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Executive Summary

Nursing facilities are one part of the long-term care delivery system that also includes home and community
based services, but their relatively high cost has led them to be the focus of much attention from policymakers.
Medicaid plays a major role in financing nursing facility care in the United States, and recent policy proposals
to limit federal financing for Medicaid may lead to cuts in eligibility or scope of coverage for long-term care
services. In addition, new regulations, effective November 2016, aim to address longstanding challenges in
quality and safety in nursing facilities. As the demand for long term care continues to increase and new policy
proposals and regulations unfold, the characteristics, capacity, and care quality of facilities remain subjects of
concern among consumers and policy makers.

This report provides information on recent trends in nursing facilities in the United States, drawing on data
from the federal On-line Survey, Certification, and Reporting system (OSCAR) and Certification and Survey
Provider Enhanced Reports (CASPER), to provide information on nursing facility characteristics, resident
characteristics, facility staffing, and deficiencies by state from 2009 through 2015. Additional detail on the
survey and methods underlying the data in this report are provided in the Appendix at the end of the report.
This information enables policymakers and the public to monitor and understand recent changes in nursing
facility care in the United States and helps highlight areas of ongoing concern for ongoing policymaking.

FACILITY CHARACTERISTICS

Facility characteristics provide a picture of who provides nursing facility care in the United States, including
the number and capacity of facilities, certification and ownership, and revenue sources. Nationwide, the
number of nursing facility beds has been fairly consistent since 2009, reaching 1.7 million certified beds in
2015 (with an average of 109 beds per facility). However, nursing facility occupancy rates declined slightly from
2009 to 2015, from 84 percent in 2009 to 82 percent in 2015. States vary in their average facility size and
occupancy rates, with states in the East generally having larger facilities and higher occupancy rates.

Over the 2009 to 2015 period, share of nursing facilities that were for-profit increased slightly, from 67% in
2009 to 68% in 2015, while the share that were non-profit declined slightly from 26% in 2009 to 24% in 2015
(the remainder, about 7% over time, were government-owned). Ownership patterns vary widely across states,
with states in the South and West having higher shares of facilities that are for-profit. In addition, more than

half of facilities over this period were owned or leased Figure 51
Share of Nursing Facility Residents with Medicaid as

by multi-facility organizations (chains that have two or )
Primary Payer by State, 2015

more facilities), though the share of nursing facilities
that are chain-owned varies by state.

Medicaid is the primary payer source for most certified
nursing facility residents, with more than six in ten
(62%) residents—about 832,000 people—having
Medicaid as their primary payer in 2015. States in the

East, particularly the Southeast, have higher shares of (- 5 average: 3%
. . . . . . [ <58% (13 states)
residents with Medicaid as their primary payer than Dso% 1 e
>62-66% (13 states)
other states (Figure ES-1). W66 (10 states & D)

SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.
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RESIDENT CHARACTERISTICS

Resident characteristics affect the environment of the facility and also require different levels and types of staff
resources. While nearly all residents in a nursing facility require some level of assistance, some facilities may
have residents with a greater level of need. On average, in 2015, residents’ level of need for assistance with
activities of daily living scored 5.8 on a scale from 3 to 9, and levels of need have been fairly stable since 2009.
Residents commonly have mobility impairments, which range from difficulty walking to inability to get oneself
out of bed. While relatively few (4%) residents were bed-bound in 2015, nearly three quarters (65%) of
residents depend on a wheelchair for mobility or are unable to walk without extensive or constant support from
others. Another common health care need of nursing facility residents is treatments related to gastrointestinal
issues such as bladder or bowel incontinence. However, there is still a notable discrepancy between the high
percentage of residents with incontinence problems and the low percentage of residents in training programs
to address these problems.

Cognitive and behavioral health is of particular concern for nursing facility residents. Nearly half (46%) of
residents had a dementia diagnosis in 2015, and 32% had other psychiatric conditions such as schizophrenia,
mood disorders, or other diagnoses. In addition, nearly two-thirds of residents received psychoactive
medications, including anti-depressants, anti-anxiety drugs, sedatives and hypnotics, and anti-psychotics, in
2015. Over-use of anti-psychotic medications has been the focus of recent policy attention, particularly their
use among residents with dementia, and is the subject of recent regulations for nursing facility care. Use of
physical restraints is another area of concern for residents with cognitive problems. Federal law and ongoing
education about the negative effects of restraints have led to a decline in their use over time, and the share of
residents with physical restraints was just one percent in 2015.

STAFFING LEVELS

Over the past 25 years, numerous research studies have documented a significant relationship between higher
nurse staffing levels, particularly RN staffing, and the better outcomes of care. Though several
recommendations for minimum staffing levels have been put forth, there are not federal requirements for
specific nurse staffing levels (though some states do have their own minimum staffing requirements). In 2015,
total nursing hours (including RNs, LPN/LVNs, and NAs) averaged 4.1 hours per resident day, an increase
from 3.9 in 2009, but there was wide state variation in average nursing hours per resident day. Nationwide,
many of these hours are accounted for by non-licensed nursing care (i.e., nursing assistants).

FACILITY DEFICIENCIES

Nursing facilities provide care to prevent problems and to address the needs of residents, but sometimes care
does not meet established standards. State surveyors assess both the process and the outcomes of nursing
facility care for 175 individual requirements across eight major areas. Where a facility fails to meet a
requirement, a deficiency or citation is given to the facility for that individual requirement. Between 2009 and
2013, the average number of deficiencies per facility declined from 9.33 to 7.28, though there was a slight
increase between 2013 and 2015, with average deficiency of 8.60 in 2015. Similarly, the share of facilities with
no deficiencies increased slightly from 2011 (7%) to 2013 (8%) then dropped by 2015 (7%). In 2015, the most
common deficiencies were given for failures in infection control, accident environment, food sanitation, quality
of care, and pharmacy consultation. Of particular concern are deficiencies that cause harm or immediate
jeopardy to residents. In 2015, more than one in five facilities received a deficiency for actual harm or jeopardy.

Nursing Facilities, Staffing, Residents and Facility Deficiencies 2



As with other outcomes, there was wide variation across states in these outcomes; however, some states had
high rates across all top ten deficiencies.

Recent trends in facility characteristics can help policymakers spot potential areas of concern and plan for
future system needs. For example, while nursing facility capacity has remained fairly flat from 2009 to 2015,
occupancy rates have declined, perhaps reflecting a shift from institutional to community-based long-term
care. Still, overall demand for long-term care services may increase in coming years as the “baby boom”
generation ages, and states and policy makers can use this information to determine sufficient capacity to
accommodate long-term care user choice in both institutional and community-based settings. In addition,
continuing a trend that started before 2009, the share of nursing facilities that are for-profit or chain-owned
continued to grow slightly from 2009 to 2015. These facility characteristics are important to policy makers and
consumers because of their link to poorer quality of care, and continued monitoring of facility ownership by
states can help to ensure that a high quality of care is provided at these facilities. With Medicaid as the primary
payer for most nursing facility residents, policy and payment for nursing facility care is a priority policy area for
state and federal governments that finance it. Proposed changes to federal Medicaid financing could have
repercussions for states’ ability to maintain Medicaid spending for long-term services and supports.

Notable shares of nursing facility residents have extensive behavioral or physical health needs, and facilities’
ability to meet these needs is the subject of ongoing policy attention. Nursing assistants who provide most of
the care to these individuals often have limited training in working with this population. Some may interpret
residents’ behavior as aggressive or have difficulty managing these residents’ needs. Despite regulations to
limit the use of psychoactive medication, relatively high shares of residents still receive these medications,
indicating an ongoing problem with chemical restraints. This pattern may be indicative of nursing facilities
lacking systematic plans to address the needs of residents with dementia or other cognitive impairments.
Recent regulations would implement ACA requirements to improve the quality of care for residents with
cognitive impairments and further restrict the use of psychotropic agents.

Last, the data show that nursing facility deficiencies have declined between 2009 and 2015, though there is still
much state variation in rates of deficiencies. While voluntary guidelines for compliance programs have been in
place for many years, the ACA authorized new, mandatory compliance programs to improve quality of care.
Regulations effective November 2016 implement these requirements, building on existing requirements for
quality assessment and assurance programs to address quality deficiencies. Moving forward, it will be
important to continue to monitor deficiency reports to understand whether and how new requirements are
affecting care and outcomes and to identify additional areas of concern for future policy changes.
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Introduction

Nursing facilities are a major provider of long-term care services in the United States. These facilities provide
medical, skilled nursing, and rehabilitative services on an inpatient basis to individuals who need assistance
performing activities of daily living, such as bathing and dressing. Nursing facilities are one part of the long-
term care delivery system that also includes home and community based services, but their relatively high cost
has led them to be the focus of much attention from policymakers. Medicaid plays a major role in financing
nursing facility care in the United States, and recent policy proposals to limit federal financing for Medicaid
may lead to cuts in eligibility or scope of coverage for long-term care services. In addition, new regulations,
effective November 2016, aim to address longstanding challenges in quality and safety in nursing facilities. As
the demand for long term care continues to increase and new policy proposals and regulations unfold, the
characteristics, capacity, and care quality of facilities remain subjects of concern among consumers and policy
makers.

This report provides information on recent trends in nursing facilities in the United States, drawing on data
from the federal On-line Survey, Certification, and Reporting system (OSCAR) and more recent Certification
and Survey Provider Enhanced Reports (CASPER). We use these databases to provide information on nursing
facility characteristics, resident characteristics, facility staffing, and deficiencies by state from 2009 through
2015. This information enables policymakers and the public to monitor and understand recent changes in
nursing facility care in the United States and help highlight areas of ongoing concern for current and future
policymaking.

Background

Long-term care includes medical and personal care assistance that people may need — for weeks, months, or
years — when they experience difficulty completing self-care tasks as a result of aging, chronic illness, or
disability. While many people’s long-term care service needs can be met in the community, some may choose
or require care in facilities. Nursing facility care is costly: a year of care typically costs over $82,000,' and
national spending on nursing facilities across all payers totaled $156.8 billion in 2015.> Much of the cost of
nursing facility care is publicly-financed through Medicaid, making it a high priority for state and federal
policymakers.

In addition, a particular concern to consumers, professionals, and policy-makers is the quality of care provided
in nursing facilities. In response to a request from Congress, the Institute of Medicine (IOM) completed a Study
on Nursing Home Regulation in 1986° that reported widespread quality of care and oversight problems and
recommended the strengthening of federal regulations for nursing homes.* The IOM Committee
recommendations and the active efforts of many consumer advocates resulted in Congress passing Nursing
Home Reform Legislation as part of the Omnibus Budget Reconciliation Act (OBRA) in 1987.°

OBRA 1987, implemented by federal regulations in 1990 and in 1995, mandated a number of changes. The
regulations eliminated the priority hierarchy of conditions, standards, and elements that were in the prior
regulations. The merger of Medicare and Medicaid standards and processes raised standards for Medicaid-
participating facilities. The Act also mandated more rigorous inspection procedures and the use of intermediate
sanctions for regulatory violations and required surveyors to focus on quality outcomes.® The federal law also
required comprehensive assessments of all nursing facility residents to determine their care needs and to use
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this information in the care planning process.” The law specifically required nursing facilities to provide
sufficient nursing, medical, and psychosocial services to attain and maintain the highest possible mental and
physical functional status of residents. The law focused on outcomes of care (such as incontinence, immobility,
and pressure ulcers) as well as the protection of residents’ rights and the establishment of quality of life
requirements. The provisions of the law were implemented by the Centers for Medicare & Medicaid Services
(CMS) over a ten-year period.

The 2010 Affordable Care Act (ACA) further expanded quality of care requirements for nursing facilities that
participate in Medicare and Medicaid.® The ACA incorporates the Nursing Home Transparency and
Improvement Act of 2009, introduced because complex ownership, management, and financing structures
were inhibiting regulators’ ability to hold providers accountable for compliance with federal requirements. The
ACA also incorporates the Elder Justice Act and the Patient Safety and Abuse Prevention Act, which include
provisions to protect nursing facility residents from abuse and other crimes. Under the new laws, nursing
facilities will face new standards regarding disclosing financial relationships and costs; reporting requirements
for nurse staffing; and improvements to compliance and ethics programs. There are also new rules regarding
monetary penalties for lack of compliance with federal regulations; notification requirements when a facility
closes; additional staff training on dementia care; and provisions for background checks and reporting criminal
activity. While implementation of many nursing facility provisions in the ACA was delayed, comprehensive
regulations effective November 2016 implement these and other changes to both improve patient care and
safety and reduce reporting and procedural burden on facilities.’

Since 1998, CMS has published limited information on nursing facilities through its Nursing Home Compare
website. In 2008, CMS added the Nursing Home Five-Star Quality Rating System, which provides individual
and composite ratings for nursing facilities based on health inspections, nurse staffing hours, and selected
quality measures. ACA requirements led CMS to update and improve the Nursing Home Compare website, and
over time, CMS has added new indicators and information about complaints and modified its star rating
system to make it more difficult to achieve a better star rating.'®"

This report provides information on nursing facility characteristics, resident characteristics, facility staffing,
and deficiencies by state from 2009 through 2015. The deficiency data include all deficiencies from the annual
survey and any complaint surveys during each calendar year. The data source, originally the federal On-line
Survey, Certification, and Reporting system (OSCAR), was converted to the Certification and Survey Provider
Enhanced Reports (CASPER) in 2012."? Because OSCAR/CASPER data changes frequently throughout the year
as facilities add new data (and older ones are deleted), our analysis may have slightly different exact figures
than those reported elsewhere. Additional details on the survey and methods underlying the data in this report
are provided in the Appendix at the end of the report.
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Facility Characteristics

Facility characteristics provide a picture of who provides nursing facility care in the United States, including
the number and capacity of facilities, certification and ownership, and revenue sources.

The number of beds that are certified for Medicare and Medicaid residents are an indication of nursing facility
capacity in a state. There were 15,583 certified nursing facilities surveyed in 2015, out of approximately 15,640
certified facilities in the U.S."” Not all facilities are surveyed by state agencies during a calendar year. In terms
of number of beds, there were 1.655 million certified beds in nursing facilities that were surveyed in 2015
(uncertified beds are excluded), compared to 1.664 million in 2009 (state-by-state and trend data on number of
facilities and number of beds is available in the Supplemental Tables). The number of certified nursing beds
per facility is calculated by dividing the total number of certified beds in a state by the total number of certified
facilities in the state. In 2015, the overall average facility size was 108.6 beds, almost the same as 2009 (108.4)
(Figure 1 & Table 1). However, states vary in their average facility size, with states in the East generally having
larger facilities and states in the Mid-West having the smallest facilities (Figure 2).

Figure 1 Figure 2
Average Number of Certified Beds per Nursing Facility, Average Number of Certified Beds per Nursing Facility by
2009-2015 State, 2015
109.1

108.4 108.4 108.6 108.4 108.7 108.6 3

I I I I I I {>\ " [ Awerage: 109
: : : T T T [ <80 beds (10 states)
2009 2010 2011 2012 2013 2014 2015 [ 80-100 beds (16 states)
I 100-120 beds (16 states)
] B > 120 beds (8 states & DC)

SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data. = SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.

