered care 
plans, which is an important component of achieving person-centered care 
(Stanhope and Matthews, 2019).

Given the “information intensive” nature of health care (Shiells et al., 
2019), documenting resident conditions is very time-consuming for nursing 
home staff. The use of traditional, paper-based documentation is viewed as 
outdated, incomplete, inconsistent, and difficult to update, and it increases 
the opportunity for errors and may have a negative impact on the quality 
of care provided. EHRs, for their part, may be used for assessment and care 
planning with the associated benefits of effective chronic care management, 
improvement in quality of care and ability to provide person-centered care 
(Shiells et al., 2019). Studies have shown that nursing home staff have posi-
tive views on the use of electronic documentation for care planning (Zhang 
et al., 2012) and that they have found templates that provide prompts to 
staff to identify potential problems to be particularly useful (Cherry et al., 
2011). Research has provided a robust evidence base showing that EHRs 
can improve the accuracy and accessibility of resident documentation and 
contribute to a positive impact on the quality of care (Cherry et al., 2008; 
Kruse et al., 2017; Meehan, 2017).

Moreover, a proactive person-centered longitudinal plan of care is criti-
cal to care coordination (Dykes et al., 2014). The EHR designs most likely 
to advance person-centered care and care coordination would include spe-
cialized data formats whose precise form would depend on whether a per-
son was a receiver or sender of information. This is particularly important 
when patient information is shared between nursing homes and hospitals 
during transitions of care because nursing homes often collect very specific 
unique types of clinical data related to patient outcomes, while hospitals 
may not. Moreover, nursing home residents have very specific care needs re-
lated to chronic health conditions and care management. Without attending 
to specific physical as well as cognitive care needs, the individual may be at 
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risk for rapid decline in function, and it is often very difficult or impossible 
for them to return to their former level of functional/mental abilities. While 
many common data elements in EHRs, such as code status, are represented 
across different health care settings, some unique fields (e.g., the activities of 
daily living collected by nursing homes) can create information gaps when 
one health care provider collects data, but another one does not. These dif-
ferences could be addressed with an increased focus on standardizing HIT 
systems across the continuum of care so that the most useful data could be 
collected continuously and exchanged seamlessly between settings (ONC, 
2017b; Skrocki, 2013; Suter et al., 2009).

Resident transitions between the nursing home and the hospital settings 
have been found to have missing, inaccurate or conflicting information, which 
contributes to the risk of rehospitalization and inappropriate care for resi-
dents (King et al., 2013) as discussed in Chapter 6. Research highlights the 
importance of high quality communication among health care professionals 
including effective use of EHRs to facilitate care transitions (Scott et al., 2017).

Advance Care Planning

As discussed, the care plan is instrumental in the delivery of person-
centered care to nursing home residents. The pandemic amplified the impor-
tance of one element of care planning—advance care planning (ACP)—as 
nursing home residents are extremely vulnerable to contracting the life-
threatening virus. ACP, a key component of end-of-life care, is associated 
with promoting person-centered care that reflects an individual’s values, 
preferences, and beliefs, preventing unwanted care as well as reducing un-
necessary hospitalizations (see Chapter 4). Individual preferences for end-
of-life care are captured in written documents, such as advance directives. 
Having a complete advance care plan in place that is accessible to clinicians 
is essential to the provision of care that aligns with the individual resident’s 
preferences, values, and goals of care. The absence of an accurate advance 
care plan renders residents vulnerable to receiving treatment that may be 
aggressive and does not reflect the resident’s preferences.

Studies suggest that the use of EHRs could address challenges related to 
documenting advance directives and thereby provide benefits for patients, 
families, and providers (Lemon et al., 2019). Ideally, the EHR would in-
clude electronic triggers to prompt clinicians to have goals-of-care conver-
sations with patients and their families. In addition, EHRs would provide 
templates to guide the clinician through the conversation, would generate 
data for quality improvement and reporting. Most importantly, given that 
people transition between care settings across the lifespan, using an EHR 
for documenting advance directives would ensure easy access to the neces-
sary documentation to help ensure that patients receive care that is aligned 
with their preferences (Lamas et al., 2018).
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HIT and the Workforce

HIT has the potential to improve staff efficiency with an associated 
positive impact on resident outcomes. One study, for example, found that 
6 months after implementation of an EHR, nurses were able to spend sig-
nificantly more time engaging with patients in their rooms and in purpose-
ful interactions and less time at the nurses’ station (Gomes et al., 2016). 
Using health information technology to capture resident health information 
in real time at the bedside can also reduce staff fatigue and the burden of 
relying on short-term memory, while also improving patient safety by en-
hancing the accuracy of the patient information (McAllen Jr. et al., 2018). 
Many nursing homes, however, only have computers located at central 
nursing stations and not close to residents’ rooms. To take full advantage 
of real-time patient data collection in the EHR, mobile charting platforms 
are required, including tablets or point-of-care mobile workstations (Edel-
man et al., 2020).

Using the full capabilities of an EHR can improve the collection and 
documentation of patient assessment information. Ideally, the collection 
and recording of patient data and information should occur as close as 
possible to the provision of patient care (i.e., at the bedside) (Rantz et al., 
2011). Such real-time data entry has been shown to improve patient care, 
allowing for quicker results of laboratory tests and medication orders and 
providing more decision-making support to the clinicians (Alotaibi and 
 Federico, 2017; Kruse et al., 2015). One study identified improvements in 
range of motion and reduction of high-risk pressure sores associated with 
the implementation of a bedside EMR with the capability of prompting 
staff to provide necessary care (Rantz et al., 2010a). Moreover, such im-
proved care leads to greater patient satisfaction. Finally, real-time data entry 
can reduce the duplication of documentation and in so doing contribute 
to clinician’s overall efficiency (Classen et al., 2018; Gliklich et al., 2014).

Studies highlight the central role of training and education as predictors 
of positive workforce experience with EHRs, and emphasize that health 
care professionals who are not trained to use the EHR appropriately are 
unlikely to realize any gains in efficiency, nor will they be able to use the 
EHR to improve the quality of care. Research highlights not only EHR 
training in general, but specifically the need for initial, follow-up, and ongo-
ing training for nursing home staff on using the EHR appropriately and to 
the full range of its capabilities. Additional training may have to be targeted 
to those nursing home staff who might lack general computer experience or 
who are not adept at using technology for documentation purposes (Cherry 
et al., 2008; Kruse et al., 2015).

Satisfaction with EHRs—on the part of clinicians as well as residents 
and their families—is a critically important factor in successful EHR 
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adoption and use. If f an EHR system is not easy to use or is perceived 
as making more work for nursing home staff rather than decreasing their 
workload, it will not be used to its full potential (Staggers et al., 2018). 
Moreover, poor EHR usability can lead to errors, with a resulting potential 
impact on patient safety (Gardner et al., 2018; Howe et al., 2018).

HIT usability needs to be assessed in terms of HIT’s impact on resi-
dent, family, staff, and organizational outcomes as well as in terms of 
advancing equity and reducing disparities in nursing home care. Priority 
areas include the fit of the technology to tasks conducted by nursing 
home staff, user satisfaction, perceived workflows, and perceptions of 
system integration among processes of care. This is a growing area of 
research which is addressing the effect of HIT on clinician burden and 
burnout (Alexander and Ballou, 2018; Gardner et al., 2018; Zsenits 
et al., 2019).

HIT and Value-Based Payment

As discussed further in Chapter 7, CMS continues to promote value-
based programs as a way of advancing high-quality care and lowering 
health care costs. Launched in 2018, the Skilled Nursing Facility Value-
Based Purchasing Program (SNF VBP) awards or penalizes facilities for 
the quality of care provided to Medicare beneficiaries (see discussion in 
Chapter 7) (CMS, 2021b). Under this program, facilities are evaluated and 
receive incentives for improvements and achievements in hospital read-
mission measures, with additional measures expected to be introduced in 
the future. In a recent study, researchers’ reported that most U.S. skilled 
facilities were penalized nearly 1 percent of their Medicare payments in 
year 1 of the SNF VBP (Qi et al., 2020). Among the facilities more likely 
to be penalized were those that were small, for-profit, and with low 
staffing levels. Additionally, homes located in low-income zip codes and 
having a high proportion of frail residents were likely to be penalized (Qi 
et al., 2020).

Research on nursing home responses to performance-based account-
ability, including the adoption of quality improvement changes, indicates 
that the strongest correlation between quality improvement changes was 
the implementation of EHRs and other HIT, such as clinical decision sup-
port tools, to help frontline staff improve care delivery (Shetty et al., 2020). 
Another favorable care improvement approach includes incorporating stan-
dardized protocols into care delivery, which is often facilitated by electronic 
means (Hughes, 2008; Skrocki, 2013). Finally, the exchange of information 
with community providers was another strategy adopted by skilled nursing 
facilities to improve their performance levels (Adler-Milstein et al., 2021; 
Rahman et al., 2018).
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Interoperability and Health Information Exchange

Many nursing homes lack the core competence or resources to make 
the most effective use of EHRs and other forms of HIT beyond using them 
for billing and reporting purposes. Moreover, getting information from 
other health care providers, such as hospitals, primary care providers, and 
clinical laboratories, into the EHR in a readily useable form remains a chal-
lenge. EHRs are typically facility-specific, located within hospitals, physi-
cian practices, and pharmacies, but they are generally not interconnected to 
enable the seamless flow of health information across various health care 
settings. This lack of connectivity is a particular problem for the care of 
nursing home residents. Nursing home residents often have multiple com-
plex medical conditions, which require effective care coordination to ensure 
safety and quality of care as the individual transitions among different 
health care settings (Brownell et al., 2014; Carroll et al., 2020; Grabowski 
et al., 2007; Jung et al., 2016; Lee, 2015; Mor et al., 2010; Rantz et al., 
2010a,b; Unruh et al., 2013a,b; Wang et al., 2011).

Interoperability and health information exchange (HIE) are often used 
interchangeably but are two distinct components involved in advancing 
the HIT ecosystem to the point where there is efficient and effective col-
laboration and coordination of care among health care providers and 
across settings of care. HIE allows patients as well as health care providers 
to access and share medical information electronically in a secure manner 
(ONC, 2019d). Interoperability is defined as the ability of two or more 
HIT systems to not only exchange information, but to be able to use the 
information that has been exchanged. While HIE is necessary, it is, in and 
of itself, not sufficient for interoperability.9

Among the approximately two-thirds of nursing homes that had EHRs 
in 2017, less than 20 percent were capable of integrating patient health 
information from other health care organizations (Henry et al., 2018). The 
absence of this capability is a significant barrier to the real-time exchange 
of patient information (Powell and Alexander, 2021). Some nursing homes, 
however, have adopted HIT systems with the capability of supporting HIE 
(Adler-Milstein et al, 2021; Alexander et al., 2019b). These tend to be larger 
urban nursing homes with 100 beds or more and higher staffing levels as 
well as those affiliated with a chain of nursing homes (Zhang et al., 2016).

Research has identified enhanced communication, increased effective-
ness of care, and patient safety as being among the benefits of HIE imple-
mentation, and workflow integration has been shown to be a key facilitator 
of HIE (Kruse et al., 2018). A key barrier is that laboratory results and 

9 See: https://www.healthit.gov/buzz-blog/meaningful-use/interoperability-health-informa-
tion-exchange-setting-record-straight (accessed January 26, 2022).
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hospital discharge records are often transferred, if at all, as PDF files that 
are difficult for clinical staff to use and impossible to track (Alper et al., 
2021; Kruse et al., 2018). Reaching the full potential of an interoperable 
data exchange could improve both the quality of care and the safety of 
residents (Kruse et al., 2018).

The use of HIE to improve and support communication and care 
delivery, together with full-time embedded advanced practice registered 
nurses and a focus on early-illness detection and end-of-life care were the 
three key elements of the Missouri Quality Initiative, a CMS innovation 
demonstration project whose goal was to reduce avoidable hospitalizations 
among nursing home residents (discussed in Chapter 3). The 8-year effort 
resulted in a 40 percent decrease in hospitalizations (for any reason) and 
a nearly 60 percent decrease in potentially avoidable hospitalizations. HIE 
facilitated staff access to detailed resident health information, enabling staff 
members to monitor patient progress more effectively and to identify signs 
of possible problems, which helped to reduce avoidable hospitalizations 
(Ingber et al., 2017; Rantz et al., 2017a).

Policy Measures to Advance the Use of HIT

Recognizing that significant shortcomings exist related to HIT infra-
structure, data flow, security, and interoperability among health systems, 
CMS has sought to use policy measures to encourage the use of EHRs for 
the exchange of clinical information between health care settings. For ex-
ample, the Interoperability and Patient Access final rule went into effect in 
July 2021; it requires hospitals with certain EHR capabilities to send admis-
sion, discharge, and transfer data to other providers (CMS, 2021c). This 
rule aims to advance interoperability through application programming 
interfaces (APIs)10 to facilitate and expand access to health information.

CMS is collaborating with the Office of the National Coordinator for 
Health Information to establish a Trusted Exchange Framework and Com-
mon Agreement (TEFCA)11 to develop a nationwide network that supports 
the use of technology to streamline processes of care and payment (HHS, 
2022). Additionally, CMS is working with standards-based organizations 

10 “The CMS regulations include policies which require or encourage payers to implement 
Application Programming Interfaces (APIs) to improve the electronic exchange of health care 
data—sharing information with patients or exchanging information between a payer and 
provider or between two payers. APIs can connect to mobile apps or to a provider electronic 
health record (EHR) or practice management system to enable a more seamless method of 
exchanging information” (CMS, 2021c).

11 See: https://www.healthit.gov/topic/interoperability/trusted-exchange-framework-and-
common-agreement-tefca (accessed January 26, 2022).
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(i.e., HL7) using Fast Healthcare Interoperability Resources (FHIR),12 to 
promote transparency and exchange among providers, payers, and patients, 
which could enable important discussions about cost and the value of care 
among these stakeholders.

The inclusion of EHR-based clinical quality measures for nursing 
homes in Medicare’s Meaningful Measures Initiative13 serves as an impetus 
for nursing homes to use the EHR to its full capability, while the 21st Cen-
tury Cures Act focus on advancing HIE capabilities14 provided additional 
policy support (Vest et al., 2019). As nursing homes increasingly use new 
measures to assess HIT adoption and interoperability, such information can 
be made publicly available in Care Compare (Adler-Milstein et al., 2020a; 
Bjarnadottir et al., 2017; Enyioha et al., 2021; Kistler et al., 2021; Kruse 
et al., 2017; Powell et al., 2021; Vest et al., 2019).

CHALLENGES OF HIT ADOPTION AND USE IN NURSING HOMES

The adoption, implementation, and effective use of EHRs in nursing 
homes settings face significant challenges. Key barriers include cost, ad-
equate staff training, clinician burden and workload, the interoperability 
of information systems, disparities in uptake and infrastructure (Alexander 
et al., 2017b,c; Zhang et al., 2016).

Financial Barriers

Studies have demonstrated that there are significant costs associated 
with the adoption of HIT such as EHRs (Kruse et al., 2015; Rantz et al., 
2010a). Moreover, it is important to consider that it is not only the initial 
cost of adopting an EHR—regular maintenance and required technology 
infrastructure upgrades also represent a considerable expense for nursing 
homes (Filipova, 2013; Holup et al., 2013; Kruse et al., 2015; Phillips 
et al., 2010; Resnick et al., 2009). As noted above, nursing homes were 
not eligible for the federally funded incentives to help cover the costs of 
EHR adoption. This ineligibility for financial support is critical, as costs 
represent a key barrier to EHR adoption in settings such as nursing homes 

12 See: https://www.healthit.gov/topic/standards-technology/standards/fhir-fact-sheets  
(accessed January 26, 2022).

13 For more information see: https://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessment-Instruments/QualityInitiativesGenInfo/MMF/General-info-Sub-Page (accessed 
December 1, 2021).

14 For more information, see: https://www.federalregister.gov/documents/2020/05/01/ 
2020-07419/21st-century-cures-act-interoperability-information-blocking-and-the-onc-health-
it-certification (accessed December 1, 2021).
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(Abramson et al., 2014; Cherry et al., 2008; Vest et al., 2019; Wang and 
Biedermann, 2012).

If incentives are offered to high-performing nursing homes to encour-
age the adoption of quality improvement strategies involving EHRs, these 
funds might potentially serve to offset the costs of EHR implementation. 
However, lower-performing nursing homes that do not receive any incen-
tives may experience wider disparities in resident outcomes due to the in-
ability to fund similar quality improvement strategies (Bjarnadottir et al., 
2017; Kruse et al., 2015).

Clinician Burden

Another challenge to broader adoption of HIT in nursing homes is 
the impact of EHR use on the workforce. Issues that shape the impact of 
EHRs on nursing home staff and their ability to develop, implement, and 
monitor resident care plans include the management of documentation, the 
time consumed using the EHR, and effect of EHR use on productivity (e.g., 
time spent with patients). These elements have been identified as important 
factors in clinician burden and burnout related to the use of EHRs (Adler-
Milstein et al., 2020b; Alexander and Ballou, 2018).

One example of clinician burden is the phenomenon known as EHR 
alert fatigue. The structured format of an EHR enables developers and 
administrators who oversee EHR implementation to add various clinical 
decision-support tools that can recommend specific actions or warn the 
EHR user of a potential issue using an electronic alert. Alerts can be very 
beneficial, helping busy clinicians to identify potential changes in a patient’s 
condition (e.g., a laboratory value that is out of bounds) that need to be 
addressed. This is particularly important given the prevalence of polyphar-
macy among nursing home residents.

However, while alerts can improve care processes, alerts can be 
burdensome and lead to clinicians ignoring them—nearly one in four 
medication orders generate an alert, for example (Saiyed et al., 2017). 
In fact, alert override can become a habitual behavior, rendering clinical 
decision-support systems significantly less useful (Ancker et al., 2017; 
Baysari et al., 2017). Given the scope of this problem, researchers have 
developed processes for better managing alerts to increase their effective-
ness and reduce alert burden. One approach uses targeted deactivation 
of low-quality or low-effectiveness alerts (Simpao et al., 2015), while 
another approach is to make alerts silent to start, compile data on alert 
performance, and use that information to inform alert implementation 
decisions (Saiyed et al., 2017). Some investigators have suggested devel-
oping adaptive clinical decision-support tools that learn from a clini-
cian’s behavior and filter alerts accordingly (Lee et al., 2014). Ethical 
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frameworks have been proposed to guide the development and imple-
mentation of these and other types of EHR capabilities to articulate the 
appropriate use of these systems, and incorporate processes for monitor-
ing data quality and ensuring the security of patient data (Evans and 
Whicher, 2018).

Although HIT has the potential to improve staff productivity and 
workflow, such improvements can be offset by duplicative efforts such 
as staff using paper documentation in addition to use of the EHR. Other 
factors that impede HIT use by nursing home staff include the lack of 
embedded decisions support and the lack of standardized language. A 
number of studies have identified work-arounds used by staff, which are 
associated with errors in documentation as well as in clinical care (Hudak 
and Sharkey, 2007; Vogelsmeier et al., 2008). Other barriers include the 
lack of appropriate HIT expertise within the nursing home staff as well as 
the designation of HIT management to staff members who have other roles 
and training outside the scope and experience of managing a HIT system 
(Alexander et al., 2020b).

HIT that is designed well and takes into account the human factor is 
thought to build upon organizational capacity by enabling nursing home 
staff to better identify resident care needs, to track and manage care deliv-
ery processes, and to access needed information for making decisions about 
care delivery (Alexander, 2015; Alexander and Staggers, 2009). Research 
is increasingly focused on the importance of human-centered designs to 
address the low rates of clinician satisfaction with HIT and the perception 
on the part of clinicians that technology should help to manage their work-
load, not add to it (Carayon and Hoonakker, 2019).

Lack of Standardized Language

An additional challenge is the variation in the language used to 
document care practices between health care organizations. Variations 
in content and formatting affect the utility of resident’s medical records, 
and various studies have concluded that medical records do not accu-
rately reflect the patient’s condition or care provided, which makes it 
more difficult to evaluate health care services (Skrocki, 2013). One way 
to improve the ability of EHRs to improve care is to design systems that 
reap the benefits of standardization in terms of more accurate, precise, 
and up-to-date information transfer among all members of the interdis-
ciplinary team. A standardized language across the continuum of care 
will enable the continuous retrieval and analysis of documentation over 
time and across care settings to improve quality, support evidence-based 
practice, and achieve desired outcomes (Keenan et al., 2008; Lundberg 
et al., 2008).
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Training

Research has identified insufficient staff training as one key HIT imple-
mentation challenge. Nursing homes have not made sufficient investments 
in staff training in all aspects of EHR adoption and use, nor has training 
been ongoing after the initial adoption of the EHR (Cherry et al., 2008; Ko 
et al., 2018; Kruse et al., 2015, 2017; Longhurst et al., 2019; Vest et al., 
2019). Studies have found staff dissatisfaction related to the limited amount 
of time devoted to HIT training (Fossum et al., 2011; Meehan, 2017). 
Staff describe situations in which they received one single training session, 
the duration of which ranged from 30 minutes to all-day session, with 
single training sessions of a half hour or less for certified nursing assistants 
(CNAs) or personal care aides (Ko et al., 2018). One study did show staff 
satisfaction with training in which the staff in the study received multiple 
days of training (Yu et al., 2008). Researchers have emphasized the need 
for policy makers and health systems to make incentives and other funds 
available to support HIT training and technology infrastructure in nursing 
homes (Ko et al., 2018).

Interoperability

The ability of nursing homes to share patient data about residents as 
they transition from the hospital to post-acute care settings is critical to 
the health care professionals who are responsible for care coordination 
and post-acute care. Estimates indicate that, overall, only half of all EHR 
systems are capable of transferring medical records to other EHR systems 
(Kistler et al., 2021; Powell et al., 2021; Vest et al., 2019). One study of 
nearly 800 acute-care hospitals, for example, found that fewer than half 
of the hospitals had an EHR portal through which long-term care facilities 
could access hospital information. Moreover, less than half of all hospitals 
had a portal through which hospitals could send information electronically 
to long-term care facilities (Adler-Milstein et al., 2020a). Other studies have 
pointed to shortcomings related to the information-sharing capabilities 
of EHRs. One study, for example, examined information sharing among 
nearly 500 nursing homes paired with hospitals. The study found that key 
information on residents’ functional, mental, and behavioral status as well 
as on the identification of the specific individual to contact at the hospital 
with follow-up questions was often missing, delayed (often arriving after 
the patient), and difficult to use (Adler-Milstein et al., 2021).

Interoperability is a challenge for the entire health care system, one that 
the HITECH Act and the 21st Century Cures Act of 202015 have attempted 

15 21st Century Cures Act of 2020, Public Law No. 114-255 (December 13, 2016).
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to address. These two initiatives have had limited success, however, because 
of technical, policy, governance, and funding issues; the proprietary policies 
of EHR vendors; and security and privacy concerns (Adler-Milstein and 
Pfeifer, 2017; Powell et al., 2021; Ratwani et al., 2018). Incomplete and 
inconsistent information in EHRs from multiple sources, inconsistent lan-
guage use in EHRs, organizational resistance to sharing data, the high cost 
of hiring specialists to manage interoperability, information not shared in 
a timely manner, and inadequate investment in preparation, infrastructure, 
and training are significant barriers to achieving meaningful interoperability 
(Adler-Milstein et al., 2021).

Disparities in HIT Adoption

Another challenge is related to the uneven levels of HIT adoption 
across nursing homes. Studies exploring the use of HIT in rural and urban 
nursing homes, for example, have found that nursing homes in larger, more 
populated areas are more likely to have more extensive HIT capabilities, 
use, and integration than nursing homes in less populated regions of the 
country (Alexander et al., 2017b, 2020c). In addition to geographic loca-
tion, other nursing home resources that have an impact on HIT develop-
ment, implementation, and use include size, staffing ratios, payer mix, and 
financial model (Kistler et al., 2021).

HIT adoption by nursing homes in urban areas has enabled the im-
proved integration of clinical data into laboratory and pharmacy systems. 
Lower rates of HIT adoption in nursing homes in rural areas, in contrast, 
might lead to greater disparities in care delivery, leaving rural nursing home 
residents increasingly vulnerable to poor outcomes. One analysis, for exam-
ple, found that 60 percent of resident care systems in rural nursing homes are 
not at all able to interface with external entities’ computerized systems, in-
cluding those found in clinics, clinical laboratories, hospitals, and other nurs-
ing homes, reducing those nursing homes’ capacity for health data sharing 
(Powell et al., 2021). Qualitative interviews conducted with administrators 
from these nursing home facilities identified privacy and security concerns, 
transparency and control, fear of lawsuits, and organizational factors as key 
barriers slowing the uptake of technology (Powell et al., 2021). Identifying 
HIT adoption standards across nursing homes may help reduce HIT inequi-
ties and disparities both within and across facilities (Kistler et al., 2021).