Occupancy rates also are important in showing the potential availability of beds; further, occupancy rates may
influence the quality and financial status of the facility.'* Facility occupancy rates are calculated by dividing the
number of nursing residents in a certified facility by the total number of certified beds (excluding all uncertified
residents and beds). The total number of nursing facility residents in certified nursing facilities has been
declining somewhat over time, from 1,393,127 in 2009 to 1,351,616 in 2015 (excluding residents in uncertified
beds) (Figure 3 and Table 2). Correspondingly, the average certified nursing facility occupancy rate declined
slightly from 2009 to 2015, from 83.7 percent in 2009 to 81.7 percent in 2015. States in the East generally have
higher occupancy rates than other states (Figure 4). Occupancy rates have been declining over time even before
this period, providing some evidence of an excess supply of nursing home beds in many areas.'

Nursing Facilities, Staffing, Residents and Facility Deficiencies 6



Figure 3 Figure 4

Number of Nursing Facility Residents and Occupancy Rates, Average Nursing Facility Occupancy Rate by State, 2015
2009-2015

m Number of Residents (thousands) Occupancy Rate
1400 1,393.1 - 88.0%
1390 | 1,385.3 - 87.0%
- 86.0%
1380
1,370.7
1,367.5 I 85.0%

1,351.6

S| 82.8%)
e - 82.0% ~
e 82.3% g
B s10%
US average: 82%
. T ! ! t 80.0% [ < 75% Occupied (10 states)

2009 2010 2011 2012 2013 2014 2015 O 75-83% °‘°"P?9d (15 states)
M s3-88% Occupied (14 states)

| | >88% Occupied (11 states & DC)

1370 -
1,359.6 L 84.0%
1360
83.7% 1,348.0 f 83.0%

1350 -

1340

1330

SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data. SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.

Licensed nursing facilities may apply to be certified for participation in the Medicare and/or Medicaid program
on a voluntary basis. Facilities may apply to participate in: (1) only the Medicaid (Title XVIII) program, (2)
only the Medicare (Title XIX) program, or (3) the Medicare/Medicaid dually certified (Titles XVIII and XIX)
program. Since 1991, the Medicare program classified facilities as skilled nursing facilities (SNFs), while
Medicaid-certified facilities are designated as "nursing facilities" (NFs). Certification requirements are detailed
in federal regulations at 42 CFR Part 483. Federal Medicare rules allow for all or part of a facility to be
certified.

The percentage of Medicare and Medicaid patients in a facility is an important factor in not only revenue
sources but also other aspects of a facility. Nursing facilities have historically considered Medicaid
reimbursement rates to be low and prefer Medicare and private pay patients.'® Higher Medicaid
reimbursement rates have been associated with higher staffing and higher care quality.'”'%"

Figure 5 Figure 6

Distribution of Nursing Facility Residents by Primary Payer, Share of Nursing Facility Residents with Medicaid as
2009-2015 Primary Payer by State, 2015

22.2 22.2 22.2 22.2 22.7 233 24.2

Private/Other
B Medicare
W Medicaid

:\%\ g
US average: 63%
[ <58% (13 states)
2009 2010 2011 2012 2013 2014 2015 [ 58-62% (14 states)

I >62-66% (13 states)
I >66% (10 states & DC)

SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data. SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.

The vast majority (96.1%) of beds were dually certified by both Medicare and Medicaid in 2015, with very few
certified for only Medicare (2.3%) or only Medicaid (1.6%) (See Supplemental Tables for additional detail).
While most beds are dually certified, Medicaid is the primary payer source for most certified nursing facility

residents (Figure 5 and Table 3). Medicaid may become the primary payer of nursing facility services once
residents have exhausted or spent down personal assets paying for care. In 2015, 61.6 percent of total residents
had Medicaid as their primary payer (down slightly from 63. 7 in 2009), which equates to more than 832,000
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people nationwide at any given time (Table 4). States in the East, particularly the Southeast, have higher shares
of residents with Medicaid as their primary payer than other states (Figure 6). Medicare, which covers only
short stays in nursing facilities, was primary payer for 14.2 percent of the total residents in 2015 (the same as
2009). Private payers (primarily out-of-pocket payments from residents) and other sources are the primary
payer for the remainder of residents (24.2% in 2015).

One of the major debates in research circles is whether the proprietary nature of the nursing facility industry
affects process and outcomes in terms of quality of care. Research studies of ownership and quality show that
for-profit facilities generally have lower overall quality of care.?®?' There are higher rates of deficiencies in for-
profit facilities and chains than non-profit and government facilities.?? Thus, proprietary ownership and chains
may be associated with lower staffing levels and poorer process and outcome measures.

Nursing facility ownership patterns show that the large majority of nursing facilities were proprietary in the
2009-2015 period. In 2015, 68.4 percent of surveyed facilities were for-profit facilities, while 23.8 were non-
profit facilities and 7.1 were government owned (Figure 7 and Table 5). The share of nursing facilities that are
for-profit has increased slightly over time, while the share that is non-profit has declined slightly over time.

Figure 7 Figure 8

Distribution of Nursing Facilities by Ownership Type, Share of Nursing Facilities that are For-Profit by State, 2015
2009-2015

5.8 5.7 5.6 5.8 6.0 6.2 7.1

Government
= Non-Profit
| For Profit

US Average: 68%
[ <50% (8 states & DC)
[0 51-69% (14 states)
2009 2010 2011 2012 2013 2014 2015 I 70-80% (21 states)
M >80% (7 states)

SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data. SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.
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Ownership patterns vary widely across states (Figure 8). Alaska, Indiana, and Wyoming had relatively high
shares (>36%) of facilities that were government owned in 2015. More than half of facilities in Alaska, the
District of Columbia, Minnesota, North Dakota, and South Dakota were non-profit facilities in 2015. In
Alabama, Arkansas, California, Oklahoma, Oregon, Tennessee, and Texas, more than 80 percent of facilities
were for-profit in 2015.

Figure 9 Figure 10

Nursing Facilities by Affiliation, 2009-2015 Share of Nursing Facilities that are Chain-Owned by State,
Share that are Chain-Owned Share that are Hospital-Based 2015
56.9
54.1 54.8 55.2

US Average: 57%
[ <50% (12 states & DC)
O s0-55% (10 states)

2009 2011 2013 2015 2009 2011 2013 2015 I 56-65% (12 states)
M >65% (16 states)

SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data. SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.

Hospital-based nursing facilities may have higher quality of care because they have more Medicare patients
(with associated higher reimbursement rates) and higher staffing levels. The share of facilities that are certified
as hospital-based has decreased slightly over time, reaching 5.3 percent of all facilities in 2015 (Figure 9). This
decline continues an earlier pattern that occurred after the introduction of the Medicare prospective payment
system for nursing facilities in 1998. More than half (56.9 percent) of facilities in 2015 were owned or leased by
multi-facility organizations (chains that have two or more facilities), a slight increase since 2009 (54.1%). The
share of nursing facilities that are chain-owned varies by state (Figure 10).

It is important to note that other facility characteristics are also associated with quality. Having accreditation
may be positively associated with higher staffing levels and with higher quality of care. The existence of
dedicated special care units, such as those for persons with Alzheimer's disease, may also be associated with
higher quality of care because of higher staffing levels. Large size facilities have been associated with lower
quality, although findings are mixed.?* Larger facilities tend to have lower staffing and perhaps have more
difficulty in managing the quality of care.

Under federal regulations, nursing facility residents have the right to form organized resident groups, which
meet regularly to discuss and offer suggestions about policies and procedures affecting residents’ care,
treatment, and quality of life; to support each other; to plan resident and family activities; to participate in
educational activities or for any other purposes. Facilities also may have organized groups of family members
who meet regularly to discuss issues about residents' care, treatment, and quality of life. In 2015, most facilities
(96%) had resident groups (See Supplemental Tables for more detail), though a smaller share (24.5%) report
having family groups. The share of facilities with family groups has declined over time. Those facilities with

organized residents groups or organized family groups may have higher quality of care.*
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Resident Characteristics

Nursing facilities vary in the type of residents they serve. Resident characteristics affect the environment of the
facility. Moreover, the special characteristics of nursing facility residents require different levels and types of
staff resources and affect the facility's success in providing high quality care. A number of nursing facility
resident classification systems have been developed and are often referred to as "case mix" indicators (see
Appendix for more detail on data sources on resident characteristics). Below, we summarize characteristics of
residents using data available in the OSCAR/CASPER database.

While nearly all residents in a nursing facility require some level of assistance, some facilities may have
residents with a greater level of need. Table 6 shows the average score for residents needing assistance with
eating, toileting, and transferring from surfaces, such as to and from a bed, chair, or wheelchair, or to and from
a standing position, in facilities by state. Each state has an average score from 1 to 3 in terms of residents’ need
for assistance, where 1 indicates the lowest need and 3 the greatest need. The U.S. average resident need was
1.68 for eating assistance, 2.09 for toileting assistance, and 2.04 for transferring assistance in 2015. Each of
these scores has been fairly consistent since 2009. Table 6 also shows the average summary scores for these
three activities of daily living for all facilities in each state. The average resident need score for eating, toileting,
and transferring for all facilities surveyed in the U.S. was 5.81 in 2015.

Mobility impairments range from difficulty walking to inability to get oneself out of bed and are another
indication of the level of need among residents. As shown in Table A, on average 3.7 percent of residents were
bed-bound in 2015, meaning they were in a bed or recliner for 22 or more hours per day in the week before the
survey. The share of residents who are bed-bound declined slightly between 2009 and 2012 but has increased
slightly since then. A larger share (64.8%) of residents are chairbound, meaning they depend on a wheelchair
for mobility or are unable to walk without extensive or constant support from others. Contractures, which are
restrictions in full range of motion of any joint due to deformity, disuse and pain, are common problems of
nursing facility residents. In 2015, more than one in five (22.7%) of residents was reported as having
contractures.

Lack of mobility can lead to health problems for nursing facility residents. Pressure ulcers (or bedsores) are
areas of the skin and underlying tissues that erode as a result of pressure or friction and/or lack of blood
supply. The severity of the ulcer ranges from persistent skin redness (without a break in the skin) to large open
lesions that can expose skin tissue and bone. The acquiring of pressure sores in a facility is considered an
indicator of poor quality of care, as it reflects patients spending extended time in one position or location.
Sometimes, residents receive special skin care, which is non-routine care according to a resident care plan or
physician's order, usually designed to prevent or reduce pressure ulcers of the skin. In 2015, more than three
quarters (76.5%) of nursing facility residents received special skin care, while 6.2 percent of residents had
pressure sores (Table A).
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Table A: Nursing Facility Resident Characteristics Related to Mobility Impairment and Physical

Restraint, 2009-2014

Share of Residents: 2009 2010 2011 2012 2013 2014 2015

Bedfast 3.9 3.6 3.6 3.5 3.6 3.7 3.7
Chairbound 56.8 56.6 50.6 48.1 61.4 64.3 64.8
Contractures 28.6 26.3 24.3 24.4 23.8 23.3 22.7
Pressure Sores 6.5 6.5 6.3 6.2 6.1 6.1 6.2
Special Skin Care 77.9 76.2 74.7 75.2 75.6 76.0 76.5

Some nursing facility residents need advanced care (beyond assistance with activities of daily living) for
physical health problems. Rates of receipt of this type of care are an indication not only of the health needs of
residents but also of the scope of services provided by facilities.

Among the most common special health care needs of nursing facility residents are treatments related to
gastrointestinal issues such as bladder or bowel incontinence (Table B). In 2015, more than six in ten (62.7%)
nursing facility residents had bladder incontinence, and more than four in ten (44.2%) had bowel incontinence.
Some residents receive services through bladder (23.9%) or bowel (15.0%) training programs, which are
designed to assist residents to gain and maintain bladder control (such as by pelvic exercises or frequent
toileting) or bowel control (through the use of diet, fluids, and regular schedules). Participation in both types of
programs has increased substantially since 2009. However, there is still a notable discrepancy between the
high percentage of residents with incontinence problems and the low percentage of training programs.
Sometimes, indwelling catheters, tubes used to drain urine from the bladder, are used, although the use of
catheters is considered an indicator of poor quality of care. In 2015, about 6 percent of facility residents were
reported to be using catheters, a rate that has been fairly stable since 2009. Last, a small share of residents
(less than 3 percent) receives ostomy care, which includes special care for a skin opening to the intestinal
and/or urinary tract such as a colostomy (opening to the colon).

Table B: Nursing Facility Resident Characteristics Related to Physical Health and Special Care Needs,

2009-2015
Share of Residents: 2009 2010 2011 2012 2013 2014 2015
Bladder Incontinence 55.4 55.7 58.0 59.9 61.3 61.8 62.7
Bowel Incontinence 43.5 43.7 45.1 47.8 43.6 43.4 44.2
Bladder Training 6.5 7.4 9.1 10.9 23.7 24.2 23.9
Bowel Training 3.5 3.7 4.3 5.7 14.6 15.1 15.0
Indwelling Catheter 6.1 6.0 6.0 5.9 5.8 5.7 5.9
Ostomy Care 4.7 4.4 3.6 3.1 2.8 2.6 2.5
Rehabilitation 25.7 26.2 26.6 26.8 28.8 30.7 31.8
Injections 21.3 21.2 21.3 21.5 21.8 21.6
Intravenous Therapy 2.4 2.2 2.0 2.0 1.6 1.5 .
Respiratory Treatment 14.7 15.1 15.6 16.0 15.7 15.5 15.8
Tube Feeding 5.5 5.3 5.3 5.1 5.0 4.8 4.7

Rehabilitation services are provided under the direction of a rehabilitation professional (physical therapist,
occupational therapist, etc.) to improve functional ability. In 2015, nearly 32 percent of residents in nursing
facilities received such services, up slightly from 26 percent in 2009. Rates of rehabilitation services have been
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increasing over time, perhaps related to changes in the Medicare prospective payment system for nursing
facilities.?

Other less common special health care services include injections to deliver medication and intravenous
therapy and/or blood transfusions to provide fluid, medications, nutritional substances, and blood products for
residents. In 2015, 21.5 percent of residents received injections and less than two percent received IV therapy.
Respiratory treatment is provided through respirators/ventilators, oxygen, inhalation therapy, and other
treatment, and in 2015, more than 15 percent of facility residents received respiratory therapy. Last, nearly 5
percent of residents required tube feedings to provide nutritional substances directly into the gastrointestinal
system.

Cognitive and behavioral health is of particular concern for nursing facility residents. Federal regulations from
OBRA 1987 require screening of all new residents to ensure that those who have intellectual, developmental, or
cognitive disabilities are placed in appropriate facilities where they receive services designed to meet their
needs. State officials are required to certify that those individuals with intellectual or developmental disabilities
who are placed in nursing facilities are receiving appropriate services. In 2015, approximately 2 percent of
nursing facility residents were reported to have a developmental disability (including mild to profound mental
retardation), a slight decrease since 2009 (Table C). Other cognitive problems, often associated with aging, are
more common among nursing facility residents. Nearly half (45.7 percent) of residents were reported by
facilities and states as having a dementia diagnosis in 2015.

With respect to behavioral health problems, the percent of residents with other psychiatric conditions, such as
schizophrenia, mood disorders, and other diagnoses, was 32% in 2015. Psychoactive medications, including
anti-depressants, anti-anxiety drugs, sedatives and hypnotics, and anti-psychotics, are often used to treat
behavioral health problems. In 2015, nearly two-thirds (63.5%) of residents in facilities in the U.S. were
reported to be receiving such medications. Federal regulations prohibit the use of anti-psychotics and other
psychoactive drugs unless such drugs are shown to be necessary for particular resident conditions. However,
because depression is frequently under-diagnosed and anti-depressants may sometimes be under-prescribed,
educational efforts are focused on the appropriate use of anti-depressants.?® As detailed in the discussion
section of this report, over-use of anti-psychotic medications has been the focus of recent policy attention,
particularly their use among residents with dementia. CMS is now reporting the use of anti-psychotic
medications as a poor quality measure on Nursing Home Compare website.?’

Physical restraints include physical or mechanical devices, material or equipment that cannot be easily
removed by residents to restrict freedom of movement or normal access to one's own body. Physical restraints
are used to prevent falls or other injury among residents, but research has found that there can be significant
negative physical and psychosocial effects to use of restraints.?® Since 1987, federal law has limited the use of
physical restraints to prohibit their use for discipline or staff convenience, and the use of restraints has
declined significantly.” However, research has also shown that restraints are more likely to be used for
residents with cognitive impairment or mental illness.** The share of residents with physical restraints has
declined over time, reaching 1.4 percent in 2015. The reduction may have been related to regulations and
ongoing training about the negative effects of restraints on residents.
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Table C: Nursing Facility Resident Characteristics Related to Cognitive and Behavioral Health,

2009-2015
Share of Residents: 2009 2010 2011 2012 2013 2014 2015
Developmental Disability 2.9 2.7 2.3 2.2 2.2 2.2 2.2
Dementia 46.2 46.4 47.2 47.6 47.4 46.4 45.7
Other Psychological Diagnosis 23.5 24.1 26.3 28.0 30.0 31.1 31.5
Receive Psychoactive Medications 65.4 65.3 65.7 64.0 64.4 64.2 63.5
Physical Restraints 3.5 3.0 2.9 2.6 2.2 1.7 1.4

Staffing Levels

Over the past 25 years, numerous research studies have documented a significant relationship between nurse
staffing levels, particularly RN staffing, and the outcomes of care.>' The benefits of higher staffing levels,
especially RNs, include lower mortality rates; improved physical functioning; less antibiotic use; fewer pressure
ulcers, catheterized residents, and urinary tract infections; lower hospitalization rates; and less weight loss and
dehydration.3?:3%:343%3%37 Moreover, in states that have introduced higher minimum staffing standards for
nursing facilities, nurse staffing levels and quality outcomes have improved.?3%4%*' The evidence from research
studies led the Institute of Medicine to conclude that the preponderance of evidence from a number of studies
with different types of quality measures shows a positive relationship between nursing staffing and quality of
nursing facility care.*?***

Several recommendations for minimum staffing levels have been put forth. A CMS study in 2001 established
the importance of having 1.3 hours per resident day (hprd) of licensed nursing care (including 0.75 registered
nurse (RN) hprd and 2.8 certified nursing assistant (CNA) hprd), for a total of 4.1 nursing hprd to prevent
harm or jeopardy to residents. An expert panel recommended minimum staffing levels of 4.55 hours per
resident day,* including all RNs, LVNs, and nursing assistants. However, in spite of calls for mandatory
minimum staffing standards, CMS and Congress have not implemented specific nurse staffing levels (IOM,
2003).%%*"** The Nursing Home Reform Act of 1987 required nursing facilities to have sufficient nursing staff to
provide nursing and related services to attain or maintain the highest practicable physical, mental, and
psychosocial well-being of residents. Facilities must also have a registered nurse as a Director of Nursing for at
least eight consecutive hours a day, seven days a week and licensed nurses on-site twenty-four hours a day.
Some states also have their own minimum staffing requirements, although these are generally lower than the
levels recommended by experts.*
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Figure 11 Figure 12

Average Nursing Facility Staffing Hours per Resident Day, Average Nursing Facility Staffing Hours per Resident Day by

2009-2015 State, 2015

M Total Nurse Hours M Licensed Nurse Hours RN Hours
3.9 3.9 4.0 4.0 4.0 4.0 4.1
1.5 1.5 1.5 -6 .6 1.6 1.6
.7 .7 .7 .8 .8 .8 .8
US Average: 4.05 hours
T T T T T T [ <3.75 (4 states)
2009 2010 2011 2012 2013 2014 2015 [ 3.76-4.02 (16 states)
I 4.03-4.24 (17 states)
. o ) ) M >4.25 (13 states & DC)
NOTE: Total Nurse Hours includes RNs, LPN/LVNs and Nursing Assistant. Licensed Nurse Hours includes RNs and LPN/LVN.
SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data. SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.

In 2015, total nursing hours (including RNs, LPN/LVNs, and NAs) averaged 4.1 hours per resident day, a small
increase from 3.9 in 2009 (Figure 11 and Table 7). There was wide state variation in average nursing hours per
resident day, ranging from 3.7 in New Mexico to 5.3 in Alaska. Nationwide, many of these hours are accounted
for by non-licensed nursing care (i.e., nursing assistants): the average licensed nursing hours (only RNs and
LPN/LVNs) per resident day was 1.6, up from 1.5 in 2009 (Figure 11). Within licensed nursing hours, about
half on average are RN hours, which have increased slightly over time, from 0.7 in 2009 to 0.8 in 2015. Both
LPN/LVN and NA hours were fairly flat over the period, reaching 0.8 and 2.4 hours per resident day in 2015,
respectively (Table 8). Note that because not all facilities have usable staffing data, a small number of facilities
are excluded from these estimates. Detail on the staffing measures included and underlying methods are
provided in the Appendix at the end of the report.

Facility Deficiencies

Nursing facilities provide care to prevent problems and to address the needs of residents. However, sometimes
care does not meet established standards. Policymakers and researchers have developed process indicators to
measure the services or activities that a facility does or does not provide and outcome indicators to measure the
impact of facility care on a resident. A number of process measures have been associated with poor patient
outcomes. These include urethral catheterization, physical restraints, and tube feedings. Another common
clinical problem in nursing homes is the improper use of psychotropic drugs.*° A number of outcome measures
also have been linked to poor quality, such as: pressure ulcers, falls, weight loss, and infectious disease. Other
negative outcomes are behavioral/emotional problems, cognitive problems, and deterioration in physical

functioning.®'

State surveyors assess both the process and the outcomes of nursing facility care in several major areas, each of
which has specific requirements (see Appendix for more detail). In 2015, there were approximately 175
individual requirements. Where a facility fails to meet a requirement, a deficiency or citation is given to the
facility for that individual requirement. The deficiencies are given for problems that can result in a negative
impact on the health and safety of residents. Since 1995, surveyors also rate each deficiency based on scope and
severity for purposes of enforcement. The deficiencies rated as causing actual harm or immediate jeopardy are
the most serious.*
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As shown in Table 9, the average number of deficiencies per facility increased from 7.28 in 2011 to 8.60 in
2015, ending a downward trend that occurred between 2009 (when average deficiencies numbered 9.33) and

2013. Similarly, the share of facilities with no
deficiencies increased from 6.11 in 2009 to 8.07 in
2013, then dropped to 6.92 in 2015. There was wide
variation across states in the average number of
deficiencies per facility, ranging from 2.96 in Rhode
Island to 20.84 in the District of Columbia (Figure 13),
as well as in the share of facilities with no deficiencies
(ranging from 25.0 in Rhode Island to none in Alaska,
the District of Columbia, Delaware, and Wyoming). Of
particular concern are deficiencies that cause harm or
immediate jeopardy to residents. In 2015, more than
one in five (21.3%) facilities received a deficiency for
actual harm or jeopardy. Again, this rate varied widely
across states (Table 10).

Figure 13
Average Number of Deficiencies Per Nursing Facility by
State, 2015

US Average: 8.60
[ <7 (10 states)
[ 7-9 (13 states)
B 59 to <11 (11 states)
I 511 (16 states & DC)

SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.

Some types of deficiency are more common than others. In 2015, the most common deficiencies were given for

failures in infection control (47.4%); food sanitation (43.7%); accident environment (42.0%); quality of care

(36.1%); and pharmacy consultation (28.9%) (Figure 14). (See Appendix for definitions of these types of

deficiencies.) Again, there was variation across states in the share of facilities cited for different types of

deficiencies (Table 11). However, some states had high rates across all top ten deficiencies, with the District of

Columbia ranking in the top ten deficiency rate for nine
deficiencies and Alaska, Delaware, and Wyoming
ranking in the top ten for seven. Additional detail on
selected types of deficiencies by state over time is
provided in the Supplemental Tables. In addition, the
Supplemental Tables provide detailed data on all 175
deficiency types over time, grouped according to the
eight categories established by CMS for the Medicare
Nursing Home Compare 5-Star website Deficiency
data: (1) quality of care; (2) mistreatment; (3) resident
assessment; (4) resident rights; (5) environment; (6)
nutrition; (7) pharmacy; and (8) administration.
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Most Common Nursing Home Deficiencies, 2015
Share of Facilities with Deficiency:
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SOURCE: Harrington, Carrillo, and Garfield, based on OSCAR/CASPER data.




Discussion

The federal OSCAR/CASPER system provides comprehensive information about nursing facility
characteristics, resident characteristics and services provided, staffing, and deficiencies, which enables
policymakers and the public to monitor and understand changes in nursing facility care in the United States.
These survey findings are particularly important as policies are implemented to encourage improvements in
the quality of nursing facility care.

Over the seven years included in this analysis, 2009 through 2015, nursing facility capacity has remained fairly
flat, but occupancy rates have declined. This trend may reflect a shift from institutional to community-based
long-term care. Home and community-based services have increased over the past decade due to the desire of
long-term care users to stay in the community as well as the availability of new and expanded options for states
to deliver these services through Medicaid, and this trend may continue in the future. However, overall
demand for long-term care services may increase in coming years as the “baby boom” generation ages. The
next few decades will require states and policy makers to determine sufficient capacity to accommodate long-
term care user choice in both institutional and community-based settings.

As in the past, Medicaid remains the primary payer for most nursing facility residents. Medicare, the primary
source of health coverage for the elderly, only covers short-stay nursing facility care following hospitalization,
and few people have the personal resources to afford extended nursing facility care (which typically costs over
$82,000 per year*?) on their own. As the only major payer that covers this care, Medicaid is the long-term care
safety net for millions of people who need such assistance. Medicaid’s large role in financing nursing facility
care has made this service a priority policy area for state and federal governments that finance it. It is also one
of the mechanisms that enables the federal government to enforce quality standards and accountability in
nursing homes. Recent proposals to limit federal financing for Medicaid could have repercussions for states’
ability to maintain Medicaid spending for long-term services and supports. Given that nursing facility care is
one of the costliest services in Medicaid, it is likely that spending in this sector would be subject to cuts if states
faced more limited federal financing. For example, proposals that limit federal per enrollee spending growth
for seniors to inflation (or an amount indexed to inflation) could lead states to limit eligibility for nursing
facility care in an effort to keep Medicaid costs within federal limits.**

Continuing a trend that started before 2009, the share of nursing facilities that are for-profit or chain-owned
continued to grow slightly from 2009 to 2015. These facility characteristics are important to policy makers and
consumers because of their link to poorer quality of care. States vary in the distribution of facilities by
ownership, so continued monitoring of facility ownership by states can help to ensure that a high quality of
care is provided at these facilities.

As expected, many nursing facility residents need assistance with basic activities of daily living; however,
notable shares have more extensive behavioral or physical health needs. In particular, nearly half of residents
have dementia, and nearly a third has a psychological diagnosis. This pattern likely reflects the high need for
care among people with these illnesses. However, nursing assistants who provide most of the care to these
individuals often have limited training in working with this population. Some may interpret residents’ behavior
as aggressive or have difficulty managing these residents’ needs. Despite regulations to limit the use of
psychoactive medication unless such drugs are shown to be necessary for particular resident problems, a higher
share of residents receives these medications than has a psychological illness, confirming several studies
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finding that some use is among residents with other cognitive problems such as dementia. This pattern may be
indicative of nursing facilities lacking systematic plans to address the needs of residents with dementia or other
cognitive impairments. The November 2016 regulations implement an ACA requirement that dementia
management and resident abuse prevention training be a part of 12 hours per year in-service training for nurse
aides. In addition, the regulations expand requirements limiting the use of anti-psychotic drugs to also include
other psychotropic agents (such as antidepressants or antianxiety medication).

Despite a large body of research demonstrating a link between staffing levels and quality and outcomes of care,
overall staffing levels are below some recommendations® and are primarily filled by non-licensed nurses. The
data in this report also show substantial state variation in staffing levels. Several factors could explain this state
variation. Variation could reflect different Medicaid reimbursement rates across states, since some research
has shown that low Medicaid rates are related to low staffing levels.*®*":>® However, other research points to
state variation in staffing regulations as a key factor. For example, Harrington and colleagues®® found that
although higher Medicaid reimbursement rates were related to higher staffing levels, minimum state staffing
standards were a stronger predictor of higher staffing levels than reimbursement rates.

Last, the data show that nursing facility deficiencies have declined between 2009 and 2015, though there is still
much state variation in rates of deficiencies. While voluntary guidelines for compliance programs have been in
place for many years, the ACA authorized new, mandatory compliance programs to improve quality of care.
Under the Quality Assurance and Performance Improvement (QAPI) program, the federal government will
establish standards for such programs and provide technical assistance to meet these standards. All facilities
(including chains) must submit a plan for how they will meet these standards. The recent regulations outlined
standards for QAPI programs, building on existing requirements for quality assessment and assurance
programs to address quality deficiencies. They also establish new requirements for food services and residents’
rights in nursing facilities, in part to address common deficiencies in these areas.

Moving forward, it will be important to continue to monitor nursing facility characteristics, residents’ needs,
and staffing and deficiency reports to understand whether and how new requirements are affecting care and
outcomes and to identify additional areas of concern for future policy changes.

Charlene Harrington and Helen Carrillo are with The University of California San Francisco and
Rachel Garfield is with the Kaiser Family Foundation.
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Appendix: Technical Notes

OSCAR/CASPER is an on-line data system from the Centers for Medicare and Medicaid Services (CMS). The
OSCAR data for this report are for 2009-2011, and these data were converted to CASPER data in 2012-2015 for
all facilities. The OSCAR/CASPER systems include data for all certified nursing facilities in the U.S. The data
are collected in separate sets of files: (1) provider information, staffing data and health information on
residents; and the (2) survey deficiencies. To create this report, the OSCAR/CASPER data from the annual
surveys were combined with data from complaint surveys.

All nursing facilities federally certified for Medicare (skilled nursing care) and Medicaid (nursing facilities) and
surveyed during the calendar year were included (about 15,400 to 15,600 facilities) in these data. Intermediate
care facilities for people with intellectual and developmental disabilities (ICF-I/DD) were excluded because
they use different federal certification forms and have different standards of care. Facilities located in the U.S.
territories and Puerto Rico were excluded.