Infrastructure

HIT, including EHRs and virtual telehealth applications, is a resource 
that can enhance access to health care services and improve equity, but 
only if adequate infrastructure (e.g., high speed broadband access) and 
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resources (e.g., knowledgeable staff) are available to support the use of 
the technology. However, nursing homes in rural areas of the country face 
numerous inequities in access to these HIT resources compared with their 
urban counterparts. These differences can lead to negative health outcomes. 
For example, older adults who live in nursing homes in urban areas have 
better access to specialized health care providers than those in rural areas. 
Recent studies have shown that HIT can support health systems in advanc-
ing health equity (Brewer et al., 2020), with at least one research team 
developing a digital health equity framework (Crawford and Serhal, 2020).

Limited internet access, lack of wireless connectivity, and poor inte-
gration of HIT systems are major issues reported in studies. Poor internet 
connectivity and wireless “dead zones” throughout a nursing home are iden-
tified as major barriers to the successful use of HIT (Alexander et al., 2007; 
Meehan, 2017). A study of nearly 900 nursing home clinicians found that 
while nearly 90 percent of those surveyed reported having used EHRs, only 
72 percent indicated that their facilities had a wireless network ( Enyioha 
et al., 2021). In the absence of wireless networks, nursing home staff may 
develop temporary approaches known as workarounds16 to bypass inef-
ficiencies. Such workarounds can involve a range of actions that might 
present temporary “fixes” to workflow obstacles, but they may result in 
negative consequences in terms of resident safety and quality of care, which 
in turn can lead to poor outcomes for residents (Kandaswamy et al., 2021).

HIT AND THE COVID-19 PANDEMIC

Nursing homes used health information technology during the 
 COVID-19 pandemic in a number of ways, including to enhance the 
surveillance of outbreaks and the responses to those outbreaks.17 The 
CDC, for example, implemented the National Healthcare Safety Network 
(NHSN) to support the nation’s COVID-19 response. This mandatory elec-
tronic reporting and surveillance system enabled long-term care facilities 
to assess and report COVID-19 impacts including statistics related to rates 
of positivity and mortality (CDC et al., 2021; ODPHP, 2022). Results are 
made available in an electronic dashboard.

16 EHR workarounds are defined as “behaviors that may differ from organizationally pre-
scribed or intended procedures. They circumvent or temporarily ‘fix’ an evident or perceived 
workflow hindrance in order to meet a goal or to achieve it more readily” (Debono and 
Braithwaite, 2015, p. 27; see also Boonstra et al., 2021; Debono et al., 2013). Workarounds 
in the EHR context “can involve skipping prescribed steps, entering data that should be en-
tered by others, or registering activities later in the EHR system rather than letting the system 
guide these activities” (Boonstra et al., 2021, p.2; see also Azad and King, 2008; Blijleven 
et al., 2017).

17 See: https://www.cdc.gov/nhsn/index.html (accessed January 26, 2022).
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EHRs contain many important data elements that can support an ef-
fective response to a viral outbreak (Atreja et al., 2008; Kukafka et al., 
2007). Nursing home staff with EHR capabilities used their EHR to moni-
tor resident symptoms and vital signs and developed electronic dashboards 
to track and report resident and staff COVID infections (Andersen et al., 
2021). Staff also used telehealth and other technologies, as discussed below.

Telehealth

Telehealth (defined in Box 9-2 below) has been used across all sectors 
of the health care system, including nursing homes, for decades (Grabowski 
and O’Malley, 2014; Hui et al., 2001; IOM, 1996). In many ways, nursing 
homes represent ideal settings for the use of telehealth services. Although 
the medical needs of residents have grown increasingly complex over time, 

BOX 9-2 
Telehealth Defined

The Health Resources and Services Administration of the U.S. Department 
of Health and Human Services defines telehealth as the use of electronic informa-
tion and telecommunications technologies to support and promote long-distance 
clinical health care, patient and professional health-related education, public 
health, and health administration.

Telehealth applications include:

• Live (synchronous) videoconferencing: a two-way audiovisual link 
between a patient and a care provider

• Store-and-forward (asynchronous) videoconferencing: transmission 
of a recorded health history to a health practitioner, usually a specialist.

• Remote patient monitoring: the use of connected electronic tools to 
record personal health and medical data in one location for review by a 
provider in another location, usually at a different time.

• Mobile health: health care and public health information provided 
through mobile devices. The information may include general edu-
cational information, targeted texts, and notifications about disease 
outbreaks.

Telehealth differs from telemedicine as it encompasses a wider range of 
services. Telemedicine focuses on remote provision of clinical services; telehealth 
in contrast includes non-clinical services, such as provider training, administra-
tive meetings, and continuing medical education, in addition to clinical services.

SOURCES: ONC, 2019d, 2020b.
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nursing home clinicians may be onsite at the nursing home on an intermit-
tent basis, creating challenges that can contribute to misdiagnoses, delayed 
diagnoses, overuse of emergency department visits, and avoidable hospital-
izations (Driessen et al., 2016, 2018a).

Research has shown telehealth in nursing home settings to have a vari-
ety of potential benefits, such as expanding access to care, addressing gaps 
in coverage, reducing the burden on staff, improving resident outcomes, 
and achieving cost savings. Studies have also found clinicians, residents, 
and family members agree about the benefits of telehealth for patient care 
(Edelman et al., 2020; Groom et al., 2021). These results build on earlier 
studies that found benefits of telehealth—in terms of both clinical efficacy 
as well as cost savings—for the delivery of certain specialty services such as 
dermatology, geriatrics, and psychiatry to nursing home residents (Wade et 
al., 2010). The potential benefits and challenges of telehealth use for nurs-
ing home residents, families, and clinicians are summarized in Table 9-1.

The use of telehealth as a viable modality for health care delivery 
accelerated dramatically after March 2020, when CMS, under a public 
health emergency waiver, removed existing barriers to telehealth servic-
es.18 This policy change, which enabled nursing homes and other health 
care providers to be reimbursed for telehealth visits at the same rate as a 

18 For more information, see: https://www.cms.gov/About-CMS/Agency-Information/ 
Emergency/EPRO/Current-Emergencies/Current-Emergencies-page (accessed November 23, 
2021).

TABLE 9-1 Potential Benefits and Challenges Associated with Telehealth 
Use in Nursing Homes

Potential benefits of adopting telehealth Potential challenges to adopting telehealth

Enable residents to avoid exposure to 
infectious disease, and to avoid the stress 
associated with transportation to and from 
appointments outside of a facility

Improve access to care/providers

Improve efficiency for clinicians (e.g., less 
time spent traveling to nursing homes)

Improve communication between nursing 
home staff and providers

Provide opportunities for early intervention

Provide opportunities to include family in 
care of the resident

Reduce hospital readmissions

Greater difficulty building the resident–
provider relationship

Variability in implementation, use, and 
integration of different software/platforms/
devices used for telehealth visits

Lack of available, integrated, and 
interoperable data

Delays in follow-up care of nursing home 
residents

Increased burden for nursing home staff

SOURCE: Powell and Alexander, 2021.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

476 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

face-to-face visit (CMS, 2020), was implemented to facilitate the provision 
of care remotely while simultaneously keeping nursing home residents, 
staff, and clinicians safe through social distancing. Regulations had previ-
ously limited the reimbursement for telehealth services to rural nursing 
homes as originating sites of care. In addition, CMS developed a telehealth 
toolkit to provide guidance to health care facilities in the use of telehealth19 
(CMS, 2020; Gillespie et al., 2020). Telehealth was found to be a critical 
tool to assist nursing homes to provide high-quality care in the context of 
an under-resourced workforce spread thin by the heightened challenges of 
caring for vulnerable older adults during the pandemic (Jen et al., 2021), 
though there were challenges arising from limited workforce and resident 
training.

Research has found that virtual care reduced stress for residents and 
increased access to services, but that it also worsened social isolation and 
caused confusion among some patients (Powell and Alexander, 2021; Seifert 
et al., 2020)

However, telehealth allowed the provision of remote clinical care by 
both primary care physicians and specialists (Jen et al., 2021; Powell and 
Alexander, 2021), which enabled nursing home staff to preserve limited sup-
plies such as PPE (Edelman et al., 2020) (as discussed further in Chapter 6).

Significant variation exists in the use of telehealth services by nursing 
homes. A study based on survey results of a random sample of over 700 
nursing homes found that 79 percent of nursing homes reported partial 
implementation of telehealth, 16 percent reported no telehealth use, and 
only 5 percent reported the maximum use of telehealth.20 Though tele-
health use did not vary by ownership type, the use was lower for nursing 
homes in rural areas. Overall, the majority of nursing home administrators 
reported low use of telehealth relative to other health care settings, despite 
the supportive policy environment (Alexander et al., 2020c). One study 
found that geriatric, psychiatric, and palliative care telemedicine consults 
were the most common in nursing homes during the COVID-19 pandemic 
(Groom et al., 2021). A 2018 survey found that the providers showing the 
highest level of interest in telemedicine consults for nursing home residents 
were in the areas of dermatology, geriatric psychiatry, and infectious disease 
(Driessen et al., 2018b).

Despite the relatively limited overall use of telehealth, the study found 
that compared with the pre-expansion period (prior to March 6, 2020), 

19 For the toolkit, see https://www.cms.gov/files/document/general-telemedicine-toolkit.pdf 
(accessed November 8, 2021).

20 Nursing home respondents completed surveys between January 2019 and August 2020, 
which, according to the study authors, provides a comparison of pre- and post-telehealth 
expansion use (Alexander et al., 2020c).
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nursing homes were more likely to use telehealth for a number of discrete 
tasks. For example, nursing homes were more than 11 times more likely 
to use telehealth for evaluating residents and making pre-transfer arrange-
ments and more than four times more likely to use telehealth for second 
opinions and consultations in the post-expansion period, compared with 
the pre-expansion period. The study also found that nursing homes were 
nearly three times more likely to use telehealth to access radiology results 
and for reporting activities (Alexander et al., 2020c).

Given the potential of telehealth to reduce social isolation and pre-
serve limited PPE in the early phases of the pandemic as well as to enhance 
clinical decision making and medication order entry, the low rates of 
telehealth use are viewed as a missed opportunity to improve the quality 
and safety of care in nursing homes (Alexander et al., 2020c). The limited 
use of telehealth in nursing home settings may be due to such factors as 
inadequate infrastructure, limited scientific evidence on the effectiveness 
of telehealth interventions to improve outcomes, concerns about the dis-
continuation of policies supporting telehealth billing, insufficient training 
and support, and the competence of workforce (Alexander et al., 2020c; 
Ko et al., 2018).

HIT to Counter Social Isolation

The restrictions imposed by nursing homes in response to the  COVID-19 
pandemic intensified feelings of social isolation and loneliness among nurs-
ing home residents who were unable to see friends and family members for 
long periods of time. Research has documented the negative impact of social 
isolation and loneliness on residents’ health, well-being, and quality of life 
(Kemp, 2020; Ruopp, 2020; Simard and Volicer, 2020). The known health 
impacts include cognitive decline, depression, and anxiety (NASEM, 2020). 
The longer-term impacts of social isolation for nursing home residents can 
also include rapid functional decline, pressure injuries due to limited mobil-
ity, dehydration and malnutrition, and a sense of hopelessness. Measures 
taken during the pandemic to protect residents and staff by limiting out-
side visitors were particularly severe for residents with dementia, as their 
cognitive impairments made it extremely difficult to understand significant 
changes in their routines, including not having regular visitors (Edelman 
et al., 2020).

Given the serious health risks associated with social isolation and lone-
liness, it is critical to understand the potential of various health technology 
applications and ways to facilitate their use in nursing homes settings to 
ensure residents remain connected with family and friends. While some 
research suggests that socially assistive robots may be helpful to address 
social isolation in nursing homes (Bemelmans et al., 2012), the applications 
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do not necessarily have to involve complicated technologies. One program 
developed during the pandemic, for example, arranged weekly phone con-
versations between medical school student volunteers with older adults 
in nursing homes. Initial reports highlight the program’s potential as an 
effective intervention to increase social connection among nursing home 
residents during the pandemic (van Dyck et al., 2020). For a resident’s 
perspective on the impact of visitation restrictions in nursing homes as a 
result of the COVID-19 pandemic, see Box 9-3.

Other interventions involve applications that are more complex. The 
use of video technology, for example, is particularly helpful to nursing 
home residents with hearing impairments who compensate for their limited 
or lack of hearing by lip reading and using visual cues. Relying on such 
movements is not possible when the individual speaking to them is wearing 
a mask, but video connection renders a mask unnecessary. Other options 
include video-enabled rounding of nursing home residents who may require 
reminders to eat or drink or who are in need of company while eating their 
meal (Edelman et al., 2020).

OTHER HIT CONSIDERATIONS FOR QUALITY IMPROVEMENT

As discussed in Chapter 4, the committee based its approach to ex-
ploring needs-based care in the nursing home setting on a combination of 
models, including Maslow’s hierarchy of needs. Interestingly, HIT can sup-
port an individual nursing home resident’s progression through each level 
of Maslow’s hierarchy from basic needs to self-actualization. For example, 
warmth and comfort in an older person’s residence are basic needs at the 
physical and physiological level that innovative HIT devices can address. 

BOX 9-3 
Resident and Family Member Perspective

“One of the great tragedies of the present era is the proliferation of this 
option [nursing homes] as more people live longer and are separated from their 
families. As well, COVID fears have caused many facilities to restrict or eliminate 
visitations and activities for residents. They are operating more like prisons than 
homes. Isolation kills too. I want to see visitations fully resumed, with mandatory 
vaccinations for all staff, residents and visitors.”

— Anonymous, Oviedo, Florida

This quote was collected from the committee’s online call for resident, family, 
and nursing home staff perspectives.
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Smart wearable sensors, for instance, can detect body temperature fluctua-
tions and send an electronic message to a caregiver in situations when a 
nursing home resident has an abnormal temperature (Chan et al., 2012).

In the higher levels of Maslow’s model, networking innovations such as 
social robots, which respond to touch sensations, may help address issues 
of isolation and loneliness in older adults living alone (Alonso-Martín et al., 
2017). Devices that support greater freedom of choice and mobility within 
the community may help older adults remain independent and maintain a 
greater sense of self-esteem. For example, global positioning systems can 
support autonomy, independence, and safety for older adults with dementia 
by providing information about their location to caregivers (Øderud et al., 
2015). These technological innovations, many of which are newly available 
or still in development, represent important opportunities to enhance the 
quality of care and improve the quality of life of nursing home residents.

Assistive Health Technologies

Various assistive technologies, such as remote monitoring systems, and 
interactive therapeutic robots, are increasingly being used in nursing home 
settings to improve quality of care and quality of life (Birks et al., 2016; 
McGlynn et al., 2014; Moyle et al., 2017a,b).

Use of Remote Monitoring and Robotic Technology

Applications that support remote monitoring technology have begun to 
change the landscape of long-term care delivery and improve nursing home 
resident outcomes. Remote monitoring systems use devices that can con-
nect to the internet (e.g., using wireless connectivity), allow objects to move 
around independently, and monitor and capture medical and other health 
data from patients and electronically transmit this information to health 
care providers for assessment (Adler-Milstein et al., 2021). Such informa-
tion sharing is leading to new relationships and a strengthening of existing 
ones among multiple stakeholders, with the ultimate goals being to enhance 
and sustain quality improvement initiatives, align financial incentives to 
reduce costs, and improve care coordination activities (Carroll et al., 2020).

Other sophisticated remote monitoring innovations can improve nurs-
ing home resident safety and alert staff to medically significant physiologic 
changes. For example, radar and other sensing devices are able to:

• Assist in detecting falls by nursing home residents,
• Provide automatic alerting mechanisms with early notifications sent 

to nursing home staff when a resident is alone in a room (Su et al., 
2018),
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• Detect change in activities of daily living and mobility resulting 
from worsening heart conditions, detected by wearable or non-
wearable sensors (Despins et al., 2020), and

• Detect early changes in health status triggered by data from sen-
sors, such as those that detect blood pressure change, heart rate, 
and respiratory rate, embedded in the residents’ living environment 
(Rantz et al., 2017b, 2012; Su et al., 2019).

Robotic therapy provides an additional option for the use of technol-
ogy in nursing home settings and may potentially represent an innovative 
approach to providing care to the large and growing share of nursing home 
residents diagnosed with dementia. A systematic review and meta-analy-
sis of robotic therapy research on adults with dementia found that such 
therapy significantly decreased agitation and increased social interaction, 
though it did not have a significant effect on depression, anxiety, cognitive 
status, or quality of life (Ong et al., 2021).

Robots can also be used to help older adults maintain independence 
by assisting with health monitoring tasks (e.g., taking blood pressure and 
providing medication reminders), instrumental tasks (e.g., housekeeping) 
(Louie et al., 2014), and the manipulation of objects (e.g., retrieving be-
longings) (Gerling et al., 2016; Grönvall and Verdezoto, 2013; Lee and 
Dey, 2011). Other types of robots can assist staff with tasks such as lifting 
patients and delivering necessary care equipment and can also alert the staff 
of emergencies (Purtill, 2019). There is also recent interest in the potential 
for robots to provide social connection and support to the decreasing work-
force (Girling, 2021; Philipson, 2021; Purtill, 2019).

Regardless of how promising these and other future innovations might 
be for the nursing home setting, developers and implementers of assistive 
technologies need to consider the impact of these innovations on clinician 
workflow, burden, and satisfaction. Moreover, it is critically important to 
evaluate on a systematic basis the effect of these tools on nursing home resi-
dents’ quality of life, comfort, and satisfaction, including concerns for pri-
vacy and the loss of human connection (Gerling et al., 2016; Girling, 2021).

Implementing HIT in nursing homes, if done well, has the potential to 
yield extensive benefits for nursing home residents, their families, and the 
people who care for them. Effective use of HIT can improve the quality of 
care and quality of life of nursing home residents, reduce medical errors, 
increase the efficiency of nursing home staff, and provide the data needed 
to drive quality improvement and quality assurance efforts, and increase 
person-centered care. While there are a number of barriers to successfully 
implementing EHRs and other HIT systems in nursing homes, research has 
identified potential approaches to addressing those barriers. As the demand 
for long-term care services increases with the aging of the population, it 
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becomes ever more critical to identify the most appropriate uses of HIT and 
provide the training and support to use HIT to address the needs of older 
adults and other individuals who receive care in nursing homes.

KEY FINDINGS AND CONCLUSIONS

• Health information technology (HIT) in the nursing home setting 
plays a key role in enabling the components of the committee’s 
conceptual model by:

• promoting person-centered care,
• improving documentation for the resident’s care plan,
• facilitating communication between health care providers 

across settings of care,
• improving the safety of health care delivery (e.g., by reducing 

harmful errors),
• supporting the delivery of personal health care services and 

managing chronic conditions, and
• monitoring and sustaining quality.

• The long-term care sector has a different model of care delivery 
than acute care. A nursing home resident’s length of stay is typically 
much longer than that of a patient in acute care, which requires 
extensive ongoing communication, care coordination activities, 
and different HIT reporting mechanisms to support, maintain and 
improve the resident’s physical and mental functioning over time.

• HIT implementation in nursing homes, if done well, has the poten-
tial to yield far-reaching benefits for nursing home residents, their 
families, and the people who care for them.

• Nursing homes have not had the financial support granted other 
health care providers, given their ineligibility to participate in the 
federal EHR incentive program.

• The adoption, implementation, and effective use of EHRs in nursing 
homes settings face significant challenges, including cost, adequate 
staff training, clinician burden and workload, the interoperability 
of information systems, and existing nursing home infrastructure.

• Health technologies such as telehealth, videoconferencing, and per-
sonal monitoring devices are also effective tools in nursing home 
settings.

• Other health technology innovations to improve care in nursing 
homes include wireless remote monitoring devices that can collect 
data about residents (e.g., humanoid robots), as well as radar and 
other sensing devices.
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The Committee on the Quality of Care in Nursing Homes was charged 
with examining the ways in which the United States currently delivers, fi-
nances, measures, and regulates the quality of nursing home care. After a 
thorough review of the evidence, the committee arrived at seven overarch-
ing conclusions.

First, the way in which the United States finances, delivers, and regu-
lates care in nursing home settings is ineffective, inefficient, fragmented, 
and unsustainable. Despite significant measures to improve the quality of 
care in nursing homes in the Omnibus Budget Reconciliation Act of 1987 
(OBRA 87), too few nursing home residents today receive high-quality care. 
Moreover, too many nursing home workers, surveyors, and others do not 
receive adequate and appropriate support to fulfill their critical responsi-
bilities. Furthermore, since 1987 the acuity level, comorbidity burden, and 
the sophistication and complexity of care needs of nursing home residents 
have increased markedly, but staffing requirements and regulations have 
not kept pace.

Second, the committee concluded that immediate action to initiate 
fundamental change is necessary. The situation in nursing homes was dire 
prior to the arrival of a new and extremely contagious viral infection. The 
COVID-19 pandemic amplified the significant longstanding weaknesses 
in nursing home care. Even prior to the pandemic, the quality of care in 
nursing homes was neither consistently comprehensive nor of high quality. 
Regulations in place for 35 years have not been fully enforced, further am-
plifying residents’ risk of harm. Those same shortcomings rendered nursing 
homes, their residents, and staff extremely vulnerable and unprepared to 
respond to the public health emergency. Heightened media attention on the 
disproportionate impact of the pandemic intensified demands for reform to 
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improve the quality of care in nursing homes. Significant actions to improve 
nursing home care can be implemented immediately; other needed changes 
will take longer to be fully operational, but need to be initiated now.

Third, the committee concluded that federal and state governments, 
nursing homes, health care and social care providers, payers, regulators, 
researchers, and others need to make clear a shared commitment to the 
care of nursing home residents. Indeed, the committee recognizes that no 
single actor or interested party will be able to ensure high-quality nurs-
ing home care on their own. Rather, fully realizing the committee’s vision 
will depend upon collaboration on the part of multiple public and private 
partners to honor this commitment to nursing home residents, their chosen 
families, and the staff who strive to provide the high-quality care every 
resident deserves.

Fourth, the committee emphasizes that extreme care needs to be taken 
to ensure that quality improvement initiatives are implemented using strate-
gies that do not exacerbate disparities in resource allocation quality of care, 
or resident outcomes (including racial and ethnic disparities), which are all 
too common in nursing home settings. Indeed, while the recommendations 
are intended to improve health equity, the committee cannot emphasize 
strongly enough the critical importance of close and systematic monitoring 
for potential unintended consequences.

Fifth, high-quality research is needed to advance the quality of care in 
nursing homes. Much of the available research relies on retrospective co-
hort designs and is constrained by limited available data on nursing home 
care. This lack of evidence presents challenges to determining the best ap-
proaches that will lead to improved quality of care in several areas.1

Sixth, the committee concluded that the nursing home sector has suf-
fered for many decades from both underinvestment in ensuring the quality 
of care and a lack of accountability for how resources are allocated. Ex-
amples of inadequate investment include:

• Low staff salaries and benefits combined with inadequate training 
has made the nursing home a highly undesirable place of employ-
ment, made even worse in the pandemic.

• Inadequate support for oversight and regulatory activities has con-
tributed to the failure of state survey agencies to meet their require-
ments in a timely manner.

• Quality measurement and improvement efforts have largely ig-
nored the voice of residents and their chosen families.

1 Appendix C includes tables for priority areas of measurement and research and data col-
lection among the committee’s recommendations.
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• Lack of transparency regarding nursing home finances, operations, 
and ownership impedes the ability to fully understand how current 
resources are allocated.

While some reinvestment can come from increased efficiencies and 
improved payment policies, the committee acknowledges that the measures 
called for in the following recommendations will likely require significant 
investment of additional financial resources at the federal and state levels 
as well as from nursing homes themselves. However, the committee em-
phasizes that this investment should not be viewed as simply adding more 
resources to the nursing home sector as it currently operates, which would 
not likely result in significant improvements. Rather, the committee calls 
for targeted investments which, along with current funding, would be inex-
tricably tied to requirements for transparency that are monitored through 
stronger and more effective oversight to ensure resources are properly al-
located to improving the quality of care.