OSCAR/CASPER is a set of administrative databases that allow users to add, change, and delete data almost
continually. These databases store no more than four standard surveys per provider. The system automatically
deletes older surveys as new ones are entered. For these reasons, analysis of the same data elements may yield
slightly different results depending upon the date the data are retrieved. Although facilities are surveyed every
9-15 months, this report used data during the calendar year only from both annual surveys and complaint
surveys.®® Because data are overwritten in the database, OSCAR/CASPER data were retrieved twice a year and
then merged to create the most complete file for each facility for each calendar year. This report uses
deficiency data that were obtained from the annual surveys and all complaint surveys. This approach gives a
complete picture of all deficiencies throughout the year rather than at the time of the annual survey. This
report does not include the life safety code violations. Therefore, this report varies from the CMS Nursing
Home Compendium, which only uses data from the annual surveys.®'

This report presents calendar year data on nursing facilities, staffing, resident characteristics, and surveyor
reports of quality deficiencies by state.

¢ Information on facility characteristics includes type of certification, bed size, occupancy, ownership,
hospital-based and chain affiliations and other facility characteristics.

¢ Resident characteristics are as reported by the nursing facilities. These include limitations in activities of
daily living (ADLs), restraints, incontinence, psychological problems, and other special care needs of
residents.

¢ Nurse staffing (RNs, LPN/LVNs, and NAs) hours per resident day are presented for nursing facilities. These
data are reported by facilities for a two-week period prior to when the state survey was conducted. These
data currently are the only major source of information for all facilities on staffing levels.

¢ Finally, data are presented on facility deficiencies based on state surveyor evaluations of the process and
outcomes of care in the facilities. Deficiencies are reported in 8 categories established by CMS for the
Medicare Nursing Home Compare 5-Star website Deficiency data: (1) quality of care; (2) mistreatment; (3)
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resident assessment; (4) resident rights; (5) environment; (6) nutrition; (7) pharmacy; and (8)
administration. The information compiled shows differences in the frequency of the deficiencies by type and
category.®

Every facility must have an initial survey to verify compliance with all federal regulatory requirements in order
to be certified. Certified facilities are resurveyed no less often than every 15 months. Follow-up surveys may be
conducted to ensure that facilities correct identified deficiencies. In addition, surveys are required when there
are substantial changes in a facility's organization and management. Finally, surveys may be conducted to
investigate complaints about violations and poor care.

Nursing facility data are collected in two different ways. First, the facility characteristics, resident
characteristics, and staffing levels are completed on standardized forms by individual nursing homes at the
beginning of each survey and are certified by the facility as being accurate. State staff enters the data into a
computerized OSCAR/CASPER system data.

Second, state surveyors make decisions regarding whether the facility has met or not met each standard after
the facility survey has been completed. If a facility is judged to not meet a standard, the facility is given a
deficiency indicating that the regulation was not met. Surveyors are also required to determine the scope and
severity of each deficiency, and these are recorded as part of the process.

The survey evaluations are based upon data from a combination of sources including, but not limited to, the
assessment of a selected sample of individual residents; interviews with a sample of residents, family members
and staff; a review of the resident records and facility documents; and other data. After these judgments are
made, state surveyors record and enter the data for each item into OSCAR/CASPER. Thus, determinations of
deficiencies are made by state surveyors independent of the facility, with standard forms, sampling and survey
procedures to ensure accuracy. Team members and state supervisors subsequently review state surveyor
deficiencies. Facilities have the option to challenge and appeal deficiency decisions through administrative
review procedures.

Because of these checks in the system, the likelihood of false positive deficiencies is low, and errors tend to be

under-reporting of deficiencies is more likely to be a problem than over-reporting.

The Centers for Medicare & Medicaid Services (CMS) uses "front-end" edit screens to ensure the accuracy of
the OSCAR/CASPER data. State staff enter the data for each survey item into the OSCAR/CASPER data set
within 45 days of each survey, leading to time delays in obtaining the data.

One concern about the OSCAR/CASPER data has been with survey reliability (both across and within states) in
judging the quality of facilities.”® These issues have been addressed over time by CMS with its survey process.
First, the procedures require some accuracy checks by surveyors.”* CMS provides federal training for new state
surveyors. Recently, CMS has been testing ways to improve the efficiency and effectiveness of the process using
a new Quality Indicator Survey (QIS) in comparison to the traditional procedures that are used.” In addition,
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CMS uses federal survey teams from the regional offices to conduct periodic oversight surveys of state agencies.
States that fall below the concurrence standards established by CMS are critiqued and monitored by CMS.

Even though CMS has made efforts to standardize the reporting of deficiencies by state survey staff, regional
variations in issuing deficiencies continue and enforcement procedures have been inconsistent and
ineffective.”®77,78,79,80,81,82,83,84,85,86,87.88 prohlems have also been found with the complaint investigation process,
89,90.91,92 and quality of care problems continue to exist in nursing facilities.®*** In spite of the improvements that
have been made, there is a need to further improve both the state survey process and the enforcement system.
Staff turnover and recruitment problems and fiscal problems at the state agency level may hamper survey and
enforcement efforts.***%

In preparing the data for this report, discussions were held with CMS officials as necessary to discuss data
acquisition, formatting, and cleaning issues. Frequency distributions were developed for all the indicators on
the data set and a series of cleaning activities undertaken.

The first step in cleaning was to eliminate any duplicate provider records. Duplicate records were considered
generally to be the result of changes in certification for Medicare and Medicaid (Title VIII/XIX) facilities or
Medicare only (Title XVIII) facilities. Since 1990, because of the OBRA 1987 legislation, Medicaid only (Title
XIX) SNF and ICF facilities are certified together as nursing facilities (NFs). With this change, some problems
with duplicate SNF and ICF reporting were essentially eliminated.

To correct the duplicate problems, we identified all those facilities showing identical values for the following
areas: state, city, facility name, and facility address. Where duplicate records were identified, a decision-
making procedure was invoked as follows:

(1) The most recent record within a calendar year was selected over earlier records; and

(2) Arecord reporting a category of either: (01) skilled nursing facility (SNF) -- Medicare participation; (02)
nursing facility (NF) -- Medicaid participation; or (03) SNF/ICF -- Medicare/Medicaid participation was
selected over facilities reporting as (10) hospital based.

For those remaining facilities with the same name and/or address, data on telephone numbers and survey data
were then examined. Where there appeared to be two facilities at one site with different data, neither facility
was eliminated. This overall process resulted in dropping about 100 facilities annually prior to 2012. Fewer
duplicates were found among the CASPER records each year since 2011.

The data were examined for missing values and gross errors. Means and standard deviations of the data were
computed and examined. Logic checks confirming the reasonableness of data were conducted. Preliminary
work identified some missing data and errors, primarily in reporting the beds, staffing and the number of
residents. Each problem area and the cleaning procedures are discussed below.
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TOTAL NUMBER OF BEDS

During the preliminary work, the total number of beds in each state reported on OSCAR/CASPER was
compared to the total licensed bed supply for each state from an independent survey of states. The total
number of beds reported by facilities was significantly higher than the total licensed beds in the U.S. An
analysis of this discrepancy found that some hospital-based facilities had reported the total number of acute
care beds rather than the total number of skilled nursing beds for their facility. To correct this error, the
maximum number of beds for a hospital-based facility was set to equal the maximum number of certified
skilled nursing beds in the facility. This process made the total certified nursing facility beds more comparable
to the total state licensed nursing facility beds in each state.

TOTAL NUMBER OF RESIDENTS

Several problems concerning resident data were detected. First, some facilities had missing data for their total
number of residents. These facilities were left in the data set, but where resident data were not available, these
facilities were not included in the tables reported.

Second, some facilities reported extremely low numbers of residents. In order to identify facilities with
possible errors in reporting residents, occupancy rates were computed for all nursing facilities. Free-standing
(non-hospital based) facilities reporting 50 or fewer residents than total beds were considered to have
erroneous data and were eliminated from the staffing and resident characteristics’ analysis.

Third, some facilities reported more residents than beds, suggesting more than 100 percent occupancy.
Hospital-based facilities may have had approval for swing beds, which would allow the hospital to use an acute
care bed for a nursing facility resident. Therefore, hospital-based facilities with more residents than beds were
left in the data set, but the maximum occupancy rate for such facilities was reported to be 100 percent. Finally,
facilities with numbers of residents reported at greater than 100 percent of total beds, which were not hospital-
based, were dropped from the analysis.

RESIDENT CHARACTERISTICS

Minimum Data Set (MDS) assessments are required for all residents in nursing facilities on a periodic basis
and are used to describe resident characteristics. The first MDS assessments were developed and implemented
and sent to CMS electronically.®® Over time the MDS was improved using the revised MDS 2.0.° In 2011, CMS
implemented an improved MDS 3.0 version.'®,'”' These data are used by nursing facilities for quality
improvement and by CMS to create quality measures.

The MDS is also used by Medicare and many state Medicaid programs to take resident casemix into account in
reimbursement rates.'”” The Medicare developed resource utilization groups (RUGS) to measure case mix and
to estimate the amount of staffing time needed to care for residents in each RUG category.''%%'% The MDS
and RUGs data are separate from the OSCAR/CASPER data and not shown in this report.

This OSCAR/CASPER report has summary data on residents at the facility level describing the residents’ need
for assistance with activities of daily living (ADL). Two types of summary data are presented. First, a simple
summary of three major activities of daily living (ADLs) was compiled. The facilities were asked to rate each
resident's ADLs on a scale of 1 to 3 from “needs little or no assistance” to “needs extensive assistance.” The
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three ADL scores were for those residents who needed assistance in: (1) eating, (2) toileting, and (3)
transferring. A score of 1 was assigned to residents who were independent. A score of 2 was assigned to those
that needed some supervision. A score of 3 was assigned to those who were dependent.

Each ADL score was multiplied by the number of residents in that category for each facility. An average
composite score was developed by adding each of the three scores together and dividing by the total number of
residents in the facility to compute each facility's index score. Thus, a summary case mix score ranging from 3-
9 was compiled for each facility based on resident ADL characteristics. Individual facility scores were then
summarized for each state.

Finally, the report shows resident needs for more advanced care including the: percent of clients receiving
special treatments (injections, ostomy care, IV feedings, tube feedings, or suctioning), and percentage with
organic psychiatric or other psychiatric conditions. Other characteristics included are the percentage who
receive psychotropic drugs and who have pressure ulcers, contractures, incontinence, or catheters.

STAFFING DATA

Nursing personnel in nursing facilities were of particular interest for this report. Nursing personnel included:
registered nurses (RNs); licensed practical/ vocational nurses (LPN/LVNs), and nursing aides/orderlies/
assistants (NAs). Staffing hours (including full-time, part-time, and contract staff) are reported by facilities as
total hours worked in a fourteen-day period. The staff time includes all administrative and direct care time. To
compute the staffing ratios for this report, the total number of staffing payroll hours reported in a two-week
period was divided by the total number of residents and by the 14 days in the reporting period. For this report,
the total hours of staffing per resident day were examined for all dually certified facilities (Title XVIII/XIX), for
Medicare-only facilities (Title XVIII), and for Medicaid-only facilities (Title XIX). It should be noted that the
reported staffing ratios reflect reported hours per resident day and not the actual hours of care delivered
directly to residents. In the future, CMS plans to require payroll data for reporting staffing in nursing facilities,
which should increase the accuracy for staffing data.'*

There were a number of problems identified with the facility staffing data. Some facilities reported extremely
high staff hours per resident day while others reported no registered nurses or no nursing staff hours. Where a
facility reported nurse staffing hours per resident day that did not fall within a reasonable range, the data for
that item were considered invalid. The following uniform decision-making rules were created for eliminating
facility staffing data which clearly appeared to be too high or too low:

First, facilities with average nursing hours per resident day that were greater than 24 hours of nursing per
resident were considered erroneous and eliminated from the analysis. Distributions of the nursing hours per
resident were then examined.

To correct further for staffing levels that were unreasonably high, facilities reporting staffing hours per resident
day in the upper 2 percent by type of facility (separately for Medicaid only and for Medicare only/dually
certified) and by type of staff (RN, LVN/LPN, and nursing assistants) were eliminated from the staffing
analysis.
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Facilities reporting extremely low staffing hours per resident day were identified. Since some Title XIX
facilities and Title XVIII/XIX facilities were given federal waivers from the staffing requirements, these
facilities may have few or no RN staff.

Since all facilities are required to have some licensed nurses, nursing facilities with no licensed staff (RNs
and/or LVN/LPNs) and/or no nursing staff were eliminated from these analyses. In addition, facilities with
computed staffing levels lower than 1 percent for licensed or combined nursing personnel for each type of
facility (separately for Medicaid only and for Medicare only and/or dually certified) were removed from the
staffing report because some of these may have been erroneous.

Other reporting errors in staffing data may occur. For example, facility errors in the reporting of time periods
may have occurred or rounding errors may have occurred. These types of errors cannot be detected in the data
set. Thus, because further accuracy checks could not be conducted, only the high and low outlier facilities were
removed from the tables on staff.

RNs, LPN/LVNs, and Aides are presented separately. Total licensed nurses are also presented; these include
RNs and LPN/LVNs added together. Total combined nursing personnel are included as combined RNs,
LPN/LVNs, and nursing aide hours.

DEFICIENCY DATA

State surveyors assess both the process and the outcomes of nursing home care in 8 categories: administration,
environment, mistreatment, nutrition, pharmacy, quality of care, resident assessment, and resident rights.
Each of these categories has specific regulations that state surveyors review to determine whether or not
facilities have met the standards. Each of the specific requirements that goes into a deficiency area has a
measurement and an identifying number (F-tag). In July 1995, the federal government consolidated the 325
measures of quality to about 185 measures, and additional standards have been consolidated over time, so this
report includes data for about 175 F-tags. Some of the definitions of requirements have changed over time. A
detailed list of all the F-tags and longer descriptions are shown in the Supplemental Tables. Detailed
definitions of deficiencies are given in the CMS State Operations Manual.'”’

Where a facility fails to meet a requirement, a deficiency or citation is given to the facility for that individual
requirement. The deficiencies are given for problems that can result in a negative impact on the health and
safety of residents. Since 1995, surveyors have rated each deficiency based on scope and severity for purposes
of enforcement. The deficiencies rated as causing actual harm or immediate jeopardy are the most serious
(rated at a G level or higher).'*®

The tables in this report and in the Supplemental Tables include information for the following deficiencies:

e Accident Environment (F323): Facilities must ensure that the environment is as free of accident hazards as
possible. This is designed to prevent unexpected and unintended injury.

e Activities of Daily Living Services (F312): Residents who are unable to carry out activities of daily living
(ADL) should be given the necessary services to maintain nutrition, grooming, and personal and oral
hygiene.
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Activities Program (F248): Facilities must provide residents with ongoing activities that meet the interests
and the physical, mental, and psychosocial well-being needs of each resident.

Bladder Incontinence Care (F315): Residents who have bladder incontinence should receive appropriate
treatment and services to prevent incontinence and to restore as much bladder functioning as possible.

Clinical Records (F514): The facility must maintain clinical records on each resident in accordance with accepted
professional standards and practices that are: (i) complete; (ii) accurately documented; (iii) readily accessible; and
(iv) systematically organized.

Comprehensive Care Plan (F279): The facility must develop a comprehensive care plan for each resident
that includes measurable objectives and timetables to meet a resident’s medical, nursing, and mental
and psychosocial needs that are identified in the comprehensive assessment.