The committee recognizes that there is inherent tension when policy-
makers are faced with prioritizing areas of investment that require public 
funding. However, in order to achieve the committee’s vision of comprehen-
sive high-quality care for all nursing home residents, the investment of new 
federal and state resources, as well as investment of resources from nursing 
homes themselves, will likely be needed. The committee also recognizes that 
key partners, such as CMS and other federal agencies, may not currently 
have the full authority or resources to carry out the actions recommended. 
Therefore, as a final overarching conclusion, the committee notes that all 
relevant federal agencies need to be granted the authority and resources 
from the United States Congress to implement the recommendations of this 
report. Furthermore, as also noted earlier, the committee realizes that many 
of its recommendations will require key partners to work together among 
federal agencies and states as well as across sectors to implement these 
recommendations. This coordination of efforts will require regular com-
munication to avoid duplication of efforts and to identify gaps in responses 
to pressing shortcomings in nursing home care.

COMMITTEE VISION AND GUIDING PRINCIPLES

As a framework for this study, the committee created an original con-
ceptual model of high-quality care in nursing homes (see Chapter 1). The 
model depicts a vision of nursing home quality in which residents of nurs-
ing homes receive care in a safe environment that honors their values and 
preferences, addresses the goals of care, promotes equity, and assesses the 
benefits and risks of care and treatments.
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In addition to this vision, the committee developed guiding principles 
for high-quality nursing home care that served to form the foundation for 
their recommendations (See Box 10-1).

While the committee’s vision identifies what high-quality nursing home 
care should look like, the guiding principles serve as a reminder of the 
very salient fact that existing regulations require nursing homes to pro-
vide comprehensive, person-centered care that is holistic and responds to 
a resident’s (and their chosen family’s) care needs, goals and preferences. 
However, calling attention to the reality that person-centered care is not the 
standard of care in nursing homes today is critically important. The Centers 

BOX 10-1 
Committee Vision and Guiding Principles 

for High-Quality Nursing Home Care

COMMITTEE VISION:
Nursing home residents receive care in a safe environment that honors their 

values and preferences, addresses the goals of care, promotes equity, and as-
sesses the benefits and risks of care and treatments.

GUIDING PRINCIPLES:
To achieve this vision, nursing homes should deliver comprehensive, person-

centered, interdisciplinary team-based care that meets or exceeds established 
quality standards and supports strong connections to health care and social 
service systems and resources, family, friends, and the community more broadly.

High-quality nursing home care provides an environment that promotes 
quality of life; aligns with residents’ medical, behavioral, and social care needs; 
reflects residents’ values and preferences; promotes autonomy; and manages 
risks to ensure residents’ safety. Such comprehensive, high-quality care includes 
the following, as appropriate:

• Physical health care
• Behavioral health care
• Psychosocial care
• Oral health care
• Hearing and vision care
• Rehabilitative care
• Dementia care
• Palliative care
• End-of-life care

Furthermore, it is the right of every nursing home resident to have equitable 
access to high-quality comprehensive, person-centered, and culturally sensitive 
nursing home care.
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for Medicare & Medicaid Services (CMS) emphasized the importance of 
this care in its 2016 revision of nursing home regulations, specifying that 
person-centered care means to focus on the resident as the locus of control 
and support the resident in making their own choices and having control 
over their daily lives.2 The regulations also require nursing homes to in-
clude resident preferences in the care plan. Existing regulatory requirements 
have not been fully or consistently met, however, with the result that high-
quality, comprehensive, person-centered care is not being provided to all 
nursing home residents in the United States.

OVERARCHING GOALS AND RECOMMENDATIONS

The committee’s goals (with associated recommendations)3 that follow 
represent an integrated approach for achieving its vision of high-quality 
nursing home care. The committee’s recommendations fall under seven 
critical goals:

1. Deliver comprehensive, person-centered, equitable care that ensures 
residents’ health, quality of life, and safety; promotes autonomy; 
and manages risks.

2. Ensure a well-prepared, empowered, and appropriately compen-
sated workforce

3. Increase the transparency and accountability of finances, opera-
tions, and ownership

4. Create a more rational and robust financing system
5. Design a more effective and responsive system of quality assurance
6. Expand and enhance quality measurement and continuous quality 

improvement
7. Adopt health information technology in all nursing homes

Consistent with the broad charge of the committee, the committee’s 
approach to improving the quality of care in nursing homes identifies 
opportunities for change in a broad range of areas encompassing care 
delivery—from changes to the physical environment and strengthening 
emergency preparedness to enhancing the workforce; strengthening the 
payment, financing, and regulatory policy environments; improving qual-
ity measurement; and ensuring the adoption of an effective health infor-
mation technology (HIT) infrastructure to support all the committee’s 
recommendations.

2 CMS Requirements for Long-Term Care Facilities—Definitions, 42 CFR § 483.5 (2022).
3 Appendix D includes a table of recommendations organized by the key partners responsible 

for implementation.
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Improving the quality of care in nursing homes is not only possible 
but represents a critical societal and public health imperative. Achieving 
each of the committee’s goals will entail significant revisions to how care is 
delivered, financed, and regulated and how its quality is measured and im-
proved, which requires a broad-based commitment to change from owners 
and administrators, staff, health care providers and organizations, research-
ers, and policy makers. Leveraging the expertise, leadership, and influence 
of this broader community will advance necessary changes.

Though the recommendations focus on diverse areas for improvement, 
they are interlinked by an underlying premise: the challenges facing nurs-
ing homes are complex and multifaceted and require urgent attention on 
multiple fronts by many participants in the system. Some recommendations 
are intentionally broad, allowing flexibility in how they are implemented, 
while others are more targeted, with more specific details on how to achieve 
the objectives. Some can be implemented in the near term, while others 
will require a longer time line; some should be relatively straightforward 
to achieve, while others are more aspirational and will require coordinated 
efforts to create significant long-term changes. The committee’s recom-
mendations should be viewed and implemented as an interrelated package 
of reform measures. (See Appendix E for the committee’s estimated imple-
mentation time line.)

Overview of Recommendations

Nursing home residents and their families are at the heart of the com-
mittee’s conceptual model, and all recommended actions are designed to 
improve the quality of care and quality of life for those who live in nurs-
ing homes. The committee’s first goal (and first recommendation) affirms 
person-centered care by focusing on the identification of resident prefer-
ences and the use of the care plan. Person-centered care is enabled through 
the development and implementation of an accurate and effective care plan 
that reflects the individualized needs, preferences, and goals of care of each 
nursing home resident.

The committee recognizes that this first recommendation, which under-
scores the vital role of the care plan, may not be innovative; it is already 
required by federal law. However, the committee intentionally and strategi-
cally placed the goal of delivering comprehensive person-centered care first 
to serve as the foundation that subsequent recommendations build upon. 
This primary focus on person-centered care is critical to the provision of 
high-quality care in nursing homes and bears emphasis and reinforcement 
because, all too often, such care is not being provided to nursing home 
residents. The committee’s foundational goal also calls for improvements 
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to the physical environment of nursing homes and supports the goal of 
establishing smaller, less institutionalized nursing homes. Given the impact 
of the pandemic, the committee also calls for strengthening the preparation 
of nursing homes for public health emergencies.

The recommendations gradually build upon the solid foundation of 
Goal 1. The next set of recommendations focuses on the workforce that 
supports and cares for residents and the myriad staffing-related factors in 
urgent need of attention, such as compensation, education and training, 
and staffing patterns (Goal 2). This is followed by a focus on increasing 
the transparency and accountability of finances, operations, and ownership 
(Goal 3). From there, the recommendations’ focus continues to broaden, 
moving to the development of a more rational and robust system of fi-
nancing nursing home care, including the committee’s call for the study 
of a federal long-term care benefit and targeted measures to strengthen 
the link between payment and the quality of care (Goal 4). Underscor-
ing the importance of linking funding to transparency and accountability, 
the committee calls for enhanced measures to ensure an effective and re-
sponsive system of quality assurance through strengthened oversight and 
regulation of nursing homes (Goal 5). Expanding and enhancing quality 
measurement and quality improvement across all aspects of care provision 
(Goal 6), and including the voices of nursing home residents and their cho-
sen families in these efforts, will be a critical component of strengthening 
quality assurance. Health information technology (HIT) plays a key role in 
implementing all the committee’s recommended actions, from improving 
care planning and quality measurement and assessment, to supporting the 
delivery of high-quality care and enabling the secure sharing of resident 
information between nursing homes and hospitals and other health care 
settings (Goal 7). Finally, the committee emphasizes the vital importance 
of attention to health equity and measures to reduce inequities in nursing 
home care, which is woven throughout its recommendations.

GOAL 1: DELIVER COMPREHENSIVE, PERSON-
CENTERED, EQUITABLE CARE THAT ENSURES 

RESIDENTS’ HEALTH, QUALITY OF LIFE, AND SAFETY; 
PROMOTES AUTONOMY; AND MANAGES RISKS.

While person-centered care is foundational to the basic requirements of 
federal law and regulations of nursing home care, such care is not yet a real-
ity for many nursing home residents. Significant gaps and shortcomings ex-
ist in the quality of services such as behavioral health and psychosocial care 
as well as in vision, hearing, and oral health and end-of-life care. Moreover, 
significant disparities in the quality of care exist across nursing homes.
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Care Planning

In considering the most effective approaches to fully realizing person-
centered, comprehensive, high-quality and equitable care in practice in 
the nursing home setting, the committee recognized the central role of the 
resident care planning process. The resident care planning process provides 
a very firm foundation for operationalizing person-centered, high-quality, 
equitable care in nursing homes. The care plan process encompasses four 
critical components: creating the plan, reviewing the plan, implementing 
and subsequently evaluating the effectiveness of the plan, and revisiting/
reviewing the care plan on a regular basis. Ideally, all of the components of 
the process will be implemented effectively in every nursing home. The com-
mittee recognizes that despite the critical role of the care planning process, 
this ideal has yet to become a reality in all nursing homes.

The first step in the process is the development of the care plan through 
the use of the Minimum Data Set (MDS) Resident Assessment Instrument 
(RAI) and a shared decision-making process with residents and their chosen 
families to explore and identify resident care needs and preferences. These 
needs and preferences are then documented in the written care plan, which 
serves as a critical road map for care targeted to the specific goals of the 
individual resident: the essence of person-centered care.

Second, the care plan needs to incorporate the broad range of each resi-
dent’s care needs, from physical and behavioral health to activities of daily 
living and preferences (e.g., attending a religious service, favorite television 
shows, trips to the hairdresser). To ensure that the care plan is accurate 
and comprehensive, members of the interdisciplinary care team need to be 
directly involved in reviewing and evaluating all aspects of the care plan, 
working together with residents and their family members. Nursing home 
requirements updated by CMS in 2016 specify the members of the inter-
disciplinary care team (detailed in Box 4-2, Chapter 4). Given the critical 
importance of the review and evaluation of the care plan, the committee 
emphasizes that this step should be overseen by nursing staff at least at the 
level of the registered nurse (RN).

Third, once the plan is reviewed by the interdisciplinary care team and 
deemed to be accurate and complete, the plan needs to be implemented. 
Each element of the care plan needs to include specific measures for assess-
ing the progress of implementation and whether desired results are being 
achieved (degree and timing).

Fourth, in recognition of the changing nature of resident needs and 
preferences and of physical and mental health conditions, the care plan is 
to be reviewed on a regular basis. This review should take place quarterly 
or at the request of a resident or family member, or when there is a signifi-
cant change in resident’s status (as specified in the RAI manual) to ensure 
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that the plan continues to align with resident and family preferences over 
time.

Recognizing the central role of the care plan as a means to achieve 
person-centered comprehensive, high-quality, equitable care, and fully cog-
nizant of the fact that many of the actions recommended below are already 
required by federal law, the committee recommends:

RECOMMENDATION 1A: As a critical foundation to operationalizing 
person-centered care that reflects resident goals and preferences, the com-
mittee recommends compliance with regulations for person-centered care. 
Nursing homes,4 with oversight by CMS, should:

• Identify the care preferences of residents and their chosen families 
using structured, shared decision-making approaches that balance 
resident preferences for safety and autonomy

• Ensure that resident care preferences are accurately documented in 
the care plan.
• Interdisciplinary care team members should make certain that 

every resident’s care plan addresses psychosocial and behav-
ioral health as well as nursing and medical needs.

• To certify that all aspects of the resident’s care needs are fully 
addressed in the care plan, the interdisciplinary care team 
should review and evaluate the care plan to ensure it is com-
plete, with oversight of the review and evaluation process 
provided by nursing staff at least at the level of the RN.

• A complete plan should include evaluation steps (i.e., specific 
measures and timing of measurement) to assess the degree of 
implementation and success of each element.

• Implement and monitor each element of every resident’s care plan 
and evidence of effective implementation to ensure that the care 
delivered continues to align with the resident’s preferences.
• Nursing homes staff should revisit the care plan on a regular 

basis for all residents—at a minimum on a quarterly basis, 
when requested by the family/resident, or when there has been 
a significant change in condition as specified in the Long-
Term Care Facility Resident Assessment Instrument 3.0 Users’ 
Manual.

4 While the committee calls on nursing homes to implement many of its recommendations, 
it recognizes that it is the individual nursing home owners, administrators and clinical leaders 
who need to be held accountable for the quality of care provided within their specific organiza-
tions. Therefore, the recommendations will require their active role in ensuring the committee’s 
recommendations are put into practice.
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Models of Care

Nursing homes are required by law to provide an array of services to 
both short-stay and long-stay residents of all ages with a wide range of 
medical and behavioral health conditions. Yet despite the complexity of the 
care challenges faced by nursing homes, research on best practices related 
to clinical, behavioral, and psychosocial care delivery in nursing homes is 
scarce. As a result, a robust evidence base has not yet been developed for 
specific models of care delivery that could serve as the most effective ap-
proach to providing high-quality person-centered care to all nursing home 
residents while ensuring equitable care. Given these critical knowledge 
gaps, the committee calls out federal agencies as well as private founda-
tions, academic institutions, and others to prioritize and fund research on 
effective care delivery models.

Moreover, nursing homes are often not well connected to the com-
munities in which they are located, nor to the broader health care system. 
Research that examines models of care that strengthen ties to the broader 
community, including universities and all sectors of the health care system, 
is needed to improve these connections. Finally, research on care delivery 
needs to focus on the specific factors that affect care directly, such as op-
timal staffing, physical environment, financing and payment, the use of 
technology, leadership models, and organizational policy. Once research has 
successfully identified the most effective care models, this research should 
be translated into practice by launching demonstration projects to test 
specific models in nursing home settings. The projects should be designed 
with an eye toward sustainability. Therefore, the committee recommends:

RECOMMENDATION 1B: The federal government (e.g., the Agency for 
Healthcare Research and Quality [AHRQ], CMS, the Center for Medicare 
and Medicaid Innovation, the Centers for Disease Control and Prevention, 
and the National Institutes of Health [NIH]), private foundations, academic 
institutions, and long-term care provider organizations should prioritize and 
fund rigorous, , translational research and demonstration projects to identify 
the most effective care delivery models to provide high-quality comprehensive, 
person-centered care for short-stay and long-stay nursing home residents.

• This research should focus on identifying care delivery models 
that reduce care disparities and strengthen connections among the 
nursing homes, the communities in which they are located, and the 
broader health care and social services sectors.

• Research on care delivery models should evaluate innovations in all 
aspects of care, including optimal staffing, physical environment, 
financing and payment, the use of technology, leadership models, 
and organizational policy.
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Emergency Preparedness and Response

The COVID-19 pandemic shone a light on the extremely harsh 
lack of preparedness on the part of nursing homes for a large-scale 
public health emergency. Prior to the COVID-19 pandemic there were 
numerous examples of nursing homes being unprepared to respond to 
a range of emergencies and natural disasters, such as hurricanes, torna-
does, earthquakes, floods, and wildfires. In order for nursing homes to 
have the capability to plan and prepare for and respond to all types of 
emergencies, they need to be included as integral partners in emergency 
management planning, preparedness and response on the national, state, 
and local levels. Moreover, nursing homes need not only to be prepared 
to provide for the physical safety of residents but also to address their 
behavioral and psychosocial needs during emergencies. As demonstrated 
by the prohibition against friend and family member visitation during 
the COVID-19 pandemic and the resultant harm of social isolation, it 
is imperative to strike a careful balance between residents’ safety and 
their mental and behavioral health needs. Therefore, the committee 
recommends:

RECOMMENDATION 1C: In order to safeguard nursing home residents 
and staff against a broad range of potential emergencies, the Department 
of Homeland Security should direct the Federal Emergency Management 
Agency to reinforce and clarify the Emergency Support Functions (ESF) of 
the National Response Framework. Specifically,

• ESF#8 (Public Health and Medical Services) should be revised to 
give greater prominence to nursing homes with the goal of clarify-
ing that nursing homes specifically, and long-term care facilities 
more broadly, are included within ESF #8 (Public Health and Medi-
cal Services) to ensure that state and local emergency management 
documents and plans contain specific guidance for nursing homes 
during an emergency.

• ESF#15 (External Affairs Annex) should be revised to specifically 
include residents of nursing homes as part of the target group of 
“individuals with disabilities and others with access and functional 
needs.”

Local, county and state level public health agencies need to ensure 
that nursing homes “have a seat at the table.” This can be accomplished 
through the development of formal relationships and by ensuring reli-
able lines of communication. In addition, nursing homes are not always 
included in all phases of emergency management, such as drills and 
exercises. Finally, while nursing homes are currently required to have 
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written emergency plans created in partnership with local emergency 
management, to review and update the plan on a regular basis, and to 
provide staff training in critical aspects of emergency planning, these re-
quirements are not always in place or enforced. Therefore, the committee 
recommends:

RECOMMENDATION 1D: To ensure the physical safety as well as ad-
dress behavioral health/psychosocial needs of nursing home residents and 
staff in public health emergencies and natural disasters:

• State regulatory agencies (with federal oversight from the Fed-
eral Emergency Management Agency and CMS) should ensure the 
development and ongoing maintenance of formal relationships, 
including strong interface, coordination, and reliable lines of com-
munication, between nursing homes and local, county, and state-
level public health and emergency management departments.

• State emergency management agencies should make certain that 
nursing homes are represented in
• state, county, and local emergency planning sessions and drills
• local government community disaster response plans
• every phase of the local emergency management planning in-

cluding mitigation, preparedness, response and recovery
• State emergency management agencies should ensure that every 

nursing home has ready access to personal protective equipment 
(PPE)

• CMS (through state regulatory agencies) is to ensure that existing 
regulations are enforced, including:
• Nursing home leadership ensures that there is a written emer-

gency plan (including evacuation plans) for common public 
health emergencies and natural disasters in the facility’s loca-
tion, which is created in partnership with local emergency 
management and resident and family councils

• Nursing home leadership reviews and updates the plan at least 
once every year.
§ Nursing home staff are to be routinely trained in emergency 

response procedures and periodically review procedures.
§ Nursing home staff are to be routinely trained in the ap-

propriate use of PPE and infection control practices.
• Nursing home leadership ensures that there is an emergency 

preparedness communication plan that includes formal pro-
cedures for contacting residents’ families and staff to provide 
information about the general condition and location of resi-
dents in the case of an emergency or disaster.
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• Documentation concerning emergency plans as well as of the 
conduct of emergency drills and staff awareness of emergency 
management plans should be added to Care Compare.

The committee emphasizes that CMS needs to ensure that staff receive 
training in critical aspects of emergency planning upon being hired (e.g., 
during staff orientation) and need to receive periodic training to refresh and 
update their skills and knowledge.

Physical Environment

It is critical to recognize that nursing homes serve dual roles: care settings as 
well as places in which people reside. All aspects of the nursing home’s physical 
environment are critical to a resident’s quality of life, yet most nursing homes 
resemble institutions more than homes. The nursing home infrastructure is ag-
ing, with the majority of nursing homes at least 30 years old and many of them 
50 years or older, and therefore the homes may not reflect the needs and pref-
erences of today’s older adults for smaller, home-like units. Smaller, home-like 
environments (including single-occupancy bedrooms and private bathrooms) 
provide important benefits for residents and staff and play key roles in infec-
tion control as well as an enhanced quality of life for residents. The committee 
recognizes that these changes will require significant investment, and concluded 
that design changes can be operationalized through federal incentives and state 
licensure decisions. Therefore, the committee recommends:

RECOMMENDATION 1E: Nursing home owners, with the support of 
federal and state governmental agencies, should construct and reconfigure 
(renovate) nursing homes to provide smaller, more home-like environments 
and/or smaller units within larger nursing homes that promote infection 
control and person-centered care and activities.

• The design of these nursing homes should include consideration for 
the following characteristics: unit size, activity and dining space by 
unit, a readily accessible therapeutic outdoor area, an open kitchen, 
a staff work area, and entrances and exits.
• Smaller units should be designed to have the flexibility to ad-

dress a range of resident care and rehabilitation needs.
• New designs should prioritize private bedrooms and bathrooms.
• This shift to more home-like settings should be implemented 

as part of a broader effort to integrate the principles of culture 
change, such as staff empowerment, consistent staff assign-
ment, and person-centered care practices, into the management 
and care provided within these settings.
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• CMS, the U.S. Department of Housing and Urban Development, 
and other governmental agencies should develop incentives to sup-
port designs for nursing home environments (both new construc-
tion and renovations).

• State licensure decisions should ensure that all new nursing homes 
are constructed with single-occupancy bedrooms and private bath-
rooms for most or all residents.

GOAL 2: ENSURE A WELL-PREPARED, EMPOWERED, 
AND APPROPRIATELY COMPENSATED WORKFORCE

In 2008 the IOM report Retooling for an Aging America noted that 
while the need for health care professionals trained in geriatric principles 
was escalating, few providers choose this career path due to a variety of 
factors, including inadequate education and training, negative stereotypes 
of older adults, and significant financial disincentives to working in geriat-
rics. The report further noted that these issues may be especially significant 
for long-term care settings. The culture within nursing homes, as well as 
how the public views both aging in general and nursing homes specifi-
cally, will need to change, because high-quality care cannot be delivered 
without a complete transformation of worker training and social stature. 
These changes to the culture of nursing homes need to be driven by nurs-
ing home leaders to ensure a robust, high-quality workforce. The follow-
ing recommendations provide a variety of ways to ensure that the nursing 
home workforce is respected, well prepared, empowered, and appropriately 
compensated.

The committee recommends increasing both the numbers and the quali-
fications of virtually all types of nursing home workers, along with provid-
ing the necessary incentives and supports to achieve these changes. The 
committee recognizes that increasing requirements can exacerbate the chal-
lenges of recruiting nursing home workers. This is particularly concerning 
given the current dire staffing situations for many nursing homes, largely 
due to the impact of the COVID-19 pandemic. The committee concluded, 
however, that robust evidence demonstrates the positive impact of enhanced 
requirements on the quality of care. Moreover, enhanced requirements will 
further professionalize the nursing home workforce, which, when accom-
panied by improvements in the working environment, will contribute to the 
desirability of working in a nursing home.

Compensation

Nursing home workers earn significantly less in nursing homes than if 
they chose to work in other care settings. For example, according to 2020 
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data from the Bureau of Labor Statistics, the annual mean wage for RNs 
in nursing homes is approximately $10,000 less (more than 10 percent less) 
than RNs in acute-care hospitals and $17,000 less (nearly 20 percent less) 
than RNs employed in outpatient care settings. In particular, certified nurs-
ing assistants typically earn low wages and have few benefits; as a result, 
many live in poverty or require public assistance. The 2020 mean hourly 
wage for CNAs in nursing homes was $15.41 and the mean annual wage 
was $32,050. CNAs may earn little more than workers in other comparable 
entry-level jobs (such as cashier, food service worker, warehouse worker, 
and retail sales worker), who may have lower levels of injury for risk and 
may even receive full benefits.

The committee concluded that the successful recruitment and retention 
of a high-quality nursing home workforce depends on providing more than 
“adequate” compensation for their work. Rather, competitive compensa-
tion is needed (comparable to other health care settings and job opportuni-
ties) for their current and expanding roles in conjunction with the many 
different types of efforts that will be needed to improve the desirability of 
these jobs. A variety of mechanisms have been tried to increase workers’ 
compensation and benefits, and different mechanisms may be needed to 
achieve competitive compensation. Therefore, the committee recommends:

RECOMMENDATION 2A: Federal and state governments, together with 
nursing homes, should ensure competitive wages and benefits (including 
health insurance, child care, and sick pay) to recruit and retain all types of 
full- and part-time nursing home staff. Mechanisms that should be consid-
ered include wage floors, requirements for having a minimum percentage of 
service rates directed to labor costs for the provision of clinical care, wage 
pass-through requirements, and student loan forgiveness.

The committee recognizes that the provision of benefits may encourage 
some nursing homes to reduce staffing levels or hire part-time rather than 
full-time staff. The committee emphasizes that nursing homes need to offer 
full-time, consistently assigned work whenever it is possible and desired by 
the worker in order to ensure high-quality care.