Dignity (F241): Facilities must promote care for residents in a manner and in an environment that maintains
or enhances dignity and respect in full recognition of each resident’s individuality. This involves assisting
residents to be well groomed and dressed appropriately; promoting independence in dining; allowing private
space and property; speaking and listening respectfully; and facilitating resident communications.

Food Sanitation (F371): Sanitary conditions must be ensured in storing, preparing, distributing, and serving
food to prevent food borne illness.

Housekeeping (F253): Housekeeping and maintenance services must be provided to maintain a sanitary,
orderly, and comfortable environment.

Infection Control (F441): The facility must establish and maintain an Infection Control Program designed
to provide a safe, sanitary and comfortable environment and to help prevent the development and
transmission of disease and infection.

Limited Range of Motion Services (F318): Residents with limited range of motion must receive appropriate
treatment and services to increase and/or to prevent declines in range of motion.

Nutrition (F325): Facilities must ensure that residents receive acceptable nutrition to maintain body weight
unless a resident's condition makes this impossible.

Pharmacy Consultation (F431): The facility must employ or obtain the services of a licensed pharmacist who
establishes a system of records of receipt and disposition of all controlled drugs in sufficient detail to enable
an accurate reconciliation; and determines that drug records are in order and that an account of all
controlled drugs is maintained and periodically reconciled.

Physical Restraints (F221): Residents have the right to be free of physical restraints imposed for purposes of
discipline or convenience and not required to treat the resident's medical symptoms. Restraints are defined
as mechanical devices, materials, or equipment that restricts freedom of movement or normal access to one's

body.

Pressure Sores (F314): Facilities must ensure that residents without pressure sores do not develop them if
this is avoidable.

Qualified Personnel (F282): Care must be provided by qualified persons in accordance with each resident’s
written plan of care.
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¢ Quality of Care (F309): Each resident must receive and the facility must provide the necessary care and
services to attain or maintain the highest practicable physical, mental, and psychosocial well-being, in
accordance with the comprehensive assessment and plan of care.

¢ Sufficient Nursing Staff (F353): Facilities must have sufficient nursing staff to provide nursing and related
services to attain or maintain the highest practicable physical, mental, and psychosocial well-being of

residents.

¢ Unnecessary Drugs (329): Each resident’s drug regimen must be free from unnecessary drugs including (i) in
excessive dose (including duplicate therapy); or (ii) for excessive duration; or (iii) without adequate
monitoring; or (iv) without adequate indications for its use; or (v) in the presence of adverse consequences
which indicate the dose should be reduced or discontinued; or (vi) any combinations of these reasons.
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Tables

TABLE 1
AVERAGE NUMBER OF CERTIFIED BEDS PER FACILITY
BY STATE AND CALENDAR YEAR

State 2009 2010 2011 2012 2013 2014 2015
AK 47.73 45.47 44.13 42.25 44.50 38.50 38.50
AL 116.43 116.94 17.17 116.84 117.07 116.76 116.73
AR 106.06 104.45 105.30 106.19 106.72 107.18 107.47
AZ 119.07 117.90 115.40 114.57 114.24 115.46 113.03
CA 96.92 97.71 97.90 98.37 99.31 98.42 98.95
Cco 94.16 95.55 94.85 95.42 95.99 95.57 94.54
CT 121.77 121.80 120.85 121.12 120.81 120.83 120.68
DC 146.05 133.78 145.89 142.42 145.58 145.58 145.58
DE 106.19 112.65 109.75 109.51 104.26 106.00 106.69
FL 121.19 121.16 121.71 121.69 121.17 121.37 121.68
GA 111.25 110.87 112.54 111.28 111.72 111.75 111.35
HI 88.94 80.78 87.66 88.55 87.06 98.96 95.13
1A 73.34 72.60 73.08 72.19 78.32 77.50 76.42
ID 77.96 77.89 78.53 77.45 76.41 76.29 74.33
IL 128.35 127.86 128.51 129.00 130.05 129.98 128.86
IN 113.62 113.67 115.83 115.10 115.23 114.32 114.63
KS 75.16 75.49 73.91 74.16 74.60 74.26 75.43
KY 91.23 91.80 91.79 91.73 93.34 94.03 93.95
LA 127.77 127.27 128.60 126.78 127.16 126.39 126.39
MA 114.05 114.73 115.03 114.99 115.58 116.17 116.19
MD 125.89 125.71 127.85 124.39 124.81 123.33 123.02
ME 63.07 65.83 66.36 65.34 65.61 66.65 67.17
MI 109.89 110.34 109.79 109.49 108.51 107.40 106.00
MN 84.96 83.42 82.20 81.01 80.57 79.89 78.80
MO 107.19 107.63 107.69 106.59 107.72 107.98 107.96
MS 91.04 91.66 90.74 90.09 90.53 90.52 90.40
MT 80.05 80.84 82.26 81.05 81.80 81.11 83.38
NC 104.01 104.88 105.52 105.52 106.47 106.94 107.28
ND 75.40 75.48 75.86 75.14 75.70 75.65 75.39
NE 71.81 71.93 74.69 71.81 98.88 73.16 73.21
NH 96.78 96.78 99.01 99.53 98.41 99.01 99.01
NJ 141.93 141.79 143.99 142.38 143.77 144.20 144.07
NM 96.15 95.84 97.76 95.06 95.97 96.31 96.85
NV 116.78 118.92 117.87 117.08 117.24 114.68 116.36
NY 190.19 186.29 188.71 185.61 184.71 186.47 186.28
OH 96.82 96.53 96.91 95.77 95.52 95.21 94.72
OK 91.95 92.52 92.88 93.63 94.14 93.59 93.99
OR 89.91 89.25 90.59 88.93 88.89 90.04 83.83
PA 124.26 124.88 125.33 124.72 125.88 126.18 126.11
RI 103.43 102.49 103.32 103.64 103.68 103.81 103.81
SC 106.86 104.89 104.87 103.89 104.87 102.62 105.64
SD 66.71 67.57 59.31 62.18 62.41 62.59 62.11
TN 116.79 117.96 116.88 116.34 116.43 115.36 115.97
X 110.87 111.57 111.68 111.10 112.43 112.45 112.92
uTt 83.64 81.27 81.87 80.31 86.49 86.41 86.78
VA 113.42 112.95 113.52 113.97 113.65 113.20 113.82
VT 82.28 81.90 81.25 81.25 84.18 85.78 85.78
WA 93.51 95.19 95.24 95.63 96.09 96.43 96.10
Wi 92.70 91.50 91.13 89.52 87.51 86.88 86.31
wv 85.24 85.81 89.35 92.30 86.68 87.20 86.17
WY 78.26 78.03 78.13 78.11 78.13 77.63 77.63
us 108.42 108.41 108.57 108.36 109.12 108.73 108.55
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TABLE 2
TOTAL NUMBER OF RESIDENTS AND FACILITY OCCUPANCY RATES
FOR CERTIFIED NURSING FACILITIES BY STATE AND CALENDAR YEAR

Number of Residents Facility Occupancy
State 2009 2011 2013 2015 2009 2011 2013 2015
AK 625 607 586 620 87.29 91.69 86.05 89.47
AL 23,202 22,867 22,600 22,649 86.82 85.22 85.54 85.89
AR 17,822 18,146 17,701 17,506 72.83 73.09 72.19 71.57
AZ 11,788 11,328 11,253 11,542 76.67 70.88 68.71 69.97
CA 100,578 96,727 101,915 100,808 84.84 85.07 84.92 86.47
co 16,358 14,017 16,005 16,182 82.01 80.31 78.33 78.95
CT 26,139 25,631 24,463 23,827 90.27 88.41 88.42 87.11
DC 2,519 2,588 2,561 2,563 92.78 93.36 94.64 92.66
DE 4,245 4,571 4,239 4,278 84.60 86.77 88.39 89.40
FL 71,373 74,430 72,561 73,189 87.76 87.42 87.29 88.00
GA 34,516 26,163 30,256 33,215 87.57 85.54 84.90 83.45
HI 3,871 2,665 2,704 3,516 92.99 90.65 90.62 82.90
1A 25,676 25,761 24,921 24,284 80.28 79.50 79.72 78.51
ID 4,422 4,460 3,900 3,728 71.80 70.11 65.44 65.99
IL 75,218 74,902 72,488 68,840 78.63 78.55 77.34 75.68
IN 38,778 39,516 38,673 39,039 80.83 78.43 76.43 74.42
KS 18,786 18,102 18,406 18,032 83.22 82.87 80.94 78.76
KY 22,990 22,030 22,678 23,423 90.04 89.78 86.92 86.78
LA 25,617 25,577 25,536 25,845 71.43 72.62 73.75 75.47
MA 43,201 41,321 41,573 40,403 89.13 88.22 87.03 86.04
MD 24,951 25,438 24,178 24,553 87.26 87.49 87.73 88.24
ME 6,164 6,368 6,322 6,183 91.73 91.44 90.06 89.58
Mi 39,743 39,664 39,254 39,144 85.20 84.29 84.03 83.07
MN 29,871 28,585 27,057 25,542 91.27 90.42 90.34 87.17
MO 37,886 38,063 37,708 38,432 72.21 72.24 71.57 72.08
MS 16,493 16,633 16,065 16,068 89.27 88.16 87.44 86.73
MT 4,950 4,734 4,653 4,431 71.08 68.51 69.36 66.43
NC 37,612 37,823 37,050 36,722 85.56 86.09 83.69 82.65
ND 5,679 5,733 5,642 5,576 89.66 89.97 93.47 92.46
NE 12,670 12,252 12,036 11,863 79.43 78.24 77.06 76.91
NH 6,928 6,815 6,784 6,686 89.49 89.39 90.71 88.85
NJ 45,610 46,699 45,441 44,887 89.76 88.25 86.88 85.42
NM 5,570 5,449 5,551 5,605 81.59 83.19 81.79 79.50
NV 4,761 4,895 4,760 4,848 82.73 81.86 80.12 75.75
NY 109,218 108,979 105,254 104,536 92.40 91.75 91.22 90.12
OH 79,689 77,970 76,624 75,189 85.88 85.26 84.28 83.21
OK 19,536 19,395 19,229 18,797 66.80 67.88 66.65 66.22
OR 7,688 7,007 7,133 7,466 62.42 61.02 60.46 65.30
PA 80,679 81,081 79,580 78,735 90.81 90.10 90.18 89.32
RI 7,725 8,056 7,987 7,914 91.28 91.92 91.71 90.76
SC 16,946 17,280 16,795 16,754 91.33 89.70 86.60 87.19
SD 6,511 6,335 6,375 6,232 91.49 113.71 92.03 91.55
TN 31,357 28,698 27,514 27,862 86.31 84.86 81.19 76.83
TX 90,448 93,397 92,985 93,180 71.40 70.69 71.69 71.44
uT 5,236 3,567 5,369 5,360 64.83 67.00 62.88 63.90
VA 28,152 28,345 28,162 27,848 89.15 88.28 87.13 87.14
VT 2,885 2,820 2,706 2,618 89.90 86.77 84.59 82.48
WA 18,085 18,023 17,142 16,843 83.06 80.46 80.12 80.00
Wi 30,441 29,576 27,666 26,571 85.82 83.02 81.17 79.55
WV 9,542 7,203 9,232 9,413 88.70 88.07 88.07 86.77
WYy 2,377 2,388 2,372 2,269 79.93 80.43 79.89 76.92
us 1,393,127 1,370,680 1,359,645 1,351,616 83.72 83.07 82.28 81.67
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TABLE 3

PERCENT OF CERTIFIED NURSING FACILITY RESIDENTS BY PRIMARY PAYER SOURCE,

BY STATE AND CALENDAR YEAR

Medicaid Medicare Private/Other
State| 2009 2011 2013 2015 2009 2011 2013 2015 2009 2011 2013 2015
AK 7296 7270 8294  79.03 1440 1210 8.02 9.84 1264 1520 904 1113
AL 68.61 6890  66.01  67.34 1347 1360  13.81 13.69 1793 1750 2018  18.97
AR 6844  69.70 6740  66.29 114 1120 1179  11.98 20.41 1900 2081 2173
AZ 6355 6120  59.02  59.02 1402 1300 1536  16.18 2243 2580 2562  24.80
CA 66.67 6540 6642  61.80 1417 1290 1504  14.88 1915 2160 1853  23.32
co 57.83  57.90 6077  61.17 1200 1170 1229 1156 3017 3040 2694  27.27
cT 67.58  66.10 6726  68.99 1480 1570 1454 1339 1763 1820 1820  17.62
DC 8110  80.00 8059  79.71 9.81 1150 1109 1272 9.09  10.40 8.32 7.57
DE 5739 5840 5952 5961 1658 1500 1750  17.74 26.03 2660 2298 2265
FL 57.75  57.80  57.95  57.13 2054 1950 2060  20.52 2171 2270 2146 2234
GA 7198 7380  70.71 71.72 12.51 1120 1251 12.21 15.51 1500 1678  16.07
HI 7016 69.90 5821  63.37 9.04 940 1165 9.33 2080 2070 3014  27.30
IA 4710 4810 4676  47.57 7.97 6.60 8.33 8.24 4493 4530 4491  44.19
ID 6124 5850 6351 6355 1628 1590 1649  15.80 2248 2560 2000  20.65
IL 6259 6260 6079  57.40 1466 1370 1581 15.44 2275 2370 2340  27.15
IN 6143 6170 6277  62.34 1672 1540 1655  15.89 2185 2290 2068  21.77
KS 5288 5300 5437 5265 10.28 870 1115  11.01 36.84 3830 3447  36.34
KY 65.89  66.90  66.33  66.55 1553 1530 1478  14.07 1858  17.80  18.89  19.38
LA 7337 7380 7316  74.09 1138 1140 1205  11.37 1525 1480 1479 1454
MA 6312 6500 6249  61.24 1394 1350 1305  12.67 2294 2150 2446  26.09
MD 60.66 6050 6177  61.24 1732 1610 1821 19.37 2202 2340  20.01 19.39
ME 6458 6570 6574  63.64 1733 1630 1507 1357 1809 1810 1919  22.79
Mi 62.14 6430 6157  59.85 1826 1690 1853 1827 1960 1880  19.90  21.88
MN 56.41 56.80  53.04 5248 1009 1000 1120  10.72 33.51 3320 3576  36.80
MO 6122 6140 6128  63.07 12.61 1260 1107 1029 2617 2600 2766  26.64
MS 7509 7670 7509 7479 1513 1360 1426  14.55 9.77 970 1065  10.66
MT 5760  57.70 5659  57.84 1044 1050 1204 1253 31.96 3180 3138 2963
NC 67.28 6740 6514  63.64 1592 1560  16.84  16.13 16.80  17.00  18.01  20.22
ND 5323 5540 5126  51.20 7.94 7.60 8.77 7.53 3883 3710  39.97 4127
NE 5270 5380 5177  51.51 1174 1020 1238  13.08 3556 3600 3585  35.40
NH 6420 6480 6542  63.55 1412 1490 1445 1557 2168 2030 2014  20.88
NJ 6225 6290 6212 5943 1766 1700 17.92  18.78 20.08 2010  19.96  21.79
NM 5925 6410  64.37  65.64 1390 1140 1268  11.28 26.86 2450 2295  23.09
NV 5892 5800 5725  57.53 17.01 16.80  17.71 18.15 2407 2820 2504  24.32
NY 7280 7210  69.79  66.67 1184 1260 1191 13.06 1535 1540 1831  20.26
OH 62.74 6320 6298  59.25 1307 1400 1210  10.98 2419 2270 2492 2977
oK 66.21 6550 6629  64.60 176 1180 1197  12.04 2204 2270 2174 2335
OR 6150  61.00 5877  55.97 13.31 1320 1466  14.25 2520 2580 2657 2977
PA 6229 6330 6188 6271 11.51 1160  11.11 10.47 2620 2510 2701  26.82
RI 65.37 6560 6612 6272 9.24 8.80 8.64 9.02 2539 2560 2524 2825
sc 6327 6480 6113  60.19 1642 1630 1838  17.48 20.31 1890 2049 2232
SD 56.01 56.70  53.66  52.18 8.51 7.20 8.09 8.79 3548 3610 3824  39.02
™ 64.95 6510 6266  59.77 1586 1590 1654  17.55 1919 1800 2079  22.68
™ 62.98 6330 6279  61.34 1468 1420 1442 1411 2234 2050 2278 2455
uT 5302 5300 5163  51.03 1862 1960 1922 1849 2836 2740 2915  30.49
VA 60.88 6040 6035  59.01 1826 1820  18.87  17.81 20.86 2240 2078  23.19
VT 6551 6520  63.93  63.67 15.91 1610 1563  16.65 1858 1870  20.44  19.67
WA 60.17  59.80 5957  59.41 1683 1650 1805  17.79 2300 2360 2238  22.80
wi 60.31 6160 5822 5543 1343 1340 1272 13.08 2627 2500 2905 3149
Wy 72.01 7230 7518 7566 13.41 1390 1207  11.44 1458  13.80 1275  12.90
WY 6142 5930  57.97 6219 1035 1090 1134  10.22 2823 2980 3069  27.59
us 63.67 64.00 62.95 61.59 1417  13.90 14.34 1417 2216 2220 2271 24.24
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TABLE 4
NUMBER OF CERTIFIED NURSING FACILITY RESIDENTS WITH MEDICAID AS PRIMARY PAYER
SOURCE, BY STATE AND CALENDAR YEAR

State 2009 2010 2011 2012 2013 2014 2015
AK 456 468 441 494 486 497 490
AL 15,919 15,485 15,755 15,518 14,918 15,536 15,252
AR 12,197 12,472 12,648 12,467 11,930 11,795 11,605
AZ 7,491 7,241 6,933 6,829 6,642 6,619 6,812
CA 67,055 67,427 63,259 68,725 67,692 64,356 62,299
co 9,460 9,525 8,116 9,352 9,726 9,776 9,899
cT 17,665 17,257 16,942 17,014 16,454 16,422 16,438
DC 2,043 1,769 2,070 2,056 2,064 2,061 2,043
DE 2,436 2,097 2,669 2,226 2,523 2,572 2,550
FL 41,218 42,162 43,021 42,608 42,049 41,767 41,813
GA 24,845 23,191 19,308 22,398 21,394 19,702 23,822
HI 2,716 1,950 1,863 1,956 1,574 1,425 2,228
1A 12,093 11,925 12,391 11,704 11,653 11,816 11,552
ID 2,708 2,708 2,609 2,654 2,477 2,471 2,369
IL 47,079 47,119 46,889 46,641 44,065 43,387 39,514
IN 23,821 24,358 24,381 24,566 24,275 24,435 24,337
KS 9,934 10,121 9,594 10,336 10,007 9,676 9,494
KY 15,148 15,305 14,738 15,134 15,042 15,383 15,588
LA 18,795 18,544 18,876 18,918 18,682 19,053 19,149
MA 27,268 27,080 26,859 26,509 25,979 25,045 24,743
MD 15,135 14,284 15,390 14,811 14,935 14,889 15,036
ME 3,981 4,230 4,184 4,227 4,156 4,017 3,935
M 24,696 24,904 25,504 24,635 24,169 24,051 23,428
MN 16,850 16,111 16,236 15,248 14,351 14,258 13,404
MO 23,194 22,883 23,371 23,604 23,107 24,052 24,239
MS 12,385 12,308 12,758 11,739 12,063 12,199 12,017
MT 2,851 2,739 2,732 2,679 2,633 2,669 2,563
NC 25,305 24,905 25,493 24,699 24,134 23,329 23,370
ND 3,023 3,042 3,176 3,013 2,892 2,891 2,855
NE 6,677 6,624 6,592 6,241 6,231 6,302 6,111

NH 4,448 4,440 4,416 4,457 4,438 4,418 4,249
NJ 28,392 28,627 29,374 28,469 28,228 27,747 26,676
NM 3,300 3,533 3,493 3,517 3,573 3,485 3,679

NV 2,805 2,649 2,839 2,670 2,725 2,655 2,789

NY 79,511 77,815 78,574 76,088 73,457 73,108 69,694

OH 49,997 49,722 49,277 46,777 48,258 46,401 44,549
oK 12,935 12,828 12,704 12,964 12,747 12,529 12,143
OR 4,728 4,611 4,274 4,285 4,192 3,960 4179
PA 50,255 50,463 51,324 50,144 49,244 49,524 49,375
RI 5,050 5,080 5,285 5,340 5,281 5,104 4,964
sC 10,722 10,649 11,197 10,535 10,267 8,930 10,084
SD 3,647 3,569 3,592 3,533 3,421 3,291 3,252
™ 20,366 20,063 18,682 18,456 17,240 16,769 16,653
T 56,964 57,864 59,120 59,422 58,385 57,304 57,157
uT 2,776 2,641 1,891 2,020 2,772 2,861 2,735
VA 17,139 17,319 17,120 16,920 16,996 17,120 16,433

VT 1,890 1,866 1,839 1,800 1,730 1,721 1,667

WA 10,882 10,899 10,778 10,412 10,211 10,009 10,006

wi 18,359 17,881 18,219 17,242 16,107 15,580 14,728

wv 6,871 4,464 5,208 4,790 6,941 6,665 7,122

wY 1,460 1,450 1,416 1,421 1,375 1,449 1,411

us 887,004 878,665 877,235 870,255 855,897 843,029 832,460

Note: Figures represent number of residents with Medicaid at the time the facility was surveyed. A larger number of individuals may
have Medicaid as their primary payer at some point during the year.
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TABLE 5
PERCENT DISTRIBUTION OF CERTIFIED NURSING FACILITIES BY OWNERSHIP TYPE,
BY STATE AND CALENDAR YEAR

For Profit Non-Profit Government Owned
State [ 2009 2011 2013 2015 2009 2011 2013 2015 | 2009 2011 2013 2015
AK 13.33 13.33 11.11 5.56 40.00 53.33 55.56 55.56 46.67 33.33 33.33 38.89
AL 78.26 79.48 79.65 81.42 1435 1397 1239 12.39 6.96 6.11 7.08 5.75
AR 81.82 83.47 84.35 81.14 13.85 13.14 1217 1491 433 339 348 3.95
AZ 78.52 79.43 77.93 78.77 20.00 19.15 20.00 17.12 1.48 1.42 1.38 2.05
CA 79.53 81.43 8246 8249 1582 1419 14.18 1347 3.67 3.61 3.03 3.28
co 61.79 61.41 6854 70.97 20.28 1793 16.90 15.67 896 8.70 7.51 7.83
CT 7759 77.08 78.17 75.33 19.92 2083 19.21 23.35 083 042 1.31 0.88
DC 47.37 4211 36.84 4211 4211 57.89 57.89 52.63 10.53 0.00 5.26 5.26
DE 52.08 58.33 58.70 64.44 37.50 33.33 3261 28.89 1042 833 8.70 6.67
FL 71.03 7127 7126 7249 25.71 2546 26.27 24.89 1.93 1.99 1.89 2.18
GA 65.35 67.28 64.58 63.97 28.45 26.84 2790 29.61 592 588 752 5.59
HI 50.00 48.57 50.00 53.33 29.17 2857 30.56 26.67 20.83 22.86 19.44 20.00
1A 52.58 53.66 54.65 54.67 4315 4213 41.72 41.46 427 399 3.63 3.87
ID 58.23 60.49 56.41 55.26 16.46 1358 12.82 14.47 17.72 17.28 14.10 14.47
IL 69.84 71.06 71.60 72.14 26.24 2548 2461 2450 393 346 3.66 3.36
IN 65.66 66.80 47.68 33.76 2485 2272 27.03 20.85 929 1049 2529 4539
KS 4955 5211 5248 53.53 3769 3524 36.44 35.00 12.76 12.65 11.08 11.47
KY 70.21 73.61 73.85 73.96 26.60 23.79 2332 2292 213 223 283 2.78
LA 7448 76.87 76.07 75.99 18.18 16.01 16.07 16.13 594 427 464 4.66
MA 70.53 71.67 71.67 70.07 28.07 2712 2690 28.71 1.39 1.21 1.43 1.22
MD 62.17 66.52 68.58 71.49 3217 2870 2743 26.75 3.91 217 265 1.75
ME 70.09 69.81 70.09 69.90 28.97 29.25 2897 29.13 093 094 0.93 0.97
Mi 65.96 66.51 69.44 71.08 23.24 2326 2176 19.96 892 860 8.33 7.85
MN 2791 29.02 29.63 29.71 60.98 61.14 6138 61.54 11.11 984 873 8.75
MO 69.71 69.90 7241 73.10 23.50 20.39 1840 17.74 6.80 6.99 6.65 6.82
MS 56.16 58.17 67.49 72.68 14.78 9.62 9.85 9.76 14.29 15.87 12.81 12.20
MT 4253 4286 45.12 48.75 40.23 36.90 36.59 33.75 17.24 19.05 17.07 17.50
NC 73.77 7311 77.14 78.72 2225 2170 1952 17.97 258 236 262 2.84
ND 5.95 4.76 3.75 3.75 91.67 9167 93.75 93.75 238 357 250 2.50
NE 46.46 48.83 49.54 49.07 30.53 28.17 28.70 29.17 22.57 2254 2176 21.76
NH 51.25 51.95 5395 61.84 33.75 3247 30.26 25.00 15.00 15.58 15.79 13.16
NJ 67.60 69.02 70.88 72.05 26.54 2446 2445 23.56 559 6.25 4.67 4.11
NM 69.01 65.67 71.83 68.49 2254 2090 2113 21.92 7.04 896 7.04 5.48
NV 66.00 73.08 7255 78.18 16.00 15.38 13.73 10.91 12.00 9.62 11.76 10.91
NY 50.16 52.77 54.05 58.79 42,61 39.78 38.31 35.30 6.60 6.97 6.84 543
OH 76.40 78.81 79.62 79.56 21.00 1896 18.38 18.34 249 222 200 2.10
OK 85.71 84.89 85.76 85.57 11.18 1222 11.33 11.48 280 257 291 2.95
OR 80.29 81.89 82.09 81.75 1460 1496 1493 15.33 5.11 3.15 2.99 2.92
PA 48.11 5042 5221 53.08 4545 4345 4280 4249 5.31 5.01 4.85 4.15
RI 8293 78.82 77.38 79.76 17.07 20.00 22.62 20.24 0.00 0.00 0.00 0.00
SC 7486 73.94 7340 76.47 16.20 16.49 18.09 17.11 838 745 6.38 5.88
SD 3273 34.86 3514 3545 61.82 58.72 60.36 60.00 455 550 4.50 4.55
TN 7484 7458 76.61 81.65 18.47 1864 16.95 14.24 478 542 6.10 4.11
TX 84.07 84.86 86.93 80.07 1269 12.08 10.16 8.81 264 265 275 10.79
uT 82.47 73.77 80.81 75.26 1443 18.03 1212 15.46 206 492 505 7.22
VA 65.12 66.08 67.83 67.61 29.54 2797 2832 2852 356 3.85 3.50 3.17
VT 66.67 65.00 57.89 64.86 30.77 3250 3421 3243 256 250 263 2.70
WA 7265 7415 7455 7227 2094 1992 19.20 20.91 598 593 580 6.36
Wi 4961 5141 5128 52.71 35.51 3453 3436 33.59 14.36 13.30 14.10 13.70
WV 67.72 65.22 73.55 73.81 2205 26.09 17.36 18.25 945 7.61 8.26 7.94
WY 4211 3158 39.47 4211 10.53 1579 1579 21.05 47.37 4211 4211 36.84
US |66.92 68.05 68.73 68.39 26.30 25.13 24.56 23.83 581 562 595 7.12
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TABLE 6
AVERAGE FACILITY SCORES* FOR ACTIVITIES OF DAILY LIVING IN CERTIFIED NURSING FACILITIES
BY STATE AND CALENDAR YEAR