Staffing Standards and Expertise

Minimum staffing standards in nursing homes, particularly for licensed 
nursing staff, have been evaluated for decades. In 2001, CMS studied the 
minimum appropriate staffing levels, using modelling to identify a staffing 
threshold below which residents are at risk for serious quality of care issues. 
However, to date the proposed CMS minimum staffing standards have not 
been addressed in any subsequent regulatory rules, leaving stand a vague 
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nurse staffing requirement that nursing homes must provide “. . . sufficient 
nursing staff to attain or maintain the highest practicable . . . well-being of 
each resident.” Substantial evidence demonstrates the relationship between 
nurse staffing and quality of care in nursing homes, particularly for RNs. 
The 1996 IOM report Nursing Staff in Hospitals and Nursing Homes rec-
ommended a requirement for 24-hour RN coverage in nursing homes by the 
year 2000. The recommendation was endorsed by a subsequent IOM study 
in 2001, and then recommended again in the 2004 IOM report Keeping 
Patients Safe. Yet today the federal requirement is a 24-hour daily presence 
of licensed nurse coverage with an RN fulfilling only 8 of those hours.

Furthermore, CMS has not established minimum staffing requirements 
for certain key members of the interdisciplinary nursing home care team. 
Social workers, for example, contribute to resident care and take on various 
complex and clinically challenging responsibilities. Social work interven-
tions in nursing homes have been associated with significant improvements 
in residents’ quality of life, yet current federal regulations require only those 
nursing homes with 120 or more beds to hire a “qualified social worker on 
a full-time basis.” Moreover, the “qualified social worker” is not required 
to hold a degree in social work, despite research showing that having social 
service staff members in nursing homes with higher qualifications is associ-
ated with better psychosocial care, improved behavioural symptoms, and 
reduced use of antipsychotic medications.

Additionally, as part of CMS’s 2016 final rule, nursing homes are re-
quired to designate at least one part-time or full-time staff member as the 
infection prevention and control specialist. The final rule suggested that an 
RN would assume the role of the infection prevention and control specialist 
in most facilities and that the individual would need to devote approximately 
15 percent of his or her time to this role. The CMS Coronavirus Commission 
on Safety and Quality in Nursing Homes noted, however, that the current reg-
ulations yielded an “insufficient response to the demands” of the COVID-19.

The committee concluded that current minimum staffing requirements 
are insufficient as they relate to RN coverage, social worker presence, and 
infection and prevention control. Therefore, the committee recommends 
immediate implementation of the following minimum staffing requirements:

RECOMMENDATION 2B: CMS should enhance the current minimum 
staffing requirements for every nursing home to include:

• On-site direct-care RN coverage (in addition to the director of 
nursing) at a minimum of a 24-hour, 7-days-per-week basis with 
additional RN coverage that reflects resident census, acuity, case 
mix, and the professional nursing needs for residents as determined 
by the residents’ assessments and care plans.
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• Full-time social worker with a minimum of bachelor’s degree in 
social work from a program accredited by the Council on Social 
Work Education and 1 year of supervised social work experience 
in a health care setting (including field placements and internships) 
working directly with individuals to address behavioral and psy-
chosocial care.

• An infection prevention and control specialist who is an RN, ad-
vanced practice RN, or a physician at a level of dedicated time 
sufficient to meet the needs of the size and case mix of the nursing 
home.

Increasing RN staffing and overall nurse staffing in nursing homes has 
been a consistent recommendation for improving the quality of care in 
nursing homes. However, the same federal staffing regulations have been 
in place for over 30 years, even though the types of residents and the com-
plexity of their needs have changed dramatically. Federal staffing require-
ments do not specify adjustments based on the size of the nursing home or 
resident acuity. The committee concluded that the current minimum staffing 
standards likely do not reflect the needs of the current population of nurs-
ing home residents and that more research is needed on both the minimum 
and optimal staffing standards to meet the needs of today’s nursing home 
population. Such information is needed for all types of nurses, including 
advanced practice RNs (APRNs), RNs, licensed practical/vocational nurses 
(LPNs/LVNs), and certified nursing assistants (CNAs) as well as other staff 
who support the health and well-being of nursing home residents. There-
fore, the committee recommends:

RECOMMENDATION 2C: The U.S. Department of Health and Human 
Services (HHS) (e.g., CMS, AHRQ, and NIH) should fund research to iden-
tify and rigorously test specific minimum and optimum staffing standards 
for direct-care staff (e.g., APRNs, RNs, LPN/LVNs, CNAs, therapists, 
recreational staff, social workers, and other direct care providers), includ-
ing weekend and holiday staffing, based on resident case mix and the type 
of staff needed to address the care needs of specific populations. Based on 
the results of this research, CMS and state governments should update the 
regulatory requirements for staffing standards in nursing homes to reflect 
new minimum requirements and account for case mix.

While nursing homes may meet minimum staffing standards, additional 
expertise is often needed to provide comprehensive, person-centered care. 
Such additional expertise is especially needed for the development of com-
plex clinical care plans, staff training, and overall planning for care systems 
and quality improvement. Not every facility will have the ability or need to 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

512 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

keep such expertise on staff. The committee concluded that nursing homes 
need to develop ongoing relationships with a variety of professionals who 
can provide consultation on an as-needed basis. Access to this level of ex-
pertise is also limited by barriers to direct billing and reimbursement for 
these professional services. Therefore, the committee recommends:

RECOMMENDATION 2D: To enhance the available expertise within a 
nursing home:

• Nursing home administrators, in consultation with their clinical 
staff, should establish consulting or employment relationships with 
qualified licensed clinical social workers at the M.S.W. or Ph.D. 
level, APRNs, clinical psychologists, psychiatrists, pharmacists, and 
others for clinical consultation, staff training, and the improvement 
of care systems, as needed.

• CMS should create incentives for nursing homes to hire qualified 
licensed clinical social workers at the M.S.W. or Ph.D. level as well 
as APRNs for clinical care, including allowing Medicare billing and 
reimbursement for these services.

The committee notes that many other types of experts may be needed, 
depending upon the acuity and case mix of the nursing home residents 
and the availability of such expertise among the nursing home’s own staff, 
including professionals such as dentists, audiologists, physical and occupa-
tional therapists, and many others. Furthermore, the committee recognizes 
that allowing direct billing for certain services would require an expansion 
of the Medicare program, as was called for in the 2011 IOM report The 
Future of Nursing.

CNA Empowerment

Direct-care workers (primarily CNAs) provide the majority of hands-
on care to nursing home residents. Such care includes everyday tasks such 
as assistance with eating, bathing, toileting, and dressing as well as more 
advanced tasks such as infection control and care of cognitively impaired 
residents. Tailoring these tasks to residents’ preferred schedules and needs 
is critical to meeting residents’ goals and maintaining their function, well-
being, and quality of life. The demand for CNAs is increasing, yet nursing 
homes have persistent challenges in recruiting and retaining workers. The 
top reasons for direct-care workers leaving their jobs include a lack of re-
spect and appreciation by leadership, inadequate salary and benefits, a lack 
of teamwork and communication among the staff, and poor relationships 
with supervisors, residents, and families. CNAs may be undervalued or not 
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respected by other nursing home staff or leadership, and their responsibili-
ties put them at high risk for injury. Furthermore, CNAs often have little 
opportunity for advancement. Because of the crucial role of this position 
in nursing homes, the committee concluded that significantly improving the 
quality of care for nursing home residents requires investing in quality jobs 
for direct-care workers and enabling more workers to enter the CNA pipe-
line. Therefore, in addition to the recommendation for ensuring competitive 
wages and benefits (Recommendation 2A), the committee recommends:

RECOMMENDATION 2E: To advance the role of and empower the CNA:

• Nursing homes should provide career advancement opportunities 
and peer mentoring;

• Federal and state governments, together with nursing homes should 
enable free entry-level training and continuing education (e.g., in 
community colleges);

• Nursing homes should cover CNAs’ time for completing education 
and training programs; and

• The Health Resources and Services Administration (HRSA) should 
fund training grants to advance and expand the role of the CNA 
and develop new models of care delivery that take advantage of the 
role of the CNA as a member of the interdisciplinary care team.

Education and Training

In addition to improving wages and strengthening staffing standards, 
the education and training of the entire nursing home workforce is key to 
improving the quality of care in nursing homes. Education and training 
requirements for a variety of nursing home staff are inadequate or non-
existent. For example, the requirements for licensure as a nursing home 
administrator vary by state, and about one-third of states do not even 
require a bachelor’s degree to be a nursing home administrator. Medical 
directors need to have a license to practice medicine in the state, but there 
are no additional specific education and training or certification require-
ments at the national level. The director of nursing is required to be an 
RN (although there are waivers to this requirement), and the competencies 
needed by directors of nursing often exceed the preparation provided in 
either associate degree or baccalaureate degree nursing programs. Both 
the medical director and the director of nursing have key roles in infection 
prevention and control, yet they may not receive specific training in these 
skills. The director of social services oversees all social service programs and 
supervises social workers and social service designees within the facility, yet 
there typically are no formal requirements for the role. Finally, CNAs are 
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often inadequately prepared and trained for their expanding role. The 2008 
IOM report Retooling for an Aging America recommended increasing the 
federal training requirement for direct care workers (including CNAs) to 
120 hours, based on the significant number of states that require training 
beyond the federal minimum. While some states have increased their re-
quirements since then, the federal minimum has remained unchanged. The 
training standards and curricula for direct-care workers are dated and focus 
on basic tasks rather than on competencies to meet the needs of today’s 
nursing home residents.

The committee concluded that the minimum education and competency 
requirements need to be enhanced (or established) for a variety of nursing 
home workers and to be made standard at the national level. The committee 
recognizes that many current nursing home workers may not meet these new 
requirements and may need assistance in achieving these standards. Addi-
tionally, the committee recognizes that increasing the education and training 
requirements of these personnel can exacerbate the challenges of recruiting 
nursing home workers. However, as noted earlier, the committee concluded 
that robust evidence supports these enhanced requirements because of their 
impact on the quality of care. Finally, the committee recognizes that a key is-
sue underlying the preparation of all types of workers for nursing home care 
is the inadequate foundation for a variety of geriatrics-related topics in their 
education and training programs. Therefore, the committee recommends:

RECOMMENDATION 2F: CMS should establish minimum education 
and national competency requirements for nursing home staff, to include:

• Nursing home administrator: minimum of a bachelor’s degree and 
training in topics relevant to their role (e.g., culture change, leader-
ship and team-building, administration, and financial management);

• Medical director: completion of education or certification program 
specific to the care of older adults and certification in infection 
control and prevention;

• Director of nursing: minimum of a bachelor’s degree in nursing, with 
a preference for master’s level training; training in geriatrics and 
long-term care; and certification in infection control and prevention;

• Director of social services: minimum of a bachelor’s degree in social 
work from a program accredited by the Council on Social Work 
Education (CSWE), with a preference for master’s level training 
from a program accredited by CSWE; and

• Certified nursing assistants: an increase in the federal minimum of 
training hours to become a certified nursing assistant from 75 hours 
to 120 hours and training content that includes competency-based 
training requirements
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CMS and nursing homes should give special consideration for current staff 
members who do not meet these enhanced requirements and provide flex-
ible, low-cost, and high-quality pathways to achieve these baseline educa-
tion and competency levels.

Furthermore, to prepare future workers for their roles, all education pro-
grams preparing health care professionals should include content related to 
gerontology, geriatric assessment, long-term care, and palliative care, with 
an additional preference for clinical experience in a nursing home.

Regarding the recommendation for competency-based training for cer-
tified nursing assistants, the committee notes that specific instruction is 
needed for conditions and topics relevant to nursing home populations 
(beyond basic care) such as dementia; infection prevention and control; be-
havioral health; chronic diseases such as diabetes, heart failure, and chronic 
obstructive pulmonary disease; the use of assistive and medical devices; and 
cultural sensitivity and humility.

In addition to these enhanced requirements, the committee concluded 
that efforts are needed to augment the education, training, and competency 
of the nursing home workforce on an ongoing basis. Many nursing home 
workers have no requirements for continuing education related to national 
competencies (and when such requirements exist, they generally vary by 
state). Furthermore, there are substantial differences in the types of jobs 
that racial and ethnic minority workers are sorted into within the nursing 
home workforce, which can affect power hierarchies within the workforce 
as well as compensation and benefits. In addition, nursing home residents 
are becoming increasingly diverse in terms of racial and ethnic groups, 
LGBTQ+ populations, and younger populations, yet little is known about 
their specific care needs in the nursing home setting or their preferences for 
who cares for them. As a result, the committee concluded that all nursing 
home workers would benefit from specific workforce-related education and 
training in principles of diversity, equity, and inclusion as well as cultural 
sensitivity and humility with respect to institutional factors such as biases 
(e.g., hiring, pay, and promotion practices), cultural factors (e.g., discrimi-
nation, micro-aggressions), and interpersonal factors (e.g., racial biases). 
Training is also needed for the needs of younger populations in nursing 
homes as well as training in principles of diversity, equity, and inclusion 
related to the unique, culturally sensitive care needs of specific populations 
(e.g., LGBTQ+, specific racial and ethnic groups). For example, as noted 
in Chapter 2, the LGBTQ+ community may face harassment and abuse in 
nursing homes, and efforts to improve the quality of care for this popula-
tion of nursing home residents include enhanced staff training in LGBTQ+-
affirming care. Finally, the committee recognizes that family caregivers are 
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an essential and valued part of the nursing home workforce and often do 
not receive the support and training they need to be effective members of 
the care team. Therefore, the committee recommends:

RECOMMENDATION 2G: To enhance the education and training of the 
entire nursing home workforce:

• CMS should require all levels of nursing home staff to complete 
annual continuing education training to ensure that staff members 
are meeting national competency standards.

• Nursing homes should provide ongoing diversity and inclusion 
training (e.g., self-awareness of and approaches to addressing rac-
ism) for all workers and leadership and ensure that the training is 
designed to meet the unique demographic, cultural, linguistic, and 
transportation needs of the community in which the nursing home 
is situated and the community of workers within the nursing home.

• Nursing homes should provide family caregivers with resources, 
training, and opportunities to participate as part of the caregiving 
team in the manner and to the extent that residents desire their 
chosen family members to be involved.

Regarding opportunities to provide improved and expanded education 
and training experiences for nursing home staff, the committee recognizes 
that programs may not exist that are specific to the nursing home setting. 
Therefore, this is a prime opportunity for foundations, researchers, and 
others to develop training programs for staff and families specific to the 
nursing home setting.

Data Collection and Research

In addition to enhanced requirements for key leaders and workers in 
nursing homes, there is a need to increase the overall numbers of more 
highly trained professionals (e.g., physicians, APRNs, physician assistants) 
involved in the delivery of care in nursing homes. However, the committee 
found that little is known about the prevalence of these types of workers in 
nursing homes and the extent of their training and expertise. The committee 
particularly noted a dearth of information about the role, staffing patterns, 
and training of medical directors, social workers, physicians, APRNs and 
physician assistants. Additionally, few data exist for the numbers and staff-
ing patterns for contract and agency staff providing care in nursing homes. 
This is largely due to the fact that many of these care providers are not 
currently captured in data reported to CMS, most notably because many of 
them are not directly employed by the nursing home. Finally, the committee 
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found that very little is known about the baseline demographic informa-
tion for several key members of the nursing home leadership, including 
medical directors, administrators, and directors of nursing. The committee 
concluded that much more detailed information is needed about a variety of 
professionals working in nursing homes in order to better understand their 
expertise, numbers, and staffing patterns across facilities. Furthermore, 
while evidence exists on the association between APRNs and the quality 
of care in nursing homes, baseline data are needed for a variety of profes-
sionals to more fully assess their impact on the quality of care for nursing 
home residents and, ultimately, to determine their minimum and optimum 
staffing levels (as well as innovative staffing models) to provide high-quality 
care for nursing home residents. Therefore, the committee recommends:

RECOMMENDATION 2H: As a part of routine (e.g., at least annual) data 
collection, nursing homes should collect and report data to CMS regarding:

• Baseline demographic information on medical directors, adminis-
trators, and directors of nursing, including name, licensure, contact 
information, and tenure in their position;

• The geriatrics or long-term care training, expertise, and staffing 
patterns (including time providing direct care) of medical direc-
tors, APRNs, social workers, physicians, and physician assistants 
providing services in nursing homes; and

• The numbers and staffing patterns (including time providing direct 
care) for all contract and agency staff providing services in nursing 
homes.

The committee notes that some of these data may be able to be cap-
tured through the Payroll Based Journal reporting system, while other 
information will need to be captured in other ways.

As noted earlier, the recruitment and retention of all types of nursing 
home workers has significant challenges. While many of the barriers to recruit-
ment and retention are known, the committee concluded that more research 
is needed on persistent systemic barriers, including the influence of systemic 
and structural racism that has created and sustained racial and ethnic dispari-
ties among long-term care workers. Therefore, the committee recommends:

RECOMMENDATION 2I: HHS (e.g., CMS, AHRQ, and NIH) should 
fund research on systemic barriers and opportunities to improve the re-
cruitment, training, and advancement of all nursing home workers, with a 
particular focus on CNAs. This research should include the collection of 
gender-, ethnicity-, and race-related outcomes of job quality indicators (e.g., 
hiring, turnover, job satisfaction).
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GOAL 3: INCREASE TRANSPARENCY AND ACCOUNTABILITY 
OF FINANCES, OPERATIONS, AND OWNERSHIP

A key aim of nursing home oversight over the past decade has been to 
ensure greater transparency into finances, operations and ownership. CMS 
makes some ownership information available for active nursing homes, but 
these data are incomplete, difficult to verify, and often difficult to use. Cur-
rent data sources do not allow for the determination of corporate structure, 
finances, and operations of individual facilities. Furthermore, the increased 
complexity of nursing home ownership structures complicates the ability 
to understand where nursing homes spend their resources and to gain a 
more accurate sense of their financial well-being and spending priorities. 
Moreover, currently there is little transparency regarding the practice of 
some nursing homes to contract with related-party organizations (those 
also owned by the nursing home owners) for services such as management, 
nursing, or therapy.

Progress has been made in simplifying nursing home cost reporting in 
recent years, yet there are still substantial questions about the accuracy and 
completeness of these data. For example, there is no current mechanism to 
audit the accuracy and completeness of reported data, and requirements 
related to the full disclosure of ownership have not been enforced. In 2016 
the U.S. Government Accountability Office (GAO) found that while CMS 
collects and reports expenditure data, it “has not taken key steps to make 
the data readily accessible to public partners or to ensure their reliability.” 
The committee concluded that increased transparency and accountabil-
ity of the data on the finances, operations, and ownership of all nursing 
homes are needed for a variety of purposes. In particular, this is important 
for improving the financial investment in nursing home care as well as for 
improving regulatory oversight, all toward a common goal of improving 
the quality of care in nursing homes. Therefore, the committee recommends 
that at the level of the individual facility:

RECOMMENDATION 3A: HHS should collect, audit, and make pub-
licly available detailed facility-level data on the finances, operations, and 
ownership of all nursing homes (e.g., through Medicare and Medicaid cost 
reports and data from Medicare’s Provider Enrollment, Chain, and Owner-
ship System).

• HHS should ensure that the data allow the assessment of staffing 
patterns, deficiencies, financial arrangements and payments, related 
party entities, corporate structures, and objective quality indica-
tors by common owner (i.e., chain and multi-facility owners) and 
management company.
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Once such data are available in a manner that allows for the assess-
ment of quality by common owner or management company, the committee 
recommends:

RECOMMENDATION 3B: HHS should ensure that accurate and com-
prehensive data on the finances, operations, and ownership of all nursing 
homes are available in a real-time, readily usable, and searchable database 
so that consumers, payers, researchers, and federal and state regulators are 
able to use the data to:

• Evaluate and track the quality of care for facilities with common 
ownership or management company.

• Assess the impact of nursing home real estate ownership models 
and related-party transactions on the quality of care.

GOAL 4: CREATE A MORE RATIONAL AND 
ROBUST FINANCING SYSTEM

The committee’s recommendations are designed to target the well-
known shortcomings related to financing nursing home care in the United 
States. Characterized by a high degree of fragmentation, the current ap-
proach to financing nursing home care is not an intentional system, but 
rather a set of circumstances that has evolved over time to fill the largest 
gaps. Medicaid plays a dominant role as the default payer of nursing home 
care, but the federal-state program is constantly subject to state budget con-
straints. Medicare revenues from post-acute care play a disproportionate 
role in financial sustainability of nursing home care, and services such as 
hospice care are paid separately and are not well integrated into standard 
nursing home care. Private insurance is rare, and few people can pay out 
of pocket for an extended nursing home stay.

One implication of this unsystematic financing arrangement is a lack 
of equity in access to high-quality nursing home care. Heavy reliance on 
Medicaid to fund nursing home care, with strict financial and health-related 
eligibility rules, results in situations in which individuals may go without 
needed care or receive care that is inadequate in quality or quantity. A large 
body of literature shows that dependence on Medicaid is associated with 
admission to lower-quality facilities and to facilities with lower staffing 
ratios, more regulatory deficiencies, and a higher proportion of residents of 
color. Eligibility rules also differ across sites of care and across states, even 
within Medicaid, which may lead to inequities across states.

A second implication of this unsystematic financing approach is the 
occurrence of site-specific payment, which often creates irrational payment 
and eligibility differentials which can lead to unintended consequences. 
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Separate financing and payment systems for home- and community-based 
care and institutional care create a false dichotomy and present barriers to 
the rational allocation of resources across settings that considers costs as 
well as individuals’ needs and preferences.

Previous attempts to develop more cohesive approaches to long-term care 
coverage have not been successful. As of the writing of this report, the U.S. 
Congress is considering The Well-Being Insurance for Seniors to be at Home 
Act, a proposal to use public–private partnerships to provide catastrophic 
coverage for long-term care. Many other high-income countries have imple-
mented and sustained national long-term care coverage for their populations, 
incorporating both institutional and home-based care, and the structure of 
some of these programs could serve as models for the United States.

Improvements in the quality of nursing home care in conjunction with im-
proving access, efficiency, and equity, will require a more rational system of fi-
nancing over the long term. A more rational financing system for nursing home 
care specifically will likely require a new federal benefit. While the committee 
acknowledges that enacting a new long-term care benefit will be politically 
challenging, there is an urgent need for a new, more comprehensive approach 
to long-term care financing. A federal benefit has the most potential to:

• increase access to long-term care services and reduce unmet need;
• reduce arbitrary barriers between sites of care;
• reduce inequities in access to high-quality care;
• reduce differences in resources across nursing homes; and
• guarantee that payment rates are adequate to cover the expected 

level of quality.

Building on lessons learned from experience of the establishment of 
Medicare Part D as well as the repeal of the Community Living Assistance 
Services and Support Act (CLASS Act), the new benefit would likely require 
taxpayer subsidies in conjunction with beneficiary premiums and cost shar-
ing. Therefore, the committee recommends:

RECOMMENDATION 4A:5 To move toward the establishment of a fed-
eral long-term care benefit that would expand access and advance equity for 
all adults who need long-term care, including nursing home care:

• The Secretary of HHS should study ways in which this federal 
benefit would be designed to avoid challenges faced by previous 
efforts to expand long-term care coverage.

• CMS should implement state demonstration programs to test this 
federal benefit model prior to national implementation.

5 One committee member declined to endorse this recommendation.

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

RECOMMENDATIONS 521

Ensuring Adequacy of Medicaid Payments

Medicaid, the federal–state program, is the dominant payer of long-stay 
nursing home services. Nursing homes depend on higher payments from 
Medicare to cross-subsidize lower Medicaid payments. This financial ar-
rangement is inefficient for several reasons. First, many nursing homes care 
for a high number of Medicaid than Medicare recipients and receive rela-
tively little benefit from higher payments for Medicare services. Research 
studies generally find that nursing homes with a large share of Medicaid 
residents provide lower-quality care. Increasing Medicaid payment rates to 
ensure that they are adequate to cover the cost of providing comprehensive, 
high-quality care to all nursing home residents will be a critical step to 
addressing existing disparities. Second, the subsidization from Medicare, 
might serve as a disincentive to states to increase their Medicaid reimburse-
ment rates. Finally, lower Medicaid rates encourage nursing homes to prefer 
short-stay patients covered by Medicare to long-stay nursing home residents 
covered by Medicaid, resulting in selective admission practices. Lower 
Medicaid rates relative to Medicare rates encourage the unnecessary hospi-
talization of long-stay residents in order to have their post-acute care paid 
for by Medicare upon their return to the nursing home. For these reasons, 
Medicaid reimbursement rates need to be commensurate with the costs of 
providing comprehensive, high-quality care for nursing home residents.