Modified Resource

Eating* Toileting* Transferring* Use Group index**
State 2011 2013 2015 2011 2013 2015 2011 2013 2015 2011 2013 2015
AK 170 1.63 1.65 221 2147 2.06 2.18 2.07 2.04 6.08 587 576
AL 170 171 1.68 223 222 220 2.14 2.16 2.13 6.10 6.09  6.01
AR 1.60  1.63 1.63 210 209  2.06 2.00 2.00 1.99 5.74 572 568
AZ 1.60  1.64 1.59 209 211 211 2.05 2.07 2.07 5.74 5.81 5.77
CA 1.80  1.83 1.85 222 222 220 2.16 2.16 2.16 6.18 6.21 6.21
co 1.60  1.61 1.61 203 201  1.99 1.96 1.95 1.96 5.59 557 556
cT 1.60  1.58 1.55 241 209 207 2.02 2.02 2.02 5.69 569 564
DC 170  1.75 1.71 228 230  2.29 2.21 2.24 2.23 6.23 6.28  6.23
DE 1.60  1.63 1.65 221 215 216 2.11 2.05 2.09 5.97 582 590
FL 170 1.71 1.71 219 218 216 2.14 2.12 2.12 6.03 6.01 5.98
GA 170  1.80 1.84 222 223 222 2.12 2.14 2.13 6.13 6.18  6.19
HI 2.00 192 1.86 240 235  2.30 2.33 2.28 2.23 6.67 6.56  6.39
IA 1.50  1.44 1.42 1.97 195 193 1.88 1.87 1.87 5.32 526  5.23
ID 1.60  1.64 1.60 207 207 206 2.04 2.05 2.05 5.72 576 571
IL 1.60  1.60 1.67 1.94 197 202 1.89 1.93 1.99 5.39 550  5.69
IN 170 1.72 1.70 2.03  2.04  2.04 1.99 2.01 2.01 5.69 577 575
KS 1.50  1.50 1.48 194 193 193 1.86 1.87 1.87 5.31 530  5.28
KY 170 1.69 1.68 247 247 214 2.10 2.12 2.11 5.93 598 593
LA 170 1.82 1.85 207 206 206 1.99 2.01 2.02 5.86 589 594
MA 1.60  1.60 1.59 216 214 213 2.06 2.06 2.05 5.84 580 577
MD 170 1.71 1.73 229 225 224 2.20 2.19 2.16 6.22 6.15  6.13
ME 1.60  1.63 1.65 216 213 214 2.14 2.10 2.11 5.98 586  5.89
M 1.60  1.57 1.55 241 209 206 2.05 2.05 2.05 5.74 572 566
MN 1.50  1.50 1.49 195 195 195 1.91 1.93 1.93 5.37 537 537
MO 1.60  1.57 1.54 196  1.96 193 1.90 1.89 1.87 5.43 5.41 5.34
MS 170 1.80 1.78 209 211 210 2.05 2.08 2.07 5.90 599 595
MT 1.60  1.60 1.64 197 196 198 1.91 1.89 1.92 5.55 545 554
NC 170 1.75 1.77 222 219 2417 2.16 2.14 2.14 6.11 6.08  6.08
ND 1.50  1.47 1.46 191 191 192 1.85 1.84 1.89 5.25 522 527
NE 1.60  1.57 1.57 203 200 1.98 1.95 1.93 1.93 5.56 5.51 5.49
NH 150  1.55 1.50 202 202 202 1.95 1.95 1.96 5.52 552 547
NJ 1.60  1.69 1.68 216 216 215 2.09 2.09 2.08 5.94 594 591
NM 170 1.75 1.71 241 212 204 2.06 2.04 1.99 5.92 5.91 5.74
NV 170 1.64 1.72 241 2143 207 2.04 2.08 2.07 5.83 585 586
NY 170 1.77 1.78 216 216 214 2.09 2.10 2.10 6.01 6.02  6.03
OH 1.70  1.68 1.69 2.08 207 205 2.03 2.03 2.04 5.79 578  5.78
OK 1.60  1.57 1.58 197 196 195 1.90 1.91 1.91 5.44 544 544
OR 1.60  1.57 1.55 218 213 2.09 2.09 2.09 2.09 5.87 579 573
PA 1.60  1.67 1.65 214 212 209 2.10 2.09 2.07 5.90 588  5.82
RI 1.60  1.52 1.53 2.03  2.06  2.06 1.92 1.96 1.98 5.49 554 557
sC 1.80 175 1.75 230 227 226 2.20 2.20 2.20 6.27 623  6.21
SD 150 151 1.53 191 1.88 192 1.84 1.84 1.87 5.28 524 532
™ 1.80  1.78 1.79 220 218 219 2.12 2.13 2.15 6.08 610  6.13
X 1.60  1.75 1.78 240 210 2.09 2.02 2.03 2.04 5.82 588 591
ut 170 1.77 1.69 206 208 203 2.00 2.07 2.00 5.77 593 573
VA 1.80  1.78 1.79 222 221 220 2.14 2.15 2.14 6.13 6.14  6.13
VT 1.60  1.69 1.63 247 215 214 2.08 2.06 2.05 5.92 590  5.83
WA 1.60  1.64 1.61 241 2.09 207 2.05 2.05 2.05 5.78 578  5.73
wi 150  1.51 1.50 201 202 201 1.98 1.99 2.00 5.48 553 551
wv 170 1.65 1.67 218 213 2.08 2.08 2.06 2.05 5.91 583  5.80
wy 1.50  1.52 1.46 197 194 197 1.87 1.88 1.91 5.36 534 534
VS 1.70 1.67 1.68 210 2.10 2.09 2.04 2.04 2.04 580 5.81 5.81

* Score is on a scale from 1-3, with 3 indicating highest level of need among residents.

**Average resident dependence summary score for eating, toileting, and transferring.
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Licensed Nurse Hours

TABLE 7
AVERAGE LICENSED AND TOTAL NURSE HOURS PER RESIDENT DAY
IN CERTIFIED NURSING FACILITIES BY STATE AND CALENDAR YEAR

Total Nursing Staff Hours

State 2009 2010 2011 2012 2013 2014 2015 2009 2010 2011 2012 2013 2014 2015
AK 2.08 2.07 1.85 2.07 2.08 217 2.07 5.45 5.41 5.54 5.92 5.88 5.35 5.30
AL 1.57 1.63 1.66 1.69 1.64 1.70 1.67 4.12 4.28 4.31 4.34 4.23 4.29 4.29
AR 1.40 1.47 1.51 1.51 1.46 1.45 1.48 4.17 4.25 4.31 4.32 4.26 4.23 4.26
AZ 1.66 1.60 1.65 1.99 1.83 1.87 1.93 4.04 3.97 4.15 4.48 4.38 4.38 4.45
CA 1.44 1.49 1.50 1.57 1.58 1.63 1.67 4.01 4.07 4.1 4.18 4.22 4.25 4.29
Cco 1.70 1.66 1.71 1.68 1.71 1.75 1.74 4.00 3.99 4.05 4.10 4.18 4.15 4.18
CT 1.53 1.53 1.57 1.58 1.59 1.63 1.64 3.95 3.95 4.03 4.03 4.04 4.06 4.10
DC 1.79 1.76 1.93 1.90 1.96 2.10 1.98 4.37 4.40 4.57 4.63 4.75 4.85 4.57
DE 1.78 1.74 1.84 1.89 1.79 1.78 1.84 4.20 4.14 4.34 4.40 4.1 4.30 4.21
FL 1.59 1.63 1.62 1.65 1.65 1.66 1.68 4.62 4.64 4.52 4.44 4.43 4.44 4.46
GA 1.44 1.47 1.49 1.56 1.50 1.51 1.55 3.61 3.67 3.74 3.79 3.71 3.67 3.75
HI 1.31 1.38 1.65 1.57 1.41 1.58 1.56 3.94 3.88 4.54 4.40 4.07 4.15 4.23
1A 1.26 1.25 1.31 1.34 1.35 1.38 1.39 3.46 3.50 3.58 3.67 3.69 3.72 3.76
ID 1.86 1.87 1.93 1.86 1.92 1.98 1.95 4.56 4.52 4.65 4.64 4.58 4.64 4.64
IL 1.40 1.42 1.46 1.51 1.46 1.47 1.48 3.55 3.57 3.66 3.71 3.71 3.70 3.75
IN 1.64 1.71 1.70 1.76 1.76 1.85 1.80 3.75 3.85 3.86 3.96 3.99 4.11 4.04
KS 1.29 1.30 1.34 1.44 1.39 1.40 1.45 3.78 3.83 3.89 3.99 3.99 4.05 4.17
KY 1.59 1.63 1.71 1.73 1.69 1.73 1.77 4.08 4.13 4.15 4.27 4.22 4.17 4.21
LA 1.46 1.45 1.48 1.48 1.43 1.49 1.49 3.61 3.62 3.71 3.67 3.66 3.74 3.81
MA 1.62 1.63 1.65 1.68 1.68 1.71 1.70 4.00 4.01 4.03 4.05 4.03 4.07 4.04
MD 1.55 1.60 1.62 1.66 1.68 1.71 1.70 3.93 3.93 3.96 4.01 4.07 4.07 4.06
ME 1.43 1.41 1.43 1.55 1.52 1.50 1.55 4.54 4.49 4.40 4.70 4.53 4.47 4.53
MI 1.43 1.46 1.49 1.55 1.56 1.63 1.66 3.87 3.93 3.97 4.09 4.08 4.15 4.16
MN 1.43 1.48 1.50 1.54 1.57 1.56 1.56 3.85 3.93 3.95 4.01 4.06 4.04 4.04
MO 1.24 1.27 1.30 1.34 1.33 1.33 1.34 3.72 3.73 3.81 3.88 3.86 3.77 3.80
MS 1.69 1.63 1.61 1.72 1.66 1.70 1.67 4.07 4.02 4.01 4.14 4.05 4.09 4.04
MT 1.50 1.44 1.43 1.47 1.44 1.48 1.40 4.08 4.10 4.09 4.08 4.07 4.03 3.95
NC 1.52 1.57 1.58 1.62 1.59 1.58 1.61 3.86 3.96 3.98 3.95 3.96 3.97 4.00
ND 1.50 1.47 1.58 1.57 1.49 1.46 1.44 4.26 4.25 4.46 4.47 4.38 4.35 4.41
NE 1.41 1.43 1.46 1.48 1.45 1.50 1.46 3.84 3.89 3.94 3.98 3.95 3.98 3.91
NH 1.52 1.47 1.51 1.56 1.56 1.61 1.58 4.08 3.97 4.08 4.15 4.05 4.13 4.17
NJ 1.57 1.62 1.66 1.72 1.66 1.73 1.75 3.78 3.88 3.92 3.98 3.94 4.00 4.01
NM 1.39 1.32 1.34 1.38 1.26 1.30 1.32 3.75 3.59 3.58 3.64 3.55 3.56 3.66
NV 1.52 1.59 1.61 1.65 1.65 1.76 1.83 3.83 3.84 3.78 3.99 3.95 4.14 4.16
NY 1.44 1.46 1.48 1.51 1.51 1.55 1.58 3.73 3.76 3.79 3.85 3.86 3.90 3.93
OH 1.60 1.60 1.60 1.62 1.62 1.68 1.70 3.93 3.95 3.94 3.95 3.92 3.99 4.01
OK 1.27 1.26 1.30 1.32 1.23 1.27 1.30 3.71 3.77 3.79 3.90 3.76 3.79 3.84
OR 1.39 1.39 1.49 1.48 1.47 1.59 1.66 4.48 4.40 4.56 4.53 4.52 4.69 4.81
PA 1.70 1.75 1.75 1.77 1.74 1.77 1.77 3.95 3.97 3.99 4.01 4.00 4.04 4.03
RI 1.18 1.22 1.24 1.25 1.29 1.26 1.32 3.72 3.75 3.82 3.89 3.90 3.88 3.95
SC 1.69 1.75 1.73 1.88 1.80 1.86 1.88 4.21 4.24 4.23 4.36 4.25 4.34 4.39
SD 1.12 1.17 1.15 1.18 1.19 1.19 1.24 3.47 3.51 3.56 3.58 3.60 3.61 3.69
TN 1.51 1.57 1.62 1.70 1.68 1.73 1.79 3.72 3.80 3.86 3.90 3.94 3.97 4.02
TX 1.37 1.42 1.40 1.46 1.44 1.50 1.53 3.63 3.73 3.69 3.72 3.74 3.79 3.79
uT 1.71 1.84 1.60 1.97 1.73 1.71 1.89 4.29 4.41 4.21 4.62 4.35 4.29 4.58
VA 1.59 1.64 1.64 1.68 1.70 1.72 1.72 3.84 3.87 3.92 3.97 3.98 4.00 4.00
vT 1.58 1.64 1.67 1.71 1.75 1.73 1.70 4.13 4.23 4.21 4.25 4.43 4.32 4.33
WA 1.56 1.60 1.60 1.68 1.69 1.71 1.72 4.07 4.14 4.11 4.28 4.28 4.27 4.24
Wi 1.38 1.44 1.45 1.50 1.50 1.51 1.54 3.87 3.99 3.96 4.07 4.08 4.09 4.08
wv 1.67 1.72 1.73 1.64 1.59 1.69 1.61 3.87 4.00 3.98 3.82 3.77 3.97 3.90
WY 1.65 1.60 1.61 1.57 1.43 1.51 1.43 3.80 4.05 4.14 4.00 3.69 3.93 3.81
us 149 152 154 158 156 1.60 1.62 3.88 394 396 401 400 4.03 4.05
Facilities | 14,361 14,277 14,030 14,288 14,045 13,959 14,050 14,151 14,075 13,842 14,138 13,845 13,740 13,851
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TABLE 8
AVERAGE RN, LPN/LVN, & ASSISTANT HOURS PER RESIDENT DAY
IN CERTIFIED NURSING FACILITIES BY STATE AND CALENDAR YEAR

RN Hours LPN/LVN Hours Assistant Hours
State 2009 2011 2013 2015 2009 2011 2013 2015 2009 2011 2013 2015
AK 1.47 1.40 1.35 1.39 0.57 0.53 0.52 0.53 3.20 3.61 3.50 2.93
AL 0.53 0.61 0.62 0.67 1.03 1.04 1.02 0.99 2.57 263 2.59 263
AR 0.46 0.54 0.51 0.51 0.96 0.99 0.95 0.97 2.76 2.82 2.79 2.78
AZ 0.72 0.78 0.94 0.98 0.94 0.86 0.89 0.94 2.43 2.41 2.57 2.52
CA 0.63 0.72 0.77 0.78 0.78 0.76 0.81 0.88 2.54 2.58 2.62 2.62
co 0.92 0.95 1.01 1.06 0.78 0.76 0.70 0.69 2.35 2.35 2.45 2.46
cT 0.78 0.82 0.84 0.88 0.74 0.75 0.75 0.76 2.43 2.44 2.42 244
DC 0.70 0.83 0.94 1.12 1.02 1.09 1.03 0.83 2.61 261 2.64 263
DE 0.88 1.00 0.98 1.01 0.92 0.83 0.79 0.83 2.49 2.54 2.36 2.40
FL 0.59 0.65 0.70 0.74 1.01 0.98 0.96 0.94 3.02 2.89 2.76 278
GA 0.43 0.49 0.50 0.54 1.00 1.01 1.00 1.00 2.17 225 2.17 217
HI 0.92 1.21 1.09 1.19 0.59 0.47 0.39 0.41 2.70 2.83 2.75 2.79
IA 0.65 0.72 0.74 0.78 0.60 0.59 0.60 0.61 2.21 227 2.35 2.36
ID 0.97 1.01 1.08 1.15 0.87 0.91 0.84 0.80 2.71 2.68 2.64 2.69
IL 0.76 0.80 0.83 0.85 0.61 0.61 0.59 0.59 2.08 2.12 2.18 2.20
IN 0.64 0.74 0.80 0.90 0.99 0.96 0.97 0.92 2.13 2.18 2.25 2.23
Ks 0.66 0.73 0.76 0.79 0.62 0.62 0.61 0.63 2.51 2.50 2.58 2.64
KY 0.77 0.79 0.82 0.88 0.86 0.91 0.89 0.89 2.52 247 253 243
LA 0.48 0.54 0.48 0.55 0.95 0.94 0.95 0.99 2.15 2.21 2.20 2.30
MA 0.79 0.84 0.89 0.89 0.83 0.81 0.79 0.80 2.39 2.38 2.36 2.35
MD 0.61 0.72 0.82 0.87 0.95 0.90 0.87 0.84 2.39 2.36 2.38 2.36
ME 1.00 1.02 1.05 1.09 0.43 0.40 0.46 0.45 3.10 2.96 3.00 3.01
M 0.67 0.75 0.80 0.86 0.76 0.74 0.75 0.78 2.43 245 2.52 2.47
MN 0.67 0.76 0.82 0.84 0.76 0.75 0.74 0.72 2.37 2.41 2.42 2.42
MO 0.52 0.57 0.57 0.60 0.73 0.73 0.74 0.73 2.52 2.56 2.56 2.47
MS 0.67 0.65 0.67 0.71 1.03 0.95 0.96 0.95 2.38 2.39 2.41 2.40
MT 0.94 0.90 0.97 0.95 0.54 0.54 0.42 0.44 2.56 2.71 2.56 2.50
NC 0.67 0.74 0.76 0.74 0.88 0.86 0.86 0.89 2.38 2.42 2.39 2.39
ND 0.85 0.93 0.83 0.80 0.65 0.66 0.65 0.63 2.86 2.88 2.89 2.99
NE 0.67 0.73 0.75 0.78 0.75 0.75 0.71 0.69 2.49 2.49 2.50 247
NH 0.83 0.85 0.94 0.96 0.70 0.65 0.62 0.62 2.58 2.58 2.51 2.56
NJ 0.81 0.90 0.92 0.99 0.77 0.76 0.75 0.75 2.21 224 2.30 227
NM 0.72 0.79 0.73 0.74 0.60 0.51 0.48 0.46 2.26 2.28 2.22 2.26
NV 0.76 0.79 0.91 0.94 0.81 0.82 0.75 0.87 2.31 2.12 2.20 2.40
NY 0.63 0.66 0.67 0.72 0.80 0.82 0.83 0.85 2.28 2.30 2.35 2.35
OH 0.67 0.72 0.74 0.82 0.92 0.88 0.88 0.88 2.33 2.34 2.28 2.31
oK 0.47 0.47 0.42 0.48 0.78 0.82 0.80 0.79 2.49 248 2.54 2.54
OR 0.83 0.95 0.88 0.95 0.55 0.53 0.60 0.70 3.09 3.02 3.07 3.18
PA 0.87 0.92 0.92 0.93 0.84 0.84 0.83 0.83 2.27 2.24 2.25 2.25
RI 0.81 0.88 0.94 1.00 0.36 0.36 0.31 0.31 2.50 2.59 2.56 2.61
sC 0.71 0.79 0.86 0.91 0.98 0.94 0.93 0.95 2.48 2.50 2.47 2.44
SD 0.76 0.83 0.81 0.86 0.36 0.32 0.36 0.37 2.35 2.41 243 2.48
™ 0.57 0.66 0.67 0.74 0.94 0.97 1.01 1.05 2.18 2.19 2.26 2.24
TX 0.50 0.52 0.54 0.59 0.87 0.87 0.87 0.91 2.29 2.26 2.29 2.25
uT 1.08 1.07 1.29 1.39 0.64 0.53 0.44 0.50 2.59 2.64 2.64 2.72
VA 0.63 0.66 0.72 0.72 0.98 0.99 1.00 1.00 222 2.29 232 2.28
VT 0.69 0.87 0.91 0.99 0.85 0.80 0.84 0.71 2.48 2.54 2.68 263
WA 0.84 0.94 1.05 1.08 0.72 0.65 0.62 0.62 253 2.52 2.62 254
wi 0.80 0.89 0.95 0.98 0.57 0.56 0.55 0.56 2.47 2.51 2.58 2.56
WV 0.75 0.83 0.72 0.73 0.91 0.89 0.87 0.89 227 2.26 2.15 2.28
wY 1.11 1.13 0.98 1.02 0.52 0.48 0.43 0.40 243 2.52 227 245
us 0.67 0.73 0.76 0.80 0.81 0.80 0.80 0.81 240 2.4 243 243
Facilities| 14,715 14,432 14,459 14,470 14,721 14,427 14,463 14,474 14,701 14,415 14,459 14,466
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TABLE 9
AVERAGE NUMBER OF DEFICIENCIES PER CERTIFIED NURSING FACILITY
AND PERCENT OF FACILITIES WITH NO DEFICIENCIES BY STATE AND CALENDAR YEAR