Existing law requires state Medicaid programs’ payments to be ade-
quate to provide access to and quality of care. States are required to provide 
assurances that their payment rates meet this criterion. For certain provid-
ers, CMS requires that states also submit evidence that their payment rates 
are indeed adequate. Nursing home payment rates are not subject to this 
requirement, despite Medicaid’s significant role as a payer of nursing home 
care. CMS needs to fulfill its responsibility as enshrined in existing statute 
to ensure the adequacy of Medicaid payment rates by requiring nursing 
homes to provide detailed and accurate financial information (e.g., data on 
costs, payment levels, resident characteristics, ownership, and corporate 
structure) upon which the adequacy of rates may be determined. Therefore, 
the committee recommends:

RECOMMENDATION 4B: To ensure that adequate funds are invested in 
providing comprehensive care for long-stay nursing home residents:

• CMS should ensure compliance with existing statute by using de-
tailed and accurate nursing home financial information to ensure 
that Medicaid (or eventually, federal) payments are at a level that is 
adequate to cover the delivery of comprehensive, high-quality, and 
equitable care by all providers to nursing home residents across all 
domains of care (as specified in Box 10-1).
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Paying for Direct Care Services

An extensive body of research indicates that there is a strong connec-
tion between spending on direct care for residents and the quality of that 
care. The Patient Protection and Affordable Care Act (ACA) required CMS 
to develop new Medicare cost reports to capture specific information on 
nursing home costs in four categories: direct and indirect care, housekeep-
ing and dietary services, capital expenses, and administrative services. How-
ever, beyond the reporting requirements, nursing homes are not required by 
law to devote a specific portion of their payment to direct care for residents. 
This results in great variability among nursing homes in terms of the actual 
dollar amount devoted to direct care as opposed to non-care costs. For 
example, recent evidence has shown a systematic shift in nursing home op-
erating costs toward items such as monitoring fees, interest payments, and 
lease payments that are associated with the acquisition of nursing homes 
by private equity owners. Implementing policies that require nursing homes 
to spend a minimum amount of their revenue on direct resident care and 
staffing will guard against these types of behaviors. Therefore, the commit-
tee recommends:

RECOMMENDATION 4C: HHS should require a specific percentage of 
nursing home Medicare and Medicaid payments to be designated to pay for 
direct-care services for nursing home residents, including staffing (including 
both the number of staff and their wages and benefits), behavioral health, 
and clinical care.

Value-Based Payment for Nursing Homes

Nursing homes are among the most common sites of post-acute care; 
according to MedPAC, for example, 20 percent of hospitalized Medicare 
beneficiaries were discharged to a nursing home for post-acute care in 2018. 
To control rising post-acute care costs, Medicare joined the prevailing trend 
toward creating a stronger linkage of payment to the value and quality of 
care rather than to the quantity of services. Medicare’s entry into the world 
of value-based payment included the implementation of alternative pay-
ment models (APMs) such as accountable care organizations and bundled 
payments that hold care providers accountable for total costs of care.

Medicare bundled payment demonstrations have found evidence of 
declining use of nursing home-based acute care without adverse conse-
quences on patient outcomes. Medicare Advantage plans, for their part, 
have demonstrated a lower use of nursing homes for post-acute care and 
shorter lengths of stay for common conditions among Medicare Advantage 
beneficiaries compared with those covered by traditional Medicare.
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Given the importance of controlling costs for post-acute care provided 
in nursing homes, while maintaining or improving quality of care for pa-
tients, Medicare needs to build on the experience of existing value-based 
payment demonstrations. In contrast to the current bundled payments 
made to nursing homes for a limited number of conditions, however, such 
arrangements need to be extended to cover the costs of care for all condi-
tions, including acute care in the hospital and post-acute care in the nursing 
home setting. Bundled payments will shift financial accountability, and thus 
risk, for nursing home post-acute care to hospitals. In addition, hospitals 
and other clinicians providing care during an episode of care need to work 
collaboratively to provide high-quality, equitable, person-centered care and 
be held financially accountable to this standard by linking payment to qual-
ity metrics, including patient-reported outcomes. Indeed, the committee 
recognizes that there is always a risk of unintended consequences with any 
new payment model. As bundled payments are expanded to all conditions, 
close monitoring and rigorous study of the impact on patient outcomes will 
be required to mitigate any potential unintended consequences. Therefore, 
the committee recommends:

RECOMMENDATION 4D: To improve the value of, and accountability 
for, Medicare payments for short-stay post-acute care in nursing homes, 
HHS, CMS, and the Center for Medicare & Medicaid Innovation should 
extend bundled payment initiatives to all conditions, and in so doing, hold 
hospitals financially accountable (i.e., put hospitals “at-risk”) for Medicare 
post-acute care spending and outcomes.

The committee also recognizes the importance of the use of value-based 
payment for long-stay nursing home care Medicare Advantage Institutional 
Special Needs Plan (I-SNP) demonstrations for long-term care in nursing 
homes have indicated that such arrangements have an impact on critical 
outcomes such as lower rates of hospitalizations. As with short-stay resi-
dents, CMS needs to build on this experience by continuing to test out the 
use of APMs for long-term nursing home care.

The recommended APMs for long-term care would be separate and 
distinct from the recommended bundled payment initiatives for short-stay 
post-acute care. APMs for long-stay nursing home care would rely on 
global capitated budgets from a single payer and would hold health care 
provider organizations and health plans financially accountable for the total 
costs of long-term care in nursing homes. The global capitated rate would 
cover post-acute care, long-term care, and hospice care. Grouping the entire 
range of services into one global rate enhances care coordination and im-
proves the management of the overall cost of care. In recommending these 
APMs as demonstration projects, the committee recognizes that the impact 
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of APMs for long-stay nursing home care is unknown, but it concludes that 
the evidence to date warrants further exploration and testing of APMs in 
real world situations.

Moreover, the committee is aware that there is not yet strong evidence 
that the use of value-based payments can improve access to care or health 
outcomes for vulnerable populations (e.g., racial and ethnic minorities, ru-
ral populations, and individuals with disabilities). While CMS has devoted 
attention to monitoring the unintended impact of value-based payment on 
at-risk populations, it is important to consider that the tenacious inequi-
ties and disparities within the health care system are indicative of a more 
extensive systemic bias—both societal and at the level of the broader health 
care system. If value-based payment is to serve as an alternative payment 
model designed to increase value and enhance equity, it must be capable of 
contributing to the issues that directly affect access to and the quality of 
health care services.

Equally important is that a targeted focus on reducing health disparities 
needs to be an explicit part of using APMs to pay for nursing home care. 
The quality measurement and quality goals that APMs use to determine 
payment need to include measures of improving outcomes for disadvan-
taged populations and reducing existing disparities. All new programs 
also need to include explicit monitoring and evaluation of health care 
disparities.

The biggest challenge for achieving health equity under APMs is related 
to the disparate financial resources across different providers of care. It is 
important to note that addressing payment inequities across nursing homes 
by increasing Medicaid payment rates to levels adequate to cover the costs 
of providing comprehensive care for such residents, as discussed above, will 
be an essential step to avoid further exacerbating disparities. Therefore, the 
committee recommends:

RECOMMENDATION 4E: To eliminate the current financial misalign-
ment for long-stay residents introduced by Medicaid’s coverage of their 
nursing home services and Medicare’s coverage of health care services, 
HHS and CMS should conduct demonstration projects to explore the use 
of APMs for long-term nursing home care, separate from bundled payment 
initiatives for post-acute care. These APMs would use global capitated 
budgets, making care provider organizations or health plans accountable 
for the total costs of care.

• APM’s capitated rate should include post-acute care and hospice 
care for long-term nursing home residents to address financial 
misalignment between Medicare and Medicaid payments, while 
supporting care coordination.
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• Designs and payments of the demonstration projects should be 
tied to broad-based quality metrics, including staffing metrics, resi-
dents’ experience of care, functional status, and end-of-life care to 
ensure that APMs maintain quality of care, particularly in areas 
such as post-acute care, end-of-life care, and hospice care.

GOAL 5: DESIGN A MORE EFFECTIVE AND 
RESPONSIVE SYSTEM OF QUALITY ASSURANCE

The federal government’s formal involvement with the oversight of 
nursing homes essentially started with the enactment of Medicare and 
Medicaid in 1965 and the related requirements of participation for nursing 
homes (see Chapter 8, Box 8-1). Over the decades, various laws and federal 
regulations sought to improve the quality of care in nursing homes and 
also improve the oversight and regulation of nursing homes’ performance. 
Nursing home quality assurance activities are largely defined by the statu-
tory requirements of OBRA 87 and associated regulations put forward by 
CMS. However, substantial changes have occurred in nursing home care 
since the implementation of OBRA 87, the general structure of the oversight 
and regulation of nursing homes has largely remained the same.

State Surveys and CMS Oversight

States assist with the assessment of facilities’ compliance with require-
ments of participation through regular inspections (roughly once a year) 
and, as necessary, the investigation of complaints and adverse incidents. 
Although federal oversight standards and processes are uniform across 
states, considerable variation in processes and outcomes exists in the imple-
mentation of routine inspection responsibilities, in the imposition of sanc-
tions, and in the investigation of complaints. Multiple organizations have 
called for the strengthening of surveyor qualifications, and several reports 
note the challenges in hiring qualified surveyor staff, but there is very little 
literature evaluating surveyors’ qualifications or the effectiveness of their 
training. Moreover, several reports from the GAO and U.S. Office of In-
spector General (OIG) over the past two decades have found failures in the 
survey process to properly identify serious care problems, fully correct and 
prevent recurrence of identified problems, and investigate complaints in a 
timely manner. For example, ten states did not meet performance thresholds 
for timeliness in addressing high priority complaints for eight consecutive 
years (2011-2018). And while CMS is able to impose remedies or sanc-
tions if a state is found to have performed inadequately, in January 2022, 
the OIG found that CMS often did not fully track these remedies and they 
rarely imposed formal sanctions.
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The committee concluded that state survey agencies may not have ad-
equate capacity (including the number of trained surveyors) or resources 
to fulfill all their responsibilities. The committee additionally concluded 
that CMS does not provide sufficient oversight of or transparency in the 
state survey process, and they do not adequately enforce existing sanctions 
for failures in performance of the states’ duties. Therefore, the committee 
recommends:

RECOMMENDATION 5A: CMS should ensure that state survey agencies 
have adequate capacity, organizational structure, and resources to fulfill 
their current nursing home oversight responsibilities for monitoring, inves-
tigation, and enforcement.

• In particular, CMS should ensure that state survey agencies have 
adequate capacity and resources to deliver a strong, consistent, 
responsive, and transparent process for complaints.

• Along with providing the necessary resources, CMS should refine 
and expand oversight performance metrics of survey agencies for 
annual public reporting which would facilitate greater accountabil-
ity related to whether existing federal regulations are being consis-
tently and completely enforced and would highlight shortcomings 
that need to be addressed.

• CMS should use existing strategies of enforcement where states 
have consistently fallen short of expected standards.

The committee notes that these resources need to be available for a 
variety of purposes, including increasing the number of survey staff, im-
provements in surveyor training, and enhanced compensation.

The current quality assurance process is largely a standardized enter-
prise, with almost all facilities inspected at the same frequency for compli-
ance with the same standards on a roughly annual basis. Additionally, even 
with a range of enforcement options available, civil monetary penalties have 
been by far the most common remedy used in recent years to sanction nurs-
ing homes. However, the level and extent of use of these penalties may not 
be sufficient to effect desired changes. Furthermore, the budget of the Special 
Focus Facility program, a program that targets more frequent inspections 
and quality improvement activities to the lowest-performing facilities, only 
allows for oversight of a very small fraction of such nursing homes, and 
many participants who complete the program fail to sustain improvement.

Despite the prominent role of nursing home oversight and regulation, 
the evidence base for its effectiveness in ensuring a minimum standard of 
quality is relatively modest. Most resident advocates and nursing home 
providers have expressed dissatisfaction with the effectiveness of the current 
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nursing home regulatory model, and a variety of new approaches have been 
suggested, yet little consensus (or evidence) exists on how exactly to im-
prove quality assurance efforts, including the survey process. Nursing home 
advocates highlight the fact that, as noted earlier, existing regulations are 
often not being completely and consistently enforced and suggest that ad-
ditional regulations need to be put in place to fully protect residents. Alter-
natively, many providers believe that the existing regulations are excessive 
and impede innovation and good-quality care. The committee concluded 
that while the current regulatory process needs significant improvement, 
particularly in relation to the uneven enforcement of regulations, there is 
a dearth of evidence to suggest which approaches would ultimately lead to 
improvement in the quality of care for nursing home residents. In order to 
determine the optimal use of existing and expanded resources and make 
the quality assurance processes more efficient and effective, the committee 
recommends:

RECOMMENDATION 5B: CMS should develop and evaluate strategies 
(including the evaluation of potential unintended consequences) that make 
nursing home quality assurance efforts more effective, efficient, and respon-
sive, including potential longer-term reforms such as:

• Enhanced data monitoring (using prior survey performance in com-
bination with real-time quality metrics) to track performance and 
triage on-site inspections of facilities;

• Increased oversight across a broader segment of poorly performing 
facilities (e.g., through substantially improving the Special Focus 
Facilities program);

• Modified formal oversight activities for high-performing facilities, 
including the consideration of more targeted inspections, provided 
adequate safeguards are in place, including:
• surveyors are present onsite at least annually;
• states meeting expected standards for responding to com-

plaints; and
• nursing homes continuing to meet specified, real-time quality 

metrics (e.g., a robust threshold of staffing hours per resident 
day, stable ownership); and

• Greater use of enforcement remedies beyond civil monetary penal-
ties, including chain-wide corporate integrity agreements, denial of 
admissions, directed plans of correction, temporary management, 
and termination from Medicare and Medicaid.

The committee notes that concerns have been raised as to whether over-
sight can be reduced in some manner (e.g., less frequent surveys, less intense 
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surveys) for high performers. In particular, the concern is that significant 
safety risks or markers of decreases in quality (e.g., significant changes in 
staffing patterns) might occur in the interim between surveys. Therefore, the 
committee emphasizes the importance of using real-time quality metrics as 
an “early warning system” in conjunction with testing these approaches to 
ensure that safety and overall quality can be monitored and that interven-
tion can occur quickly if problems arise.

The Long-Term Care Ombudsman Program

The Long-Term Care Ombudsman Program is the only entity within 
the nursing home system whose sole mission is to be an advocate for the 
residents to ensure that they receive the care to which they are entitled. The 
impact of the program has been largely positive, especially given the modest 
investment of governmental resources. However, there is considerable varia-
tion in the amount of resources, funding, and staffing among the various 
state programs. The committee concluded that limited funding affects many 
programs’ abilities to meet federal and state requirements and fully provide 
nursing home residents and their families with the best support possible. 
Therefore, the committee recommends:

RECOMMENDATION 5C: The Administration for Community Living 
should advocate for increased funding for the Long-Term Care Ombuds-
man Program. Additional resources should be allocated toward:

• Hiring additional paid staff and training staff and volunteers,
• Bolstering programmatic infrastructure (e.g., electronic data moni-

toring systems to track staff and volunteer activities and track 
resident and family complaints),

• Making data on state long-term care ombudsman programs and 
activities publicly available, and

• Developing summary metrics designed to document the effective-
ness of the Long-Term Care Ombudsman Program in advocating 
for nursing home residents.

Additionally, states should contribute funds to their long-term care 
ombudsman programs to address cross-state variation in the extent to 
which these programs have the capacity to advocate for nursing home 
residents. Along with additional resources, all state units on aging 
should develop plans for their long-term care ombudsman programs 
to interface effectively with collaborating entities such as adult protec-
tive services, state survey agencies, and state and local law enforcement 
agencies.
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Quality Assurance, Transparency, and Accountability

As noted earlier, the committee concluded that increased transparency 
and accountability will help improve the quality of care in nursing homes. 
The committee recommended that HHS should collect, audit, and make 
publicly available detailed facility-level data on the finances, operations, 
and ownership of all nursing homes (Recommendation 3A), and that these 
data are made available in a real-time, readily usable, and searchable da-
tabase that allows for evaluation and track the quality of care for facilities 
with common ownership or management company (Recommendation 3B). 
Accurate and complete data will enable regulators to identify poor quality 
of care by owner or management company and levy sanctions as appropri-
ate. Therefore, the committee recommends:

RECOMMENDATION 5D: When data on the finances and ownership of 
nursing homes reveal a pattern of poor quality care across facilities with a 
common owner (including across states), federal and state oversight agen-
cies (e.g., CMS, state licensure and survey agencies, the Department of 
Justice) should impose oversight and enforcement actions on the owner. 
These actions may include:

• Denial of new or renewed licensure,
• The imposition of sanctions, including the exclusion of individuals 

and entities from participation in Medicare and Medicaid, and
• The implementation of strengthened oversight (e.g., through an 

improved and expanded special focus facilities program).

Certificate-of-Need Regulations and Construction Moratoria

As part of quality assurance, some states maintain certificate-of-need 
requirements to regulate expansions in the health care market, purportedly 
as a strategy to constrain health care spending. Certificate-of-need policies 
employ a need-based evaluation of all applications for new construction or 
additions to existing facilities that would increase the number of beds. Addi-
tionally, some states have implemented construction moratoria that prohibit 
the building of new health care facilities. For health care markets in general, 
certificate-of-need regulations have been found to be largely ineffective.

The logic behind certificate-of-need regulations for nursing homes spe-
cifically is that limiting the number of beds will, in turn, limit the number of 
Medicaid beneficiaries in nursing home settings, thus keeping state Medicaid 
spending to a lower level. However, the evidence does not suggest that these 
policies have much impact on overall Medicaid nursing home spending. 
On the other hand, nursing home certificate-of-need regulations have been 
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found to limit choice and lower access to medical services and health care 
resources, especially for those in rural areas; decrease the quality of care 
for some measures of quality; and increase private-pay prices. Certificate-
of-need regulations and construction moratoria can also discourage innova-
tion by preventing the entry of more modern nursing home options (such 
as those that embrace principles of culture change) and restricting facility 
renovation and remodeling. As a result, these policies may contribute to 
the perpetuation of larger nursing homes, rather than the smaller, more-
homelike settings that are more desirable. There is no evidence that lifting 
certificate-of-need regulations will increase Medicaid spending on institu-
tional care or reduce investment in home- and community-based settings 
of long-term care.

The committee concludes that while certificate-of-need regulations do 
not appear to have their intended effect of holding down Medicaid nursing 
home spending, they can have the unintended effect of harming consumers 
by limiting choice and access. Therefore, the committee recommends:

RECOMMENDATION 5E: States should eliminate certificate-of-need re-
quirements and construction moratoria for nursing homes to encourage the 
entry of innovative care models and foster robust competition in order to 
expand consumer choice and improve quality.

The committee emphasizes that the elimination of such restrictive poli-
cies is not intended as a mechanism to increase the use of nursing homes or to 
invest in nursing homes in lieu of other long-term settings of care. Rather, the 
committee seeks to expand consumer choice for those who need and choose 
nursing home care by encouraging competition on the basis of quality.

GOAL 6: EXPAND AND ENHANCE QUALITY MEASUREMENT 
AND CONTINUOUS QUALITY IMPROVEMENT

The primary purpose of quality measurement is to improve the quality 
of care and outcomes. Effective quality measures can be used for continuous 
quality improvement activities.

Quality Measurement

The CMS website Care Compare provides public reporting of qual-
ity measures for nursing homes. However, it does not directly report on 
a key domain of high-quality care—resident and family satisfaction and 
experience. Technical measures of care processes and outcomes are only 
moderately correlated with resident and family reports of the quality of 
the experience of care. Furthermore, obtaining residents’ and families’ 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

RECOMMENDATIONS 531

assessment of their care experience becomes even more important in the 
nursing home setting, where residents have high levels of support needs and 
rely on the nursing home staff and environment to meet their needs on a 
continuing basis for weeks, months, or even years.

While many nursing home administrators report using resident and 
family satisfaction surveys, and satisfaction information is reported as being 
useful, the surveys being used vary widely and may not be adequately vali-
dated. CMS mandates the collection of Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) surveys in several settings or populations 
(e.g., hospitals, Medicare Advantage, home health care, hospice care) by 
independent, credentialed survey vendors, and AHRQ supports the ongoing 
evaluation of item performance and the association of ratings with patient 
characteristics. Nursing home CAHPS measures had extensive item devel-
opment and testing for reliability and validity. However, the collection of 
the nursing home CAHPS survey is not required.

The committee concluded that the lack of inclusion of measures of 
resident and family satisfaction and experience in Care Compare impedes 
the ability of individuals and their families to make fully informed choices 
about providers and facilities. It also disadvantages nursing homes, which 
cannot benefit from using consumer reports of their experiences to improve 
services and care delivery. Therefore, the committee recommends:

RECOMMENDATION 6A: CMS should add the CAHPS measures of 
resident and family experience (i.e., the nursing home CAHPS surveys) to 
Care Compare.

• Data for this measure should be collected annually by independent 
reviewers (i.e., not nursing home staff) in all nursing homes.

• As data are collected nationally, ongoing psychometric testing 
should occur to refine the measures in order to support submis-
sion for endorsement by the National Quality Forum.

The committee supports the use of the nursing home CAHPS measures 
given that they are by far the most well-validated measures of resident and 
family experience. The committee recognizes that the cost, administration, 
and analysis of the CAHPS nursing home survey will be expensive and pres-
ent logistical challenges. However, as noted above, the committee concluded 
that failure to capture the voices of residents and their families in quality 
measurement neglects a crucial aspect of quality. The committee emphasizes 
that the use of these measures is not intended to replace the crucial roles of 
the formal complaints process or hearing from resident and family coun-
cils, as measures of resident and family satisfaction capture a different and 
very important aspect of the resident and family experience. Rather, all of 
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these mechanisms provide important insights. Finally, the committee sup-
ports consideration for eventually integrating the CAHPS measure into the 
five-star rating, and recognizes that continued research on what matters to 
resident and their families is needed to refine quality measurement efforts.

In addition to adding measures that reflect the resident and family expe-
rience, the committee concluded that Care Compare needs to be enhanced 
and expanded through the inclusion of more measures that can help to 
more fully reflect the quality of care in nursing homes. Many of these mea-
sures can be readily reported from data already collected by CMS. As noted 
earlier, increasing the transparency of nursing home ownership should in-
clude the ability to track quality of care by common owner or management 
company. Finally, the current five-star rating system is unable to distinguish 
modest increments in the quality of care among nursing homes with aver-
age ratings, and more work is needed to improve the validity of existing 
measures, such as by auditing reported data for accuracy. Therefore, the 
committee recommends:

RECOMMENDATION 6B: HHS, CMS, NIH, and AHRQ should expand 
and enhance existing publicly reported quality measures in Care Compare 
by:

• Increasing the weight of staffing measures within the five-star com-
posite rating;

• Facilitating the ability to see quality performance of facilities that 
share common ownership (i.e., chain and other multi-facility own-
ers) or management company;

• Improving the validity of Minimum Data Set–based measures of 
clinical quality (e.g., better risk adjustment, auditing for accuracy, 
inclusion of resident preferences); and

• Conducting additional testing to improve the differentiation of the 
five-star composite rating so that it better distinguishes among the 
middle ranges of rating, not just at the extremes.

Finally, the committee found that several other key domains of high-
quality care are not reflected among the measures in Care Compare and 
concluded that more work is needed to develop and test valid measures for 
these domains of care. Therefore, the committee recommends:

RECOMMENDATION 6C: HHS should fund the development and adop-
tion of new nursing home measures to Care Compare related to:

• Palliative care and end-of-life care;
• Implementation of the resident’s care plan;
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• Receipt of care that aligns with resident’s goals and the attainment 
of those goals;

• Staff well-being and satisfaction;
• Psychosocial and behavioral health; and
• Structural measures (e.g., health information technology adoption 

and interoperability; the percentage of single occupancy rooms; 
emergency preparedness, routine training in infection prevention; 
emergency response management; financial performance; staff em-
ployment arrangements [e.g., full-time, part-time, contract and 
agency staff])

The areas recommended are important for consumers to consider when 
seeking nursing home care that best meets their needs and for nursing 
homes to use in improving their care and services.

Health Equity

The quality of nursing home care is particularly concerning for sev-
eral high-risk populations who experience significant disparities in care, 
including racial and ethnic minorities and LGBTQ+ populations. For ex-
ample, nursing homes in low-income neighborhoods with high numbers 
of minority residents have lower quality-of-care ratings. Additionally, the 
COVID-19 pandemic initially had a greater impact on nursing homes that 
serve disproportionately more non-white residents. However, the lack of 
robust data specific to race and ethnicity in nursing homes makes it difficult 
to document the true extent and impact of disparities in care. The com-
mittee concluded that while developing measures of disparities in nursing 
home care is needed, doing so needs to be based on an overall health equity 
strategy for nursing homes. Therefore, the committee recommends:

RECOMMENDATION 6D: HHS should develop an overall health equity 
strategy for nursing homes that includes defining, measuring, evaluating, and 
intervening on disparities in nursing home care. The strategy should include:

• Definitions of health equity and disparities in nursing homes, in-
cluding disparities related to race, ethnicity, LGBTQ+ populations, 
and sources of payment;

• The development of new measures of disparities in nursing home 
care, both within and across facilities, at the national, state, and 
ownership levels, to be included in a national report card.

As a first step, a minimum data set of information to identify and describe 
disparities should be established, with data collected at least annually and 
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made publicly available. The information should include characteristics of 
the communities in which nursing homes are embedded as well as the abil-
ity of community members to access nursing home care.

• Research regarding disparities and the development of policies and 
culturally tailored interventions should be a priority for funding by 
HHS, NIH, and other sources.

• HHS, in partnership with state and local governments, should use 
data to identify the types and degree of disparity to prioritize when 
action is needed and to identify the promising pathways to reduce 
or eliminate those disparities.

Quality Improvement

Standardized, required CMS quality measures have guided quality im-
provement efforts. In 2016 the ACA required that all skilled nursing facili-
ties implement quality assurance and performance-improvement programs 
as a requirement of participation for reimbursement by Medicare and 
Medicaid. The extent to which individual facilities engage in quality im-
provement and the effectiveness of such activities is unknown. Furthermore, 
many facilities lack adequate expertise and resources for effective quality 
improvement. Technical assistance is one of the primary mechanisms of 
quality improvement. The role of technical assistance depends in part upon 
the nursing home recognizing its need for additional knowledge and exper-
tise. Without a motive to improve quality, little change may occur.

The committee recognizes the role of CMS’s quality improvement or-
ganization (QIO) program in providing technical assistance on a variety 
of topics to improve the quality of health care in general. However, the 
focus of the QIO program varies by scope of work, and attention to nurs-
ing homes specifically has been inconsistent. Furthermore, the evidence 
base about the effectiveness and relative contribution of QIOs to quality 
improvement in health care, and particularly for nursing homes, is lack-
ing. On the other hand, evidence suggests that state-based programs that 
focus on helping nursing home staff with quality improvement activities 
within nursing homes using onsite assistance by expert clinical staff and 
collaborating groups are effective in improving quality of care and that 
their help is widely accepted by nursing homes. State and local programs 
may be particularly well-suited to provide technical assistance due to fa-
miliarity with the circumstances of the local community, the ability to be 
seen as a trusted peer, and the development of specific expertise due to a 
continued solitary focus on nursing home quality. For example, state and 
local technical assistance programs have been effective at building trusting 
relationships, modifying technical assistance approaches to meet local needs 
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and skills, and keeping up-to-date with scientific content. Such programs 
may also help integrate nursing homes into their local communities as well 
as the broader health care system.

The committee concluded that nursing homes would benefit from the 
availability of technical assistance from individuals at the state (or even 
local) level who are most familiar with their specific communities and 
challenges, have specific expertise in nursing home quality, and have a 
consistent and ongoing focus on nursing homes. Therefore, the committee 
recommends:

RECOMMENDATION 6E: CMS should allocate funds to state govern-
ments for grants to develop and operate state-based, non-profit, confidential 
technical assistance programs that have an ongoing and consistent focus on 
nursing homes. These programs should provide up-to-date, evidence-based 
education and guidance in best clinical and operational practices to help 
nursing homes implement effective continuous quality-improvement activi-
ties to improve care and nursing home operations.

• CMS should create explicit standards for these programs to pro-
mote comparable programs across states.

• The program should conduct ongoing analysis and reporting of 
effectiveness of the services provided.

• The program should provide services to all nursing homes in the 
state, with a focus on those identified as being at risk for poor 
performance, but also available to those with moderate and high 
performance.

• The program should coordinate with state surveyors and ombuds-
men and receive referrals regarding facilities needing assistance, but 
maintain the confidentiality of the details of the services provided 
to each facility (notwithstanding the mandated reporting require-
ments in each state regarding resident abuse and neglect).

• The programs should consider partnering with relevant academic 
institutions of higher education, such as colleges of nursing, medi-
cine, social work, rehabilitation services, and others.

GOAL 7: ADOPT HEALTH INFORMATION 
TECHNOLOGY IN ALL NURSING HOMES

Research increasingly demonstrates the key role of health information 
technology (HIT) in health care settings, given its potential contribution 
to a range of outcomes, including increasing efficiency in care delivery, 
enhancing care coordination, improving staff productivity, promoting 
patient safety, and improving quality of care. The COVID-19 pandemic 
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underscored the critical importance of HIT applications such as videocon-
ferencing and telehealth providing vitally important means of connectivity 
and communication when nursing home lockdowns instituted to protect 
vulnerable residents from infection led to limited access to in-person clini-
cal visits as well as residents’ isolation from friends and family members.

HIT includes technologies such as electronic health records (EHRs), 
which have a wide range of uses, including real-time data sharing capa-
bilities, digital prescriptions, automated medication dispensing, clinical 
decision support services, and support functions related to billing, re-
imbursement, and administrative tasks. Members of the interdisciplinary 
care team would benefit from application of EHRs’ multiple functions to 
improve the quality of care for nursing home residents.

In contrast to hospitals and acute-care settings, however, the long-term 
care sector—and nursing homes in particular—has been slower to adopt 
EHRs. Nursing home residents often have complex medical conditions that 
require care coordination among hospitals and other care settings, further 
underscoring the need for nursing homes to have EHRs that communicate 
with other systems in order to ensure smooth and safe care transitions as 
patients move from one health care setting to another.

Eligible hospitals and health care providers have long benefited from 
financial incentives to support EHR adoption, which were initially con-
tained in the EHR Incentive Program created by the Health Information 
Technology for Economic and Clinical Health (HITECH) Act of 2009, re-
cently revised and renamed the CMS Promoting Interoperability Program. 
Nursing homes were not included among those hospitals and health care 
professionals eligible to participate in the incentive program, and thus they 
have not benefited from the program’s financial incentives, which sunset 
in 2021.

Cost is a significant barrier to EHR adoption by nursing homes, and 
absent the federal incentives provided to other health care providers, the 
prevalence, quality, and comprehensiveness of EHR adoption in nursing 
homes is well below that in other health care settings. Given the benefits of 
EHRs for both residents and staff, the committee recommends:

RECOMMENDATION 7A: The Office of the National Coordinator 
(ONC) and CMS should identify a pathway to provide financial incentives 
to nursing homes for certified EHR adoption that supports health informa-
tion exchanges to enhance person-centered longitudinal care. These incen-
tives should be modeled on the HITECH incentives provided to eligible 
hospitals and professionals.

• ONC should ensure that the nursing home program complements 
the Promoting Interoperability Program; and
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• ONC should develop appropriate nursing home EHR certification 
criteria that promote adoption of health information exchange of im-
portant clinical data (e.g., admission, discharge, and transfer data).

Ideally, the collection and recording of patient data and information 
would occur as close to the provision of patient care (i.e., at the bedside) 
as possible. Such real-time data entry has been shown to improve patient 
care, allowing for quicker results of laboratory tests and medication orders 
and providing more decision-making support to the clinicians. Moreover, 
capturing patient data in real-time benefits patients who receive improved 
care, which leads to greater patient satisfaction. Finally, real-time data entry 
can reduce duplication of documentation and, in so doing, contribute to the 
overall efficiency of nursing home staff.

As more and more nursing homes adopt HIT, it is critical to monitor 
and track HIT adoption and interoperability (i.e., the ability to commu-
nicate with other EHRs). In order to comply with MIPS requirements, 
nursing homes should be expected to use HIT in resident care delivery. 
However, HIT adoption varies from nursing home to nursing home, with 
some nursing homes using complete EHRs, while others may have partial 
EHR capabilities. Given this variability, a baseline measure of HIT adoption 
needs to be developed. One option would be to measure nursing home use 
of real-time HIT approaches for resident care delivery. As nursing homes 
use new measures to assess HIT adoption and interoperability, the results 
need to be publicly reported in Care Compare.

In addition, the usability of HIT, which encompasses effectiveness, ef-
ficiency, and satisfaction, needs to be assessed. This is critically important 
because if an HIT system is not easy to use or is perceived as making more 
work for nursing home staff rather than decreasing their workload, then 
it will not be used to its full potential. It is vital to understand the various 
barriers and facilitators to HIT use in nursing homes and to use the results 
of the assessments to improve the efficiency, effectiveness of, and satisfac-
tion with HIT—on the part of nursing home staff as well as residents and 
families. Therefore, the committee recommends:

RECOMMENDATION 7B: In order to measure and report on HIT adop-
tion and interoperability in nursing homes, HHS should:

• Develop measures for HIT adoption and interoperability, consis-
tent with other health care organizations;

• Measure levels of HIT adoption and interoperability on an annual 
basis and report results in Care Compare; and

• Measure and report nursing home staff, resident, and family per-
ceptions of HIT usability.
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The ability of HIT to realize its potential to improve safety and qual-
ity of care and to increase staff productivity is contingent upon several 
key factors, including the training of nursing home leadership and staff. 
Despite research that demonstrates that training is a key contributor to 
staff satisfaction with HIT, most nursing homes do not provide adequate 
training for staff in the optimal use of HIT. Given the key role of training, 
the federal government should provide incentives for the training of nursing 
home leadership and staff members in agreed-upon HIT core competency 
areas. Therefore, the committee recommends:

RECOMMENDATION 7C: CMS and HRSA should provide financial 
support for the development and ongoing implementation of workforce 
training, emphasizing core HIT competencies for nursing home leadership 
and staff, such as clinical decision support, telehealth, integration of clini-
cal processes, interoperability, and knowledge management in patient care.

In order to create an environment of continuous learning and quality 
improvement, evaluation studies need to be conducted to assess the impact 
of HIT on resident outcome, and to examine innovative ways to use HIT 
to improve resident care. Studies will help nursing homes understand the 
key challenges of HIT adoption and use by exploring the perceptions of 
clinicians as well as residents of HIT usability. Moreover, studies also need 
to explore the disparities in HIT adoption and use across nursing homes, 
paying particular attention to differences in geographic location (rural 
versus urban), ownership status, the size of the nursing home, and specific 
patient populations served by individual nursing homes. Therefore, the 
committee recommends:

RECOMMENDATION 7D: ONC and AHRQ should fund rigorous evalu-
ation studies to explore:

• the use of HIT to improve nursing home resident outcomes;
• disparities in HIT adoption and use across nursing homes;
• innovative HIT applications for resident care; and
• the assessment of clinician, resident, and family perceptions of HIT 

usability

WHAT WOULD QUALITY NURSING HOME CARE LOOK LIKE?

As discussed at the beginning of this report, the committee’s conceptual 
model presents a vision for high-quality care in nursing homes, and the 
committee’s goals and recommendations identify specific steps to achieve 
this vision of improving nursing home care. It is important to consider the 
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impact of the committee’s recommendations from the perspective of nursing 
home residents, families and staff.

First and foremost, the resident and his or her chosen family would take 
center stage, according to the tenets of person-centered care to maintain the 
resident’s dignity, maximize independence, balance autonomy and safety, 
and enable meaningful relationships. Quality nursing home care would be 
provided to all residents, both short-stay and long-stay, and respond to the 
substantial differences in their care needs, goals, and preferences.
Overall, the goals, values, and preferences of the individual would be 
known and met, and nursing home residents would experience the best 
possible quality of life—thriving rather than merely surviving. Residents 
would have independence (as appropriate), and they would have the ability 
to participate in meaningful and person-centered activities that meet their 
potential and result in a sense of self-worth. Younger residents would have 
access to age-appropriate activities and environments, freedom and expres-
sion, and opportunities to interact with peers. Residents and their families 
would experience high satisfaction with the care they are receiving, and 
their voices would be heard and fully integrated into processes of quality 
measurement, quality improvement, and quality assurance.

Every nursing home resident would receive appropriate and effective 
care in a timely manner. This care would be both individualized and com-
prehensive, including care to support basic daily needs (e.g., hydration, 
nutrition, and elimination), assessment, acute care needs, chronic disease 
management, behavioral and social care, spiritual care, the preservation 
of function (e.g., cognitive and physical) and comfort, palliative care, and 
end-of-life care. Care coordination would include seamless transitions to 
other settings of care (as needed), and all nursing homes would have state 
of the art health information systems to facilitate the sharing of information 
across care settings.

Individuals working in nursing homes would be highly trained and 
appropriately compensated, and a stable nursing home leadership would 
help create a supportive work environment. There would be adequate 
numbers of staff with high job satisfaction and low turnover rates, which 
would enable residents to receive consistent care from an interdisciplin-
ary team that knows them well as a person and is able to help meet their 
individual goals. Staff would be compassionate and have adequate time to 
spend with residents for iterative care planning and decision making related 
to their personalized goals of care as well as time to engage socially with 
the resident. Staff members would have the knowledge, skills, and tools to 
competently and confidently carry out their work, including the ability to 
recognize and respond to subtle changes in residents’ needs, and the entire 
range of nursing home workers would be respected and supported by their 
supervisors and engaged in team-based decision making. They would be 
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well trained in the effective use of health information technology such as 
electronic health records to enhance their productivity as well as improve 
the quality of care provided to residents. In short, nursing homes will be 
places where people want to work and advance their professional careers.

In addition to being places where people want to work, nursing homes 
will be places where people want to live. To do so nursing homes will be 
redesigned and reconfigured to actually resemble home-like settings rather 
than medical institutions. Single occupancy bedrooms with private bath-
rooms will be the standard, and nursing homes will provide a variety of 
activities to engage residents while ensuring residents have the opportunity 
to the visit with friends and family when they want. The social environ-
ment would include connections to the local community. The physical 
environment of the nursing home would be clean and odor free, have good 
lighting, and be characterized as a calm, safe, and secure environment 
(e.g., free of injury, abuse, theft, and acquired infections).. Such features 
as single-occupancy rooms and private bathrooms as well as the provision 
of a clean, safe and secure environment is provided for short-stay nursing 
home residents as well.

The financing of nursing home care would ensure adequate funding 
for high-quality care, including assistance with activities of daily living, 
behavioral health and psychosocial care, oral health, hearing and vision, 
and end-of-life care. Payment models for care would more closely link 
payment to value rather than to the volume of services provided and in so 
doing would discourage wasteful spending. No resident or family would 
be faced with the prospect of spending down all their assets in order to 
receive nursing home care. Information on the operations of the nursing 
home, including the ownership structure, involvement of third parties, and 
spending patterns would be completely transparent to residents, families, 
researchers and those responsible for nursing home regulatory oversight 
and quality assurance.

Nursing home oversight would be carried out by surveyors who are 
well trained and dedicated to their work. Deficiencies in nursing homes 
would be identified and resolved quickly and consistently. Nursing home 
residents and their families would be unafraid to voice their grievances and 
concerns, which would be acknowledged and swiftly addressed through an 
efficient and transparent grievances process and a robust Long-Term Care 
Ombudsman Program. Nursing home owners and management compa-
nies with severe citations within and across facilities would be sanctioned 
appropriately; if severe violations are noted repeatedly or go unresolved, 
nursing homes would be terminated from participation in Medicare and 
Medicaid. Nursing homes would be able to receive technical assistance as 
desired to address quality concerns. In short, nursing home owners will be 
held accountable for the care provided in their facilities.
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Finally, nursing home residents and their families would have access 
to critical information to help them choose a high-quality nursing home 
that is best able to meet their goals, values, and preferences. Additionally, 
residents, families, and other stakeholders (e.g., states, researchers) would 
have access to information about the finances, operation, and ownership 
of nursing homes and be able to understand the quality of care provided 
across common ownership or management.

CONCLUSION

The urgency to reform how care is financed, delivered, and regulated 
in nursing home settings is undeniable. Failure to act will guarantee the 
continuation of many shortcomings that prevent the delivery of high-quality 
care in all nursing homes. The COVID-19 pandemic provided powerful evi-
dence of the deleterious impact of inaction and inattention to long-standing 
quality problems on residents, families, and staff. The, however, also serves 
as a stark reminder that nursing homes need to be better prepared to re-
spond effectively to the next public health emergency, and serves as an 
impetus to drive critically important and urgently needed innovations to 
improve the quality of nursing home care. Implementing the committee’s 
integrated set of recommendations will move the nation closer to making 
high-quality, person-centered, and equitable care a reality.

It has been 35 years since the passage of OBRA87 and landmark nurs-
ing home reform measures. It is of the utmost importance that all nursing 
home partners work together to ensure that residents, their chosen families, 
and staff will no longer have to wait for needed improvements to the quality 
of care in nursing homes. The time to act is now.
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Biographic Sketches

COMMITTEE MEMBERS

Betty Ferrell, R.N., Ph.D., M.A., CHPN, FAAN, FPCN (NAM 2019) 
(chair), is the director of nursing research and education and a professor 
at the City of Hope Medical Center in Duarte, California. She has been in 
nursing for more than 43 years and has focused her clinical expertise and 
research in pain management, quality of life (QOL), and palliative care. 
Dr. Ferrell is a fellow of the American Academy of Nursing, and she has 
more than 450 publications in peer-reviewed journals and texts. She is the 
principal investigator of the End-of-Life Nursing Education Consortium 
(ELNEC) project. She directs several other funded projects related to pallia-
tive care in cancer centers and QOL issues, including ELNEC–Geriatrics for 
Long-Term settings. Dr. Ferrell was a co-chairperson of the National Con-
sensus Project for Quality Palliative Care. Dr. Ferrell completed a master’s 
degree in theology, ethics, and culture from Claremont Graduate University 
in 2007. She is recognized for her career as an oncology researcher address-
ing issues such as quality of life, family caregiving, and palliative care, to 
name a few. She has authored 12 books including the Oxford Textbook 
of Palliative Nursing. She is co-author of the text, The Nature of Suffer-
ing and the Goals of Nursing (2008) and of Making Health Care Whole: 
Integrating Spirituality into Patient Care (2010). In 2013 she was named 
one of the 30 visionaries in the field by the American Academy of Hospice 
and Palliative Medicine. Dr. Ferrell was elected to the National Academy 
of Medicine in 2019.
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Gregory L. Alexander, Ph.D., R.N., FAAN, FACMI, FIAHSI, a professor 
at the Columbia University School of Nursing, is an internationally rec-
ognized nursing informaticist and clinical expert with more than 25 years 
of research and clinical leadership. His program of research is focused on 
technologies used to support patient care delivery, improve patient out-
comes, and to identify and address disparities with an emphasis on aging 
populations. He leads national research studies benchmarking trends in 
information technology adoption and use. In these studies, he is evaluat-
ing the impact of health information systems on quality measures, resident 
outcomes and disparities in nursing homes. As a Fulbright U.S. Scholar 
in 2017, he has lead international research teams from Australia, New 
Zealand, Norway, United Kingdom, Canada, and the U.S. who are inter-
ested in investigating information technology use as it relates to resident 
care, clinical support, and quality measures. Dr. Alexander is editor of the 
Technology Innovations section of the Journal of Gerontological Nursing. 
Dr. Alexander’s book, An Introduction to Clinical Health Information 
Technology for Long Term/Post-Acute Care Settings, shows how research 
identifies and promotes evidence informing new models of care, including 
technology implementation trends and safety and quality impacts for long-
term and post-acute settings.

Mary Ersek, Ph.D., R.N., FPCN, is senior scientist at the Department of 
Veterans Affairs (VA) and professor of palliative care at the University 
of Pennsylvania School of Nursing, with a secondary appointment at the 
Perelman School of Medicine, University of Pennsylvania. For more than 
20 years, Dr. Ersek has led and collaborated with other investigators on 
many research projects aimed at improving care in nursing homes and for 
persons with dementia. These studies involved recruiting and working with 
facilities, staff and providers, and residents and their families from over 
70 nursing homes across the United States from Seattle, Washington, to 
Philadelphia, Pennsylvania, to Tuscaloosa, Alabama. In addition to these 
studies, Dr. Ersek developed the End-of-Life Nursing Education Consortium 
geriatric curriculum which has been disseminated to nursing home staff and 
other professional across the United States. From 2005 to 2008, Dr. Ersek 
served on the Washington State Board of Nursing Home Administrators.

Colleen Galambos, Ph.D., LCSW, LCSW-C, ACSW, FGSA, is professor and 
the Helen Bader Endowed Chair in Applied Gerontology at the University 
of Wisconsin–Milwaukee. She is an adjunct professor with the Medical Col-
lege of Wisconsin. Dr. Galambos is a fellow of the Gerontological Society 
of America and the American Academy of Social Work and Social Welfare. 
In 2016, she was named a National Association of Social Workers Pioneer, 
and in 2020 she was named a Woman of Influence by the Milwaukee 
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Business Journal. Her practice experience includes clinical, administra-
tive, policy, and research positions in a variety of health and long-term 
care organizations. She served on the State of Missouri Board of Nursing 
Home Administrators, from 2004–2011 and was Vice President of the 
Board from 2010–2011. She was a member of the Consensus Study Com-
mittee, Health and Medical Dimensions of Social Isolation and Loneliness 
in Older Adults, National Academies of Sciences, Engineering, and Medi-
cine from 2018–2020. Dr. Galambos’ active research areas include care 
transitions, advance care planning/end of life decision making, aging in 
place, health and long–term care systems quality improvement, gerontech-
nology, older adults and behavioral health, practice approaches in work 
with older adults, family caregiving, and competency-based gerontological 
education. Most recently, she worked as an investigator on several research 
projects aimed at improving long-term care, funded by the Centers for 
Medicare & Medicaid Services, the National Institutes of Health, and the 
Agency for Healthcare Research and Quality, totaling over $37 million in 
grant support.

David C. Grabowski, Ph.D., is a professor of health care policy in the De-
partment of Health Care Policy at Harvard Medical School. His research 
examines the economics of aging with a particular interest in the areas of 
long-term care and post-acute care. He has published more than 200 peer-
reviewed research articles, and his work has been funded by the National 
Institute on Aging, the Agency for Healthcare Research and Quality, and a 
number of private foundations. He has testified in front of Congress four 
times on issues related to the care of older adults. Dr. Grabowski is a mem-
ber of the Medicare Payment Advisory Commission. He has also served on 
several Centers for Medicare & Medicaid Services (CMS) technical expert 
panels, including the recent CMS Coronavirus Commission on Safety and 
Quality in Nursing Homes. He is an associate editor of the journal Forum 
for Health Economics and Policy, and he is a member of the editorial 
boards of the American Journal of Health Economics, B.E. Journal of Eco-
nomic Analysis & Policy, and Journal of the American Medical Directors 
Association. Dr. Grabowski also serves on the technical expert panel that 
advises CMS on the Nursing Home Compare five-star rating system that 
publicly reports nursing home quality.

Kathy Greenlee, J.D., is the president and chief executive officer of Greenlee 
Global LLC. She provides independent consulting services and public 
speaking. She works with states on improving government programs that 
address aging, disability, and abuse. From 2009 to 2016, Ms. Greenlee 
served as the assistant secretary for aging at the U.S. Department of Health 
and Human Services in Washington, D.C. She was appointed to the position 

http://nap.nationalacademies.org/26526


The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, ...

Copyright National Academy of Sciences. All rights reserved.

PREPUBLICATION COPY—Uncorrected Proofs

546 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

by President Obama and confirmed by the U.S. Senate. In 2012, Assistant 
Secretary Greenlee became the administrator of the Administration for 
Community Living (ACL), an agency she created by combining the Ad-
ministration on Aging, the Office on Disability, and the Administration for 
Developmental Disabilities. When the Workforce Investment and Opportu-
nities Act was signed into law, the National Institute for Disabilities, Inde-
pendent Living, and Rehabilitation Research was moved to ACL, as were 
the programs that support centers for independent living. She previously 
served 18 years in the Kansas state government as an assistant attorney gen-
eral, general counsel for the Kansas Insurance Department, chief of staff for 
the Governor, State Long-Term Care Ombudsman, and Kansas Secretary 
of Aging. Greenlee is the board chair for the National Council on Aging. 
She joined the HSS advisory board to WellSky in late 2020; board members 
provide general advice on key issues in aging, disability, and homelessness.

Lisa G. Kaplowitz, M.D., M.H.S.A., works for the Virginia Department of 
Health as a physician expert consultant for the department’s COVID-19 
Vaccine Unit. Up until recently, Dr. Kaplowitz was a public health physi-
cian and deputy health officer for Arlington County, Virginia. From 2010 
to 2019, she worked within the U.S. Department of Health and Human 
Services (HHS). She was senior medical advisor within the Office of the 
Assistant Secretary for Preparedness and Response (ASPR) (October 2015–
March 2019) and in the Substance Abuse and Mental Health Services 
Administration (SAMHSA) (October 2015–February 2018). From March 
2010 to October 2015 she was the deputy assistant secretary for policy in 
the Office of the ASPR, responsible for directing and coordinating policy 
and strategic planning for the Office of the ASPR. Prior to joining HHS, 
Dr. Kaplowitz was the director of the health department for the City of 
Alexandria. From 2002 to 2008, she was the deputy commissioner for 
emergency preparedness and response in the Virginia Department of Health, 
responsible for the development and implementation of Virginia’s public 
health and medical response to all natural and manmade emergencies. She 
was a health policy fellow with the Institute of Medicine (now the Na-
tional Academy of Medicine) in Washington D.C. in 1996–1997, working 
in Senator Jay Rockefeller’s office on health financing and end-of-life care.

R. Tamara Konetzka, Ph.D., is the Louis Block Professor of Public Health 
Sciences at The University of Chicago, with a secondary appointment in 
the Department of Medicine, Section of Geriatrics and Palliative Medicine. 
Konetzka is an internationally recognized expert in the health policy and 
economics of long-term and post-acute care. Her research focuses on the 
incentives created by health care policy, including payment policy, and their 
effects on quality of care. She has been the PI on numerous major federal 
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research grants employing state-of-the-art econometric designs and mixed 
methods. This body of work has led to significant advances in knowledge of 
the drivers of nursing home quality, how public reporting of quality changes 
the behavior of providers and consumers, and the unintended consequences 
of home-based long-term and post-acute care. She testified twice to the U.S. 
Senate on issues related to nursing homes during the COVID-19 pandemic. 
Dr. Konetzka serves on the editorial boards of Health Services Research and 
the Journal of the American Medical Directors Association and is editor-in-
chief of Medical Care Research and Review. She also serves on the technical 
expert panel that advises the Centers for Medicare & Medicaid Services on 
the Nursing Home Compare five-star rating system which publicly reports 
nursing home quality.

Christine A. Mueller, Ph.D., R.N., FGSA, FAAN, is a professor, the senior 
executive associate dean for academic programs, and a long-term care pro-
fessor in nursing at the School of Nursing at the University of Minnesota. 
Dr. Mueller’s 46-year career has focused on improving the care of elders 
living in nursing homes, specifically on factors that can influence the quality 
of nursing home care, such as nurse staffing, care delivery systems, and the 
role of the nurse and nursing home culture change. In the 1990s she worked 
on the project team for the Health Care Financing Administration Mul-
tistate Nursing Home Case-Mix and Quality demonstration project that 
developed the Minimum Data Set (MDS) Plus (now the MDS 3.0), quality 
indicators, and the Resource Utilization Group case-mix classification sys-
tem for nursing homes. She was a team lead for the state of Minnesota in 
designing a case-mix classification system for Minnesota nursing homes and 
a set of quality indicators which have been used for quality payment incen-
tives and a public report card. Dr. Mueller previously served on the board 
of directors for the Pioneer Network, the national organization promoting 
person-directed care in nursing homes.

Marilyn J. Rantz, Ph.D., R.N., FAAN (NAM 2012), has been affiliated 
with the University of Missouri Sinclair School of Nursing (MUSSON) 
since 1992. She held the named position of University Hospital Professor 
of Nursing, has a joint appointment in the Department of Family and Com-
munity Medicine, was the Helen E. Nahm Chair from 2008 to 2015, and 
was awarded the University of Missouri (MU) Curators’ Professor title in 
2010. In 2012 she was elected into the Institute of Medicine (now the Na-
tional Academy of Medicine) and is the only individual to be twice named 
as an Edge Runner by the American Academy of Nursing for two different 
innovations: 2008 for Aging in Place and TigerPlace and 2012 for the Qual-
ity Improvement Program for Missouri (QIPMO). She was inducted as a 
Living Legend by the American Academy of Nursing in 2020.
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Dr. Rantz has sustained a research program to improve the quality of 
care for the elderly. Her innovative work in nursing home quality spans 
40 years, both in practice and as a leading researcher. She is an interna-
tional expert in quality measurement in nursing homes. In 2012 and 2016 
she secured $14.8 million and $19.8 million grants from the Centers for 
Medicare & Medicaid Services for their Initiative to Reduce Avoidable 
Hospitalizations among Nursing Facility Residents—Phase 1 and Phase 2. 
In total, Dr. Rantz and her multidisciplinary research teams have garnered 
over $92 million in funds to support work measuring the effectiveness 
of nurse care coordination, cutting-edge research in long-term care, new 
delivery models of care for older adults, and technology development to 
enhance aging in place of community-dwelling elders. Dr. Rantz has small 
minority shares in Foresite Healthcare, which was developed in the busi-
ness incubator at the University of Missouri to commercialize the patented 
sensor technology to enhance aging in place—used primarily in assisted 
living and independent living— developed by the UM Eldertech Research 
team. Dr. Rantz is not on the board of directors and not involved in busi-
ness operations, nor does she receive any financial support or technology 
from Foresite.

Debra Saliba, M.D., M.P.H., AGSF, is a professor of medicine at the Univer-
sity of California, Los Angeles, where she holds the Anna & Harry Borun 
Endowed Chair in Geriatrics. At the Los Angeles Department of Veterans 
Affairs (VA), she is in the Geriatric Research, Education, and Clinical 
Center and is the associate director for education in the Health Services 
Research and Development Service’s Center for the Study of Healthcare 
Innovation, Implementation & Policy. She also is a senior natural scientist 
at the RAND Corporation. As a practicing geriatrician and health services 
researcher, Dr. Saliba’s research focuses on creating tools and knowledge 
that can be applied to improving the quality of care and quality of life of 
vulnerable older adults across care settings, including clinics, hospitals, 
homes, post-acute care, and nursing homes. She was the principal investi-
gator for Center for Medicare & Medicaid Services (CMS) Minimum Data 
Set (MDS) 3.0 revision and evaluation project and collaborative VA MDS 
validation project. The revised MDS included, for the first time, resident 
self-reports of symptoms and preferences. National testing showed signifi-
cant gains in item validity, staff satisfaction and assessment efficiency. Her 
current research includes developing measures of physician performance in 
post-acute and long-term care; the inclusion of patient and family priori-
ties in weighting quality measures; an evaluation of the implementation of 
the balancing incentives program; and the relationship between nursing 
home quality and staffing structures. Dr. Saliba is past president and board 
chair of the American Geriatrics Society. She serves on the editorial boards 
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of The Gerontologist and the Journal of Post-Acute and Long-Term Care 
Medicine and is an executive editor for the Journal of the American Geri-
atrics Society. She serves on several national expert panels, including the 
CMS five-star technical expert panel.

William Scanlon, Ph.D., is an independent consultant to West Health. He is 
also a member of the Medicaid and Children’s Health Insurance Program 
Payment and Access Commission and the Academy Health Oral Health 
Interest Group Advisory Committee. He began conducting health services 
research on the Medicaid and Medicare programs in 1975, with a focus on 
such issues as the provision and financing of long-term care services and 
supports and provider payment policies. He previously held positions at 
Georgetown University and the Urban Institute, was the managing direc-
tor of health care issues at the U.S. Government Accountability Office, and 
served on the Medicare Payment Advisory Commission. Dr. Scanlon received 
his doctorate in economics from the University of Wisconsin, Madison.

Philip D. Sloane, M.D., M.P.H., is a distinguished professor and the di-
rector of academic advancement at the University of North Carolina at 
Chapel Hill (UNC-CH) School of Medicine. He co-directs the Program 
on Aging, Disability, and Long-Term Care of the Cecil G. Sheps Center 
for Health Services Research at UNC-CH. He is particularly noted for his 
work concerning the management of behavioral symptoms in Alzheimer’s 
disease, for which he received the prestigious Pioneer Award from the U.S. 
Alzheimer’s Association. Dr. Sloane is also committed to the education of 
professionals, paraprofessionals, and consumers. He has co-edited multiple 
editions of Essentials of Family Medicine and Primary Care Geriatrics, and 
he co-founded the Carolina Alzheimer’s Network, a program dedicated to 
training primary care providers in evidence-based dementia care. Recent 
research foci include antibiotic stewardship in long-term care, understand-
ing sources of stress and coping among nursing assistants, assisting family 
caregivers of persons with dementia in assessing and managing medical 
symptoms, and training nursing assistants to provide better oral hygiene 
care. Dr. Sloane is also the co-editor-in-chief of JAMDA - the Journal of 
Post-Acute and Long-Term Care Medicine.

David G. Stevenson, Ph.D., is currently a professor of health policy in the 
Department of Health Policy at Vanderbilt University School of Medicine. 
Dr. Stevenson’s primary research interests are long-term care and end-of-life 
care. His previous work has focused on a broad range of topics in these 
areas, including the evolution of Medicare’s hospice benefit, the role of 
ownership in the provision of resident and patient care, and quality assur-
ance in the nursing home and hospice sectors. Dr. Stevenson received a B.A. 
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from Oberlin College, a S.M. in health policy and management from the 
Harvard T.H. Chan School of Public Health, and a Ph.D. in health policy 
from Harvard University. His previous faculty appointment was in the De-
partment of Health Care Policy at Harvard Medical School. Dr. Stevenson 
serves on the editorial boards of Health Services Research, Journal of Pain 
and Symptom Management, and Journal of the American Medical Direc-
tor’s Association. Dr. Stevenson also serves on the technical expert panel 
that advises the Centers for Medicare & Medicaid Services on the Nursing 
Home Compare five-star rating system that publicly reports nursing home 
quality.

Jasmine L. Travers, Ph.D., AGPCNP-BC, CCRN, R.N., is an assistant pro-
fessor of nursing at NYU Rory Meyers College of Nursing. Her career is 
dedicated to designing and conducting research to improve health outcomes 
and reduce health disparities in vulnerable older adult groups using both 
quantitative and qualitative approaches. Currently, Dr. Travers is the prin-
ciple investigator of a Robert Wood Johnson Foundation four-year Career 
Development Award through the Harold Amos Medical Faculty Develop-
ment Program which she is examining the association of neighborhood 
disadvantage with nursing home outcomes and a Paul B. Beeson Emerging 
Leader five-year K76 Award through the National Institute on Aging which 
in this mixed-method study she will develop a survey instrument aimed to 
identify unmet needs that are disproportionately driving avoidable nursing 
home placements. Dr. Travers has published widely on the topics of aging, 
long-term care, health disparities, workforce diversity, vaccinations, and 
infections and sits on the National Academies of Science Engineering and 
Medicine Committee on the Quality of Care in Nursing Homes as well as 
the AARP Public Policy Institute Advisory Panel.

Reginald Tucker-Seeley, M.A., Sc.M., Sc.D., is the vice president, health 
equity, at ZERO—The End of Prostate Cancer. He is currently taking a 
leave of absence from his position as the inaugural holder of the Edward 
L. Schneider chair in gerontology and an assistant professor in the Leonard 
Davis School of Gerontology at the University of Southern California. His 
research has focused primarily on the social determinants of health across 
the life course, such as the association between the neighborhood environ-
ment and health behavior, and on individual-level socioeconomic determi-
nants of multi-morbidity; mortality; self-rated physical, mental, and oral 
health; and adult height. Mr. Tucker-Seeley has a longstanding interest in 
the impact of health and social policy on racial/ethnic minorities and across 
socioeconomic groups. He has experience working on local and state-level 
health disparities policy and in the measuring and reporting of health dis-
parities at the state level.
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Rachel M. Werner, M.D., Ph.D., is the executive director of the Leonard 
Davis Institute of Health Economics. She is a professor of medicine at the 
University Of Pennsylvania Perelman School Of Medicine as well as the 
Robert D. Eilers Professor of Health Care Management and Economics at 
the Wharton School and a practicing physician at the Philadelphia Veterans 
Affairs (VA). Over the last two decades, Dr. Werner has built a foundational 
research program examining the effects of health care policies on the or-
ganization and delivery of health care, with a focus on provider payment 
and quality-improvement incentives. This research has revealed the many 
intended and unintended effects of quality measurement and incentives and 
was among the first to recognize that public reporting of quality informa-
tion may worsen racial disparities. She is a core investigator with the VA 
Health Services Research and Development Service’s Center for Health 
Equity Research and Promotion. She has received numerous awards for her 
work, including the Alice Hersh New Investigator Award from Academy-
Health, the Presidential Early Career Award for Scientists and Engineers, 
and the American Federation of Medical Research (AFMR) Outstanding 
Investigator Award. Dr. Werner was elected to the National Academy of 
Medicine in 2018.

STAFF

Kaitlyn Friedman, M.Sc, is an associate program officer in the Health and 
Medicine Division of the National Academies of Sciences, Engineering, 
and Medicine. In this capacity she supports the Forum on Mental Health 
and Substance Use Disorders, the Roundtable on Quality Care for People 
with Serious Illness, and the Consensus Study on the Quality of Care in 
Nursing Homes. Outside of the Academies, Ms. Friedman volunteers on 
the Research Centers and Labs Committee of the Duke Global Health 
Institute Equity Task Force and on the Data Management Team of the 
COVID-19 Task Force on Domestic Violence. Prior to joining the Acad-
emies in 2019, Ms. Friedman served as a research coordinator for Duke 
University, exploring the associations between violence-related injuries and 
alcohol use as well as managing the implementation of a feasibility trial 
of a brief intervention for harmful and hazardous alcohol use in Moshi, 
Tanzania. She also interned with the World Health Organization in 2018, 
contributing to technical reports on drug-impaired driving and road traffic 
injuries. Ms. Friedman received her master of science in global health from 
Duke University in 2019 and her bachelor of arts in medicine, health, and 
society, from Vanderbilt University in 2017.

Laurie Graig, M.A., is a senior program officer in the Health and Medi-
cine Division of the National Academies of Sciences, Engineering, and 
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Medicine. In this capacity, she serves as the director of the Roundtable 
on Quality Care for People with Serious Illness, a convening activity that 
brings together leaders from government, industry, academia, health pro-
fessional groups and associations, and philanthropic and patient advocacy 
organizations to discuss key challenges related to improving care for people 
with serious illness. Ms. Graig also directed another convening activity, 
the Forum on Mental Health and Substance Use Disorders. Previously, she 
served as study director of the consensus committee on Policy Issues in the 
Clinical Development and Use of Biomarkers for Molecularly Targeted 
Therapies. Prior to joining NASEM in 2014, Ms. Graig worked on a broad 
range of health care systems research and policy issues within for-profit and 
not-for-profit consulting organizations. Her previous experience includes 
participating in an evaluation of state-level health care improvement part-
nerships as a consultant to AcademyHealth. She also served as a project 
manager with Altarum Institute, where she managed a large, multifaceted 
project designed to improve the operational efficiency of community health 
centers using the Lean process improvement methodology, and she worked 
on a project funded by the U.S. Department of Health and Human Services 
(HHS) focused on the emergency system for advance registration of volun-
teer health professionals. In addition, she contributed to studies and reports 
for HHS in the area of public health planning and emergency preparedness, 
such as mass casualty events and pandemic influenza. Ms. Graig previously 
worked for the research and information center of Watson Wyatt, a world-
wide management consulting firm. During her tenure, she authored three 
editions of Health of Nations: An International Perspective on U.S. Health 
Care Reform published by CQ Books (1991, 3rd edition). Ms. Graig is a 
former Peace Corps Volunteer, having served in Burkina Faso, West Africa. 
Ms. Graig received her M.A. from the University of Virginia and her B.S. 
from Georgetown University.

Rukshana Gupta is a senior program assistant on the Board of Health Care 
Services at the National Academies of Sciences, Engineering and Medicine. 
Ms. Gupta recently graduated from McGill University in Montreal where 
she earned her bachelor of arts and sciences with a double major in biol-
ogy and sociology. In university, Ms. Gupta was involved with the McGill 
Students’ Friends of Medecins sans Frontieres and the McGill Children’s 
Health Alliance of Montreal. During her senior year, she directed the an-
nual Global Health Case Competition, which brings together students 
from around Montreal to come up with solutions to a complex, current 
issue in global health. At the National Academies, Ms. Gupta has been 
supporting several projects including the Forum on Aging, Disability, and 
Independence.
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Tracy Lustig, D.P.M., M.P.H., is a senior program officer with the Health 
and Medicine Division of the National Academies of Sciences, Engineering, 
and Medicine. Dr. Lustig was trained in podiatric medicine and surgery and 
spent several years in private practice. In 1999 she was awarded a con-
gressional fellowship with the American Association for the Advancement 
of Science and spent 1 year working in the office of Ron Wyden of the 
U.S. Senate. Dr. Lustig joined the National Academies in 2004. She was 
the study director for consensus studies on the geriatrics workforce, oral 
health, ovarian cancer research, and the 2020 report Social Isolation and 
Loneliness in Older Adults: Opportunities for the Health Care System. She 
has also directed workshops on the allied health workforce, the use of tele-
health to serve rural populations, assistive technologies, hearing loss, and 
biomarkers of disability. In 2009 she staffed an Academies-wide initiative 
on the “Grand Challenges of an Aging Society” and subsequently helped 
to launch the Forum on Aging, Disability, and Independence, which she 
currently directs. Dr. Lustig has a doctor of podiatric medicine degree from 
Temple University and a master of public health degree with a concentra-
tion in health policy from The George Washington University.

Sharyl J. Nass, Ph.D., serves as the director of the Board on Health Care 
Services and the director of the National Cancer Policy Forum at the Na-
tional Academies of Sciences, Engineering, and Medicine. The National 
Academies provide independent, objective analysis and advice to the na-
tion to solve complex problems and inform public policy decisions related 
to science, technology, and medicine. To enable the best possible care for 
all patients, the board undertakes scholarly analysis of the organization, 
financing, effectiveness, workforce, and delivery of health care, with an 
emphasis on quality, cost, and accessibility. The forum examines policy 
issues pertaining to the entire continuum of cancer research and care. For 
more than two decades, Dr. Nass has worked on a broad range of health 
and science policy topics which includes the quality and safety of health 
care and clinical trials, developing technologies for precision medicine, and 
strategies to support clinician well-being. She has a Ph.D. from Georgetown 
University and undertook postdoctoral training at the Johns Hopkins Uni-
versity School of Medicine as well as a research fellowship at the Max 
Planck Institute in Germany. She also holds a B.S. and an M.S. from the 
University of Wisconsin–Madison. She has been the recipient of the Cecil 
Medal for Excellence in Health Policy Research, a Distinguished Service 
Award from the National Academies, and the Institute of Medicine staff 
team achievement award (as team leader).

Nikita Varman, M.P.H., is a research associate with the Health and Medi-
cine Division of the National Academies of Sciences, Engineering, and 
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Medicine. Prior to joining the National Academies, Ms. Varman interned 
at Boston Children’s Hospital’s Office of Government Relations, where she 
advocated for children’s health care issues at the state and federal levels, 
and at Medecins sans Frontieres, where she researched accessibility of 
hepatitis C diagnostics. She is a 2020 graduate from Boston University with 
a master’s degree in public health and concentrations in health policy and 
law as well as community assessment, program design, implementation, and 
evaluation. Ms. Varman also holds a bachelor of science in health sciences 
and a bachelor of arts in political science, cum laude, as a Posse Foundation 
Scholar and Scarlet Key recipient from Boston University in 2019.
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Appendix B

Examples from the Initiative to 
Reduce Avoidable Hospitalizations 
Among Nursing Facility Residents

This appendix provides examples of successful demonstration projects 
in the Initiative to Reduce Avoidable Hospitalizations among Nursing 
Facility Residents. (Details of the initiative and the related phases are in 
Chapter 3). These examples all had a strong clinical focus. Table B-1 pro-
vides an overview of each program, including program details and specific 
components of the intervention. Table B-2 shows the impact of the interven-
tions on clinical outcomes and cost savings in phase one. The assessment 
focused on the following measures: all-cause hospitalizations, potentially 
avoidable hospitalizations, all-cause emergency department (ED) visits, and 
potentially avoidable ED visits. Table B-3 shows the impacts demonstrated 
in phase two of the initiative on the two different groups. In phase two, 
CMS offered payment incentives that were added to the facilities that 
participated in phase one (leaving registered nurse [RN] and advanced 
practice registered nurse [APRN] support in place) and added an additional 
“payment only” intervention group (without the phase one supports).
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Appendix C

Recommendations by Area of 
Measurement and by Area of Research

Table C-1 provides an overview of the areas of measurement included 
among the committee’s recommendations. For some topics, measures exist 
and can be added to Care Compare immediately, while other areas are in 
need of development and testing of measures. Table C-2 provides an over-
view of the priority areas for research (including demonstration projects) 
and data collection identified by the committee as part of their recommen-
dations. See the committee’s full recommendations in Chapter 10.
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562 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

TABLE C-1 Recommended Quality Measures for Reporting or 
Development and Testing

DOMAIN Measure Recommendation

Staffing •  Staff satisfaction and well-being
•  Structural measures (e.g., routine training 

in infection prevention, staff employment 
arrangements [e.g., full-time, part-time, 
contract and agency staff])

6C

Financing and 
Ownership

• Structural measures (e.g., financial 
performance)

6C

• Performance of facilities with common 
ownership

6B

Care Delivery • Degree of implementation and success of 
care plan

1A

• CAHPS survey of resident/family 
experience

6A

• Resident preferences 6B

• Palliative and end-of-life care
• Receipt of care that aligns with resident’s 

goals, and the attainment of those goals
• Implementation of the resident’s care plan
• Psychosocial and behavioral health

6C

Quality Assurance • Oversight performance metrics of survey 
agencies

5A

• Effectiveness of long-term care ombudsman 
programs

5C

Equity • Risk adjustment 6B

• Disparities in nursing home care 6D

Health Information 
Technology (HIT)

• HIT adoption and interoperability 6C, 7B

• Staff and resident/family perceptions of 
HIT usability

7B

Emergency 
Preparedness and 
Infection Control

• Documentation of emergency plans
• Conduct of emergency drills
• Staff awareness of emergency management 

plans

1D

• Structural measures (e.g., emergency 
preparedness, training in infection 
prevention, emergency response 
management, percentage of single 
occupancy rooms)

6C
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APPENDIX C 563

TABLE C-2 Recommended Priority Areas for Research and 
Data Collection

DOMAIN Area of Research and Data Collection Recommendation

Quality 
Measurement

• Development and testing of various quality 
measures

See Table C-1

Staffing • Minimum and optimum staffing standards for 
direct care providers

2C

• Baseline demographic information of medical 
directors, administrators, and directors of 
nursing

2H

• Expertise and staffing patterns of medical 
directors, APRNs, social workers, physicians, 
and physician assistants

2H

• Numbers and staffing patterns for all contract 
and agency staff

2H

• Systemic barriers and opportunities to improve 
recruitment, retention, training and advancement 
of all nursing home workers (particularly CNAs)

2I

Financing and 
Ownership

• Facility-level data on the finances, operations, 
and ownership of all nursing homes

3A

• Quality of care across facilities with common 
ownership or management company

3B

• Impact of real estate ownership models and 
related-party transactions on quality of care

3B

• Design of a federal long-term care benefit and 
subsequent state demonstration programs

4A

• Alternative payment models for long-stay 
residents

4E

Care Delivery • Models of care delivery for:
• short-stay and long-stay residents,
• reduction of care disparities,
• strengthening connections to community, and
• innovations in all aspects of care.

1B

• Models of care delivery that take advantage 
of the role of the CNA as a member of the 
interdisciplinary team

2E

Quality 
Assurance

• Oversight performance metrics 5A

• Long-term reforms such as enhanced data 
monitoring to triage inspections, increased 
oversight of poor performing facilities, modified 
oversight of high-performing facilities, and 
greater use of a variety of enforcement remedies

5B

• Effectiveness of long-term care ombudsman 
programs

5C

continued
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564 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

TABLE C-2 Continued

DOMAIN Area of Research and Data Collection Recommendation

Equity • Gender, ethnicity, and race-related outcomes of 
job quality indicators (e.g., hiring, turnover, job 
satisfaction)

2I

• Nursing home disparities and the development 
of policies and culturally tailored interventions

6D

Health 
Information 
Technology 
(HIT)

• Levels of HIT adoption and interoperability 7B

• Nursing home staff, resident, and family 
perceptions of HIT usability

7B, 7D

• Use of HIT to improve resident outcomes 7D

• Disparities in HIT adoption and use 7D

• Innovative HIT applications for resident care 1B, 7D
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Appendix D

Recommendations by 
Responsible Partners

TABLE D-1 Implementation of the Committee’s Recommendations 
Organized by Responsible Partners

Responsible Partner Rec

U.S. Congress

OVERARCHING CONCLUSION: All relevant federal agencies need to be 
granted the authority and resources from the U.S. Congress to implement the 
recommendations of this report.

Secretary of HHS

Study ways to establish a new federal long-term care benefit that would expand 
access and advance equity for all adults who need long-term care, including 
nursing home care.

4A

HHS as the lead agency (includes individual agencies within HHS)

Fund research to identify and rigorously test specific minimum and optimum 
staffing standards for direct-care staff based on resident case mix, and type of 
staff needed to address the care needs of specific populations. (HHS, e.g., CMS, 
AHRQ, NIH)

2C

Fund training grants to advance and expand the role of the CNA and develop 
new models of care delivery that take advantage of the role of the CNA as a 
member of the interdisciplinary care team. (HRSA)

2E

Fund research on systemic barriers and opportunities to improve the recruitment, 
training, and advancement of all nursing home workers, with a particular 
focus on CNAs. This research should include the collection of gender, ethnicity, 
and race-related outcomes of job quality indicators (e.g., hiring, turnover, job 
satisfaction). (HHS, e.g., CMS, AHRQ, NIH)

2I

continued
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566 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

TABLE D-1 Continued

Responsible Partner Rec

Collect, audit, and make available detailed facility-level data on the finances, 
operations, and ownership of all nursing homes, ensuring that data allow 
assessment of staffing patterns, deficiencies, financial arrangements, and 
payments, related party entities, corporate structures, and objective quality 
indicators by common owner and management company are available in a real-
time, readily usable, and searchable database.

3A, 
3B

Require designation of a specific percentage of nursing home Medicare and 
Medicaid payments to pay for direct care, including staffing (including both the 
number of staff and their wages and benefits), behavioral health, and clinical care.

4C

Extend bundled payment initiatives for short-stay nursing home acute care 
to include all conditions, and hold hospitals financially accountable (i.e., put 
hospitals “at risk”) for Medicare post-acute care spending and outcomes as part 
of effort to improve the value of, and accountability for Medicare short-stay post-
acute nursing home payments. (HHS/CMS/CMMI)

4D

Conduct demonstration projects to explore the use of APMs that will eliminate 
current misalignment for long-stay residents by fragmented payment system. 
APMs to use global capitated budgets from a single payer, making provider 
organizations or plans accountable for total costs of care. APM’s capitated rate 
to include post-acute care and hospice care for long-term nursing home residents 
to address financial misalignment between Medicare and Medicaid payments 
while supporting care coordination. Designs and payments of the demonstration 
projects should be tied to broad-based quality metrics, including staffing metrics, 
resident experience of care, functional status, and end-of-life care to ensure that 
APMs maintain quality of care, particularly in areas such as post-acute care, end-
of-life care, and hospice care. (HHS/CMS)

4E

Advocate for increased funding for LTC ombudsman programs with additional 
resources allocated toward hiring additional paid staff and training staff and 
volunteers, bolstering programmatic infrastructure, making data on state LTC 
ombudsman programs and activities publicly available, and developing summary 
metrics designed to document the effectiveness of these programs in advocating 
for nursing home residents. (ACL)

5C

Expand and enhance existing publicly reported quality measures in Care 
Compare:

• Increase the weight of staffing measures within the five-star composite rating
• Facilitate the ability to see quality performance of facilities that share 

common ownership
• Improve validity of MDS-based clinical quality
• Conduct additional testing to improve differentiation of the five-star 

composite rating (HHS/CMS/NIH/AHRQ)

6B

Fund the development and adoption of new nursing home measures to Care 
Compare related to palliative and end-of-life care, receipt of care that aligns with 
resident’s goals and the attainment of those goals, implementation of the resident’s 
care plan, staff satisfaction, psychosocial and behavioral health. Also develop 
and adopt new structural measures (e.g., HIT adoption and interoperability; 
single occupancy rooms; emergency preparedness; infection prevention training; 
financial performance; staff employment arrangements).

6C
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TABLE D-1 Continued

Responsible Partner Rec

Develop an overall health equity strategy for nursing homes that includes 
defining, measuring, evaluating, and intervening on disparities in nursing home 
care. Specifically, strategy to include definitions of health equity and disparities 
in nursing homes, including race, ethnicity, LGBTQ+ populations, and sources 
of payment; new measures of disparities in nursing home care to be included in 
a national report card. Prioritize funding research regarding disparities and the 
development of policies and culturally tailored interventions. (HHS, NIH, and 
other agencies)
Use data to identify the types and degree of disparity to prioritize when action 
is needed and to identify the promising pathways to reduce or eliminate those 
disparities. (HHS, in partnership with state and local governments)

6D

Identify a pathway to provide financial incentives to nursing homes for certified 
EHR adoption and develop EHR certification criteria that promote adoption of 
health information exchange. (CMS, ONC)

7A

Develop measures for HIT adoption and interoperability, consistent with other 
health care organizations; measure levels of HIT adoption and interoperability on 
an annual basis and report results in Care Compare; measure and report nursing 
home staff, resident, and family perceptions of HIT usability. (HHS)

7B

Provide financial support for the development and ongoing implementation 
of workforce training emphasizing core HIT competencies for nursing home 
leadership and staff. (CMS, HRSA)

7C

Fund rigorous evaluation studies to explore use of HIT to improve nursing 
home resident outcomes; disparities in HIT adoption and use across nursing 
homes; innovative HIT applications for resident care; and assessment of clinician, 
resident, and family perceptions of HIT usability. (ONC, AHRQ)

7D

CMS as lead agency

Enhance the current minimum staffing requirements for every nursing home to 
include:

1) Minimum on-site RN 24/7 coverage (in addition to the director of 
nursing) with additional RN coverage that reflects resident census, acuity, 
and case mix as well as needs as determined by the residents’ assessments 
and care plans

2) Full-time social worker with a minimum of bachelor’s degree in social 
work from a program accredited by CSWE and 1 year of supervised social 
work experience working directly with individuals to address behavioral 
and psychosocial care

3) An infection prevention and control specialist who is an RN, APRN, or 
a physician at a level of dedicated time sufficient to meet the needs of the 
size and case mix of the nursing home

2B

Create incentives for nursing homes to hire qualified licensed clinical social 
workers at the M.S.W. or Ph.D. level and APRNs for clinical care, including 
allowing Medicare billing and reimbursement for these services.

2D

continued
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568 THE NATIONAL IMPERATIVE TO IMPROVE NURSING HOME QUALITY

TABLE D-1 Continued

Responsible Partner Rec

Establish minimum education and national competency requirements for nursing 
home staff, including nursing home administrator, medical director, director of 
nursing, director of social services, and CNAs.

2F

Require all levels of nursing home staff to complete annual continuing education 
training to meet national competency standards.

2G

Implement state demonstration programs (prior to national implementation) to 
test a model for a federal long-term care benefit that would expand access and 
advance equity for all adults who need long-term care, including nursing home 
care.

4A

Ensure Medicaid payments are at a level adequate to cover the delivery of 
comprehensive, high-quality, and equitable care to nursing home residents across 
all domains of care as required by existing statute.

4B

Ensure that state survey agencies have adequate capacity, organizational structure, 
and resources to fulfill their current nursing home oversight responsibilities 
for monitoring, investigation, and enforcement, particularly for complaints. 
Refine and expand oversight performance metrics for annual public reporting 
to facilitate greater accountability that existing federal regulations are being 
consistently and completely enforced. Use existing strategies of enforcement where 
states have consistently fallen short of expected standards.

5A

Develop and evaluate strategies that make nursing home quality-assurance efforts 
more efficient, effective, and responsive, including potential longer-term reforms 
such as:

• Enhanced data monitoring
• Increased oversight across a broader segment of poorly performing 

facilities
• Modified formal oversight activities for high-performing facilities, 

provided adequate safeguards are in place and specified, real-time quality 
metrics of nursing homes continue to be met

• Greater use of enforcement remedies beyond civil monetary penalties, 
including directed plans of correction, temporary management, and chain-
wide corporate integrity agreements, denial of admissions and termination 
from Medicare and Medicaid.

5B

Add the CAHPS measures of resident and family experience (i.e., the nursing 
home CAHPS survey) to Care Compare.

6A

Allocate funds to state governments for grants to develop and operate state-
based, non-profit, confidential technical assistance programs that have an ongoing 
and consistent focus on nursing homes to provide up-to-date, evidence-based 
education and guidance in best clinical and operational practices. Create explicit 
standards for these programs to promote comparable programs across states.

6E
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TABLE D-1 Continued

Responsible Partner Rec

Combination of federal agencies, state governments, and nursing homes

Fund rigorous, pragmatic, translational research and demonstration projects 
to identify the most effective care delivery models to provide high-quality 
comprehensive, person-centered care for short-stay and long-stay nursing home 
residents. Research to focus on identifying models that reduce care disparities 
and strengthen connections between nursing homes, the communities in which 
they are located, and the broader health care and social services sectors. (Federal 
agencies [e.g., AHRQ, CMS, CMMI, CDC, NIH], private foundations, academic 
institutions, and long-term care provider organizations)

1B

To ensure the safety of nursing home residents, enforce existing regulations, 
including:

• Every nursing home has a written emergency plan (including evacuation 
plans) for common public health emergencies and natural disasters 
in the facility’s location, created in partnership with local emergency 
management and resident and family councils; plan reviewed and updated 
at least once every year.

• Nursing home staff are to be routinely trained in emergency response 
procedures as well as in the appropriate use of PPE and infection control 
practices.

• Every nursing home has an emergency preparedness communication plan 
that includes formal procedures for contacting residents’ families and 
staff to provide information about the general condition and location of 
residents in the case of an emergency/disaster.

Documentation of emergency plans as well as the conduct of emergency drills and 
staff awareness of emergency management plans to be added to Care Compare. 
(CMS, through state regulatory agencies)

1D

Develop incentives to support innovative, smaller, home-like designs for nursing 
home environments (both new construction and renovations) that support 
infection control and person-centered care and improve quality of life for 
residents. (CMS, and other governmental agencies)

1E

Ensure competitive wages and benefits (including health insurance, child care, 
and sick pay) to recruit and retain all types of full- and part-time nursing home 
staff. Consider the following mechanisms: wage floors, requirements for minimum 
percentage of service rates directed to labor costs for the provision of clinical 
care, wage pass-through requirements, and student loan forgiveness. (Federal and 
state governments, together with nursing homes)

2A

Update the regulatory requirements for staffing standards in nursing homes to 
reflect new minimum requirements and account for case mix based on research 
on minimum and optimum staffing standards for direct care staff. (CMS and state 
governments)

2C

Make available free entry-level training and continuing education for CNAs. 
(Federal, state governments, nursing homes)

2E

Provide flexible, low-cost, and high-quality pathways for nursing home staff to 
achieve baseline education and competency levels. (CMS and nursing homes)

2F

continued
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TABLE D-1 Continued

Responsible Partner Rec

Impose oversight and enforcement actions on the owner when data on the 
finances and ownership of nursing homes reveal a pattern of poor-quality 
care across facilities with a common owner (including across states). Actions 
may include: denial of new or renewed licensure, imposition of sanctions, and 
implementation of strengthened oversight (e.g., through a broadened special 
focus facilities program). (Federal and state oversight agencies [e.g., CMS, state 
licensure and survey agencies, DOJ])

5D

Federal Emergency Management Agency

Reinforce and clarify the emergency support functions (ESFs) of the National 
Response Framework:

• Revise ESF8 to give greater prominence to nursing homes with the goal 
of clarifying that nursing homes, specifically, and long-term care facilities 
more broadly are included within ESF8 to ensure that state and local 
emergency management documents and plans contain specific guidance 
for nursing homes during an emergency.

• Revise ESF15 to include nursing home residents as part of the target 
group of “individuals with disabilities and others with access and 
functional needs.”

1C

States

Ensure the development and ongoing maintenance of formal relationships, 
including strong interface, coordination, and reliable lines of communication, 
among nursing homes and local, county, and state-level public health and 
emergency management departments. (State regulatory agencies with federal 
oversight from FEMA and CMS)

1D

Ensure that nursing homes are represented in
• state, county, and local emergency planning sessions and drills
• local government community disaster-response plans
• every phase of local emergency management planning, including 

mitigation, preparedness, response and recovery
• every nursing home has ready access to personal protective equipment

(State emergency management agencies)

1D

Ensure that all new nursing homes are constructed with single-occupancy 
bedrooms and private bathrooms for most or all residents. (State licensure 
agencies)

1E

Advocate for funds to LTC ombudsman programs to address cross-state 
variations in advocacy capability.
Develop plans for LTC ombudsman programs to interface effectively with 
collaborating entities such as adult protective services, state survey agencies, and 
state and local law enforcement agencies. (State units on aging)

5C

Eliminate certificate-of-need requirements and construction moratoria for nursing 
homes to encourage the entry of innovative care models and foster robust 
competition in order to expand consumer choice and improve quality.

5E
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TABLE D-1 Continued

Responsible Partner Rec

Nursing Home Owners/Administrators

Ensure that each element of the resident care planning process is conducted in an 
accurate, comprehensive and appropriate manner for each resident to promote 
person-centered high-quality care that reflects resident and family preferences. 
Interdisciplinary care team members make certain that every resident’s care plan 
addresses psychosocial and behavioral health as well as nursing and medical 
needs. Care plan to be reviewed and evaluated on a regular basis. (Nursing 
homes, with oversight by CMS)

1A

Construct and reconfigure (renovate) nursing homes to provide smaller, more 
home-like environments or smaller units within larger nursing homes with 
single-occupancy bedrooms and private bathrooms. This shift to more home-
like settings should be implemented as part of a broader effort to integrate 
the principles of culture change, such as staff empowerment, consistent staff 
assignment, and person-centered care practices, into the management and care 
provided within these settings. (Nursing home owners with the support of federal 
and state governmental agencies)

1E

Establish consulting or employment relationships with qualified licensed clinical 
social workers at the M.S.W. or Ph.D. level, APRNs, clinical psychologists, 
psychiatrists, pharmacists, and others for clinical consultation, staff training, and 
improvement of care systems as needed to enhance available expertise.

2D

Provide career advancement opportunities and peer mentors for CNAs; cover 
CNAs’ time for completing education and training programs.

2E

Provide ongoing diversity and inclusion training (e.g., self-awareness of and 
approaches to addressing racism) for all workers and leadership, and ensure 
training is designed to meet the unique demographic, cultural, linguistic, and 
transportation needs of the community in which the nursing home is situated and 
the community of workers within the nursing home.

2G

Provide family caregivers with resources, training, and opportunities to participate 
as part of the caregiving team in the manner and to the extent that residents 
desire their chosen family members to be involved.

2G

Collect and report data to CMS regarding:
• Baseline demographic information of medical directors, administrators, 

and directors of nursing, including name, licensure, contact information, 
and tenure;

• The geriatrics or long-term care training and expertise of medical 
directors, APRNs, social workers, physicians, and physician assistants;

• The numbers and staffing patterns for these professionals; and
• The numbers and staffing patterns for all contract and agency staff 

providing services in nursing homes.

2H

continued
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TABLE D-1 Continued

Responsible Partner Rec

Other partners ( Private foundations, academic institutions,  
and long-term care provider organizations)

Prioritize and fund rigorous, pragmatic, translational research and demonstration 
projects to identify the most effective care-delivery models to provide high-quality 
comprehensive, person-centered care for short-stay and long-stay nursing home 
residents.

1B

Include content related to gerontology, geriatric assessment, long-term care, and 
palliative care, with an additional preference for clinical experience in a nursing 
home in all education programs to prepare future health care professionals for 
their roles. (All education programs preparing health care professionals)

2F

NOTES: ACL = Administration for Community Living; AHRQ = Agency for Healthcare Research 
and Quality; APM = alternative payment model; APRN = advanced practice registered nurse; 
CAHPS = Consumer Assessment of Healthcare Providers and Systems; CDC = Centers for Disease Con-
trol and Protection; CE = continuing education; CMMI = Center for Medicare & Medicaid Innovation; 
CMS = Centers for Medicare & Medicaid Studies; CNA = certified nursing assistant; CSWE = Council 
on Social Work Education; DOJ = U.S. Department of Justice; EHR = electronic health record; 
ESF = emergency support function; FEMA = Federal Emergency Management Agency; HHS = U.S. 
Department of Health and Human Services; HIT = health information technology; HRSA = Health 
Resources and Services Administration; LGBTQ+ = lesbian, gay, bisexual, transsexual, queer, and oth-
ers; LTC = long-term care; MDS = Minimum Data Set; MIPS = Merit-Based Incentive Payment System; 
NIH = National Institutes of Health; ONC = Office of the National Coordinator for Health Information 
Technology; PPE = personal protective equipment; RN = registered nurse.
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Appendix E

Recommendations Timeline

While all of the recommendations in this report target areas that require 
immediate attention, the committee recognizes that some recommendations 
can be fully implemented immediately while others will require planning, 
coordination, and larger scale effort. Given this recognition of an incremen-
tal approach to the integrated set of recommendations, the committee has 
categorized each of the components of their recommendations according to 
an estimated implementation timeline. Recommendations that are

• marked for immediate implementation are urgent, and largely can 
move ahead using existing structures.

• identified for short- and intermediate-term implementation re-
quire action in the short-term to get started, but will require some 
amount of planning or coordination (such as the planning or coor-
dination needed to initiate new studies or demonstration projects).

• characterized as long-term implementation also require initiation 
in the shorter-term, but the committee recognizes that full imple-
mentation may take several years (e.g., action dependent upon new 
research to be conducted or collaboration by multiple agencies 
across state and federal authorities).

The committee emphasizes that even those recommendations requiring 
intermediate or longer-term timeframes for complete implementation still 
need to be initiated now.
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Recommendation Rec

Immediate Implementation

Documentation of resident’s preferences in care plan and review and evaluation of 
its implementation

1A

Inclusion of explicit references to nursing homes in Emergency Support Functions 1C

Representation of nursing homes in all emergency and disaster planning and 
management sessions and drills

1D

Enforcement of existing regulations, including:
• Written emergency plan and emergency preparedness communication plan
• Routine training of staff (emergency response procedures, use of PPE, 

infection control)

1D

Pathways for ready access to personal protective equipment (PPE) 1D

Development of formal relationships between nursing homes and local, county, 
and state-level public health and emergency management departments

1D

Competitive wages and benefits for all nursing home staff 2A

Enhancement of the current minimum staffing requirements for every nursing 
home to include:

• Onsite direct care registered nurse (RN) coverage at a minimum of 
24/7 coverage

• Additional RN coverage based on resident census, acuity, and case mix
• Full time social worker (with degree in social work and relevant experience)
• Infection prevention and control specialist with sufficient dedicated time

2B

Coverage of CNA time for completing education and training programs. 2E

Compliance with existing statute to determine adequacy of Medicaid payments to 
cover comprehensive care

4B

Adequate capacity and resources for state survey agencies to fulfill current 
oversight responsibilities

5A

Strong, consistent, responsive, and transparent process for grievances and complaints 5A

Greater use of variety of existing enforcement remedies 5B

Short-Term Implementation

Addition of documentation of emergency plans and staff training to Care Compare 1D

Enactment of state licensure decisions to ensure that all new nursing homes are 
constructed with single-occupancy bedrooms and private bathrooms for most or 
all residents

1E

Incentives for nursing homes to hire qualified licensed clinical social workers at the 
M.S.W. or Ph.D. level and APRNs for clinical care, including allowing Medicare 
billing and reimbursement for these services

2D

Free entry-level training and continuing education for CNAs (paid for by state and 
federal governments together with nursing homes)

2E

Minimum education and national competency requirements for all staff 2F

Annual continuing education for all nursing home staff 2G

Resources and training to support inclusion of chosen family members as part of 
caregiving team

2G

Ongoing diversity and inclusion training for all nursing home staff (including 
leadership)

2G
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Recommendation Rec

Data collection on baseline demographics, training and expertise, and staffing 
patterns for staff providing direct care

2H

Detailed facility-level data on the finances, operations, and ownership of all 
individual nursing homes

3A

Study of federal benefit design 4A

Specific percentage of payments designated for direct care services (including 
staffing, behavioral health, and clinical care)

4C

Extension of bundled payment initiatives to all conditions 4D

Elimination of certificate-of-need requirements and construction moratoria 5E

Increased weight of staffing measures within Five-Star composite rating on Care 
Compare

6B

Identification of pathway to provide financial incentives for certified EHR 
adoption

7A

Short-Term Implementation (Initiation of Research and Grants)

Translational research and demonstration projects to identify the most effective 
nursing home care delivery models

• Prioritize models that reduce disparities and strengthen connections to the 
community

• Evaluate innovation in all aspects of care

1B

Research to identify and rigorously test specific minimum and optimum staffing 
standards for all direct care staff

2C

Training grants to advance and expand the role of the CNA and develop new 
models of care delivery that leverage the role of the CNA as a member of the 
interdisciplinary care team

2E

Research on recruitment, training, and retention of all nursing home workers 
(particularly CNAs), including gender, ethnicity, and race-related outcomes of job 
quality indicators

2I

Demonstration projects to explore use of alternative payment models for long-term 
nursing home care tied to quality metrics

4E

Development and evaluation of strategies to improve quality assurance process 5B

Measures of disparities in nursing home care within and across facilities at 
national, state, and ownership levels

6D

Development of policies and culturally-tailored interventions for disparities 6D

Development of new measures, including:
• Palliative care and end-of-life care;
• Implementation of care plan;
• Receipt of care that aligns with resident’s goals (and attainment of those 

goals);
• Staff well-being and satisfaction;
• Psychosocial and behavioral health;
• HIT adoption and interoperability; and
• Various structural measures

6C

continued
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Recommendation Rec

Development of new structural measures, including
• Health information technology adoption and interoperability;
• Percentage of single occupancy rooms;
• Emergency preparedness, routine training in infection prevention;
• Emergency response management; and
• Financial performance; staff employment arrangements (e.g., full-time, 

part-time, contract and agency staff)

6C, 
7B

Development and ongoing implementation of workforce training emphasizing core 
HIT competencies

7C

Research on use of HIT, existing structural disparities in HIT adoption and their 
impact on resident outcomes

7D

Research on innovative HIT applications for resident care and assessment of 
clinician, resident, and family perceptions of HIT usability

7D

Intermediate-Term Implementation

Incentives to support innovative, smaller, home-like designs 1E

Consulting or employment relationships with qualified licensed clinical social 
workers at the M.S.W. or Ph.D. level, APRNs, clinical psychologists, psychiatrists, 
pharmacists, and others

2D

Career advancement opportunities and peer mentors for CNAs 2E

Pathways for current workers to achieve minimum education and competency 
requirements

2F

Inclusion of geriatrics content in education programs for all health care 
professionals

2F

Real-time, readily usable, and searchable database that can evaluate and track 
quality of care for facilities with common ownership or management company

3B

Assessment of the impact of nursing home real estate ownership models and 
related-party transactions on quality of care

3B

Refine, expand, and report oversight performance metrics of state survey agencies 5A

Use of existing strategies of enforcement by CMS when states fall short of 
expected standards (based on performance metrics)

5A

Increased funding for long-term care ombudsman programs 5C

Imposition of oversight and enforcement actions on common owner (based on 
ability to track quality by owner [Recommendation 3B])

5D

Collection of data for CAHPS measures and reporting on Care Compare 6A

Reporting of quality performance by common owner on Care Compare 6B

Improved validity of Minimum Data Set-based clinical quality measures on Care 
Compare

6B

Improved differentiation in Five-Star composite rating 6B

Development of overall health equity strategy for nursing homes 6D

Establishment of state-based technical assistance programs 6E

Minimum data set to identify and describe disparities in nursing homes (collected 
and reported annually)

6D

Measurement of levels of HIT adoption and interoperability and reporting of 
results in Care Compare

7B
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Recommendation Rec

Long-Term Implementation

Construction and reconfiguration (renovation) of nursing homes to provide smaller, 
more home-like environments, and/or smaller units within larger nursing homes

1E

Updated regulatory requirements for staffing standards in nursing homes to reflect 
completed research on minimum and optimum staffing standards for all direct 
care staff

2C

Implementation of state demonstration projects based on study of federal 
benefit design

4A

Ongoing psychometric testing of CAHPS in nursing homes 6A

Adoption of new measures for reporting on Care Compare (as described under 
short-term implementation (initiation of research)

6C, 
7B

Reporting of new measures of disparities in nursing home care 6D

Identification of thresholds for action on disparities, and promising pathways to 
reduce or eliminate disparities

6D

Evaluation of state-based technical assistance programs 6E

Measurement and reporting of clinician, resident, and family perceptions of 
HIT usability

7B
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