Average Deficiencies Per Facility Percent of Facilities With No Deficiencies
State 2009 2010 2011 2012 2013 2014 2015 2009 2010 2011 2012 2013 2014 2015
AK 7.47 8.53 6.60 7.00 11.50 16.33 15.50 0.00 0.00 6.67 6.25 0.00 0.00 0.00
AL 6.19 6.07 5.11 5.60 4.39 5.55 7.54 12.61 9.65 12.23 10.92 5.63 4.42 1.77
AR 12.24 10.78 9.10 10.12 6.90 7.82 9.15 3.03 3.70 212 2.50 2.70 3.95 3.95
AZ 17.80 12.10 10.00 8.10 7.91 6.77 8.38 0.74 2.90 6.38 6.94 10.16 10.87 8.90
CA 12.59 12.42 10.32 11.79 11.35 12.10 14.42 1.96 1.06 1.20 1.46 1.37 1.11 1.25
co 16.35 15.73 11.63 12.13 9.19 10.38 12.31 0.00 0.95 217 4.31 4.95 1.87 1.84
cT 11.30 9.94 8.75 9.90 8.76 10.32 12.06 4.98 5.98 458 2.99 220 218 1.88
DC 22.00 25.72 19.37 21.00 15.18 19.26 20.84 0.00 0.00 0.00 0.00 0.00 0.00 0.00
DE 16.88 17.70 15.38 18.05 16.24 13.37 16.16 2.08 0.00 0.00 0.00 0.00 217 0.00
FL 10.72 9.25 6.83 7.14 6.40 6.64 8.07 2.97 2.64 2.84 3.81 4.21 4.37 4.51
GA 7.19 5.28 4.67 4.36 3.75 3.38 3.88 10.99 13.38 11.76 17.33 14.95 21.18 17.88
HI 10.69 8.29 8.97 8.75 8.74 6.96 8.44 2.08 0.00 0.00 0.00 0.00 0.00 2.22
1A 9.03 7.90 6.86 6.43 5.37 5.50 7.14 4.49 5.43 5.32 4.81 11.69 6.79 478
D 13.35 14.00 12.00 11.72 10.68 11.91 11.12 1.27 1.27 0.00 3.85 2.74 1.28 1.32
IL 9.31 9.67 8.75 8.60 7.38 8.84 9.54 5.83 4.59 4.99 4.12 5.36 3.42 242
IN 12.82 11.80 9.33 9.66 7.77 8.88 9.99 7.68 7.86 6.41 7.95 8.55 7.77 5.98
KS 15.15 14.95 13.57 11.76 10.16 10.76 12.35 5.93 5.31 2.71 432 4.18 2.65 3.82
KY 7.55 7.76 6.57 6.59 5.67 6.13 7.66 10.28 7.63 4.46 4.26 6.74 5.92 6.60
LA 12.09 12.39 10.29 10.07 6.27 6.30 7.20 3.85 4.26 3.56 461 9.68 9.29 8.60
MA 6.04 5.75 4.52 4.23 3.82 4.38 5.52 18.33 15.62 22.52 21.70 26.30 20.29 15.57
MD 15.76 12.97 11.20 12.30 12.04 12.42 13.72 3.04 3.24 435 3.56 2.38 0.44 2.19
ME 9.44 7.41 5.57 5.31 472 475 4.83 5.61 5.56 8.49 11.11 10.42 9.71 6.83
Mi 13.03 12.80 10.97 11.94 9.66 9.66 11.20 2.35 1.86 1.86 2.09 3.43 2.53 2.24
MN 11.59 9.87 7.95 8.57 6.93 8.06 9.84 2.07 1.81 4.40 5.24 4.31 5.04 3.71
MO 11.99 9.57 8.02 8.36 7.06 7.66 9.24 3.69 4.30 4.85 4.05 4.80 6.25 4.87
MS 8.22 6.82 5.40 7.00 6.50 5.28 6.47 6.40 2.48 5.29 3.08 1.52 6.37 4.88
MT 9.86 7.66 7.33 8.64 9.62 10.51 11.93 2.30 9.47 9.52 9.52 5.63 2.41 1.25
NC 5.73 5.65 4.13 3.99 3.27 413 6.14 14.75 11.35 17.22 17.31 23.90 21.22 17.49
ND 7.51 7.16 6.54 6.79 5.69 8.60 10.05 4.76 3.49 7.14 2.38 3.90 1.25 1.25
NE 7.42 7.49 7.51 7.48 6.44 6.84 8.73 7.52 3.60 6.57 10.80 6.70 8.72 7.41
NH 6.40 9.00 6.55 4.42 3.38 3.47 3.83 12.50 9.75 15.58 10.53 25.00 27.63 17.11
NJ 8.46 7.51 5.44 5.96 4.68 5.43 6.10 5.03 4.42 8.97 9.56 11.99 8.79 6.30
NM 6.10 5.96 5.06 6.29 3.48 7.35 10.29 5.63 7.14 10.45 18.57 3478 19.44 9.59
NV 13.54 15.20 11.21 13.10 12.98 13.89 13.91 2.00 2.00 1.92 0.00 0.00 1.89 1.82
NY 7.57 7.24 6.74 7.20 5.92 6.61 8.04 6.76 7.10 7.13 7.01 9.35 11.94 9.90
OH 8.48 7.78 6.56 5.63 5.29 4.97 6.19 9.15 7.89 10.06 17.79 14.69 13.61 11.22
OK 14.32 13.29 12.83 13.49 12.90 13.92 14.61 497 4.70 6.11 6.35 1.66 4.87 1.97
OR 7.18 6.51 6.27 5.36 7.12 5.83 7.49 14.60 10.87 3.94 11.11 4.49 9.09 5.11
PA 7.55 7.44 6.32 5.77 5.41 7.24 9.94 6.29 4.35 6.13 9.70 8.47 8.75 5.58
RI 4.30 3.48 2.81 3.35 2.33 2.27 2.96 21.95 22.35 40.00 24.71 32.89 30.95 25.00
sC 8.28 6.99 6.10 6.61 479 5.99 7.52 12.29 12.43 12.77 10.05 21.48 8.93 9.63
SD 6.02 5.23 517 4.70 7.22 7.36 8.45 5.45 4.50 11.93 14.16 4.21 0.90 273
™ 6.08 6.63 6.78 7.30 6.45 6.30 6.45 6.05 6.56 5.42 6.51 8.37 8.17 9.81
TX 9.20 8.57 7.12 7.71 7.46 9.01 9.90 10.90 7.72 9.10 8.00 7.31 6.61 5.68
ut 7.10 8.46 10.25 11.21 9.63 9.35 9.53 12.37 13.68 6.56 7.35 12.90 10.31 7.12
VA 11.36 10.03 9.05 10.06 8.79 10.01 11.82 5.34 10.10 7.34 6.07 6.23 2.44 2.11
VT 10.31 10.73 8.75 8.23 8.39 9.00 8.92 2.56 2.50 12.50 5.00 13.89 5.41 13.51
WA 12.62 13.47 11.10 11.15 9.59 10.51 12.65 3.42 2.16 2.97 3.48 3.23 1.36 273
wi 9.49 9.72 7.93 9.50 7.64 8.63 10.81 8.88 8.12 9.97 7.63 8.01 7.49 4.36
wv 11.91 11.26 10.39 11.19 11.48 11.20 12.09 0.00 0.00 217 6.17 225 0.85 0.79
wY 11.08 13.89 13.03 14.95 8.57 12.74 14.87 7.89 2.63 0.00 0.00 2.86 0.00 0.00
us 9.33 8.66 7.95 7.70 7.28 7.96 8.60 6.11 6.63 6.88 7.58 8.07 7.37 6.92
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TABLE 10
PERCENT OF CERTIFIED NURSING FACILITIES RECEIVING
A DEFICIENCY FOR ACTUAL HARM OR JEOPARDY OF RESIDENTS
BY STATE AND CALENDAR YEAR

State 2009 2010 2011 2012 2013 2014 2015
AK 13.33 33.33 26.67 6.25 27.78 38.89 27.78
AL 15.65 11.40 11.35 5.24 5.63 7.08 8.85
AR 32.47 32.51 26.69 2417 16.67 18.86 18.86
AZ 29.63 19.57 21.99 26.39 27.34 26.81 28.08
CA 11.83 10.74 10.32 10.53 13.64 16.44 19.28
co 42.45 36.02 39.67 29.67 29.21 26.64 25.35
CcT 34.85 32.91 37.92 41.88 41.41 42.36 47.14
DC 21.05 52.22 63.16 57.89 23.53 42.11 47.37
DE 39.58 51.35 37.50 28.21 4412 28.26 33.33
FL 8.17 8.78 9.10 7.91 6.73 7.28 8.88
GA 18.03 15.09 10.66 7.29 6.70 7.99 5.03
HI 10.42 17.07 17.14 12.50 4.35 11.54 20.00
1A 20.90 25.11 27.27 22.43 31.69 31.67 27.11
ID 49.37 39.24 43.21 48.72 47.95 55.13 39.47
IL 42.71 40.05 34.96 30.28 26.37 26.02 24.36
IN 39.80 33.99 28.54 28.29 20.30 24.62 27.86
KS 31.75 32.15 30.12 2478 30.31 36.28 42.65
KY 21.63 16.90 20.45 18.44 19.50 22.30 21.53
LA 24.48 24.47 18.86 14.89 12.19 14.29 10.39
MA 24.59 26.11 23.00 21.93 24.48 26.57 25.30
MD 20.87 13.89 9.13 14.22 18.57 17.11 22.81
ME 19.63 11.11 4.72 6.48 11.46 9.71 3.88
MI 4413 50.82 56.51 50.93 4412 36.41 33.86
MN 20.67 20.47 16.84 15.97 10.63 11.14 13.79
MO 32.62 26.56 24.47 20.08 16.70 16.80 21.25
MS 23.15 21.29 24.04 18.97 18.27 15.20 14.15
MT 16.09 13.95 13.10 10.71 16.90 21.69 33.75
NC 17.56 19.15 16.27 14.42 12.09 14.63 17.97
ND 14.29 15.12 16.67 23.81 22.08 41.25 18.75
NE 16.81 17.12 14.55 10.80 15.08 16.06 14.35
NH 11.25 26.25 16.88 10.53 8.33 5.26 5.26
NJ 27.37 21.27 14.40 15.85 16.67 17.86 14.25
NM 29.58 32.86 32.84 37.14 20.29 30.56 46.58
NV 28.00 32.00 26.92 23.53 21.74 26.42 25.45
NY 23.11 17.67 13.63 11.94 12.76 11.15 12.30
OH 22.35 19.73 15.68 10.48 14.56 14.26 17.40
OK 34.16 31.97 34.08 32.38 28.15 35.06 29.51
OR 37.96 29.71 48.03 17.04 34.83 21.21 24.82
PA 21.54 20.08 15.18 7.74 10.66 14.78 19.31
RI 25.61 18.24 7.06 4.71 2.63 3.57 4.76
sC 17.32 16.22 17.55 22.75 14.09 21.43 18.18
SD 26.36 16.22 22.02 23.01 21.05 27.03 31.82
N 13.69 12.19 18.64 13.70 14.10 14.71 14.24
TX 20.95 20.49 16.63 15.76 16.95 21.64 22.08
ut 12.37 16.84 27.87 22.06 16.13 15.46 20.62
VA 16.37 18.47 18.53 16.07 16.48 21.60 27.82
VT 17.95 20.00 15.00 17.50 16.67 21.62 2432
WA 38.03 50.65 38.14 39.13 38.17 39.09 35.91
Wi 39.43 33.76 26.09 29.52 27.60 31.27 27.65
wv 29.13 53.57 39.13 23.46 25.84 24.79 26.19
WY 28.95 34.21 23.68 7.89 28.57 26.32 36.84
uUs 24.67 23.36 21.39 18.83 18.99 20.53 21.25
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TABLE 11
TOP TEN DEFICIENCIES NATIONWIDE FOR CERTIFIED NURSING FACILITIES
BY STATE IN CALENDAR YEAR 2015

Percent of Facilities with Deficiencies

Infection Accident Food Quality Pharmacy
State Control Environment Sanitation of Care Consultation
F441 F323 F371 F309 F431
AK 50.00 55.56 66.67 * 61.11 * 50.00
AL 66.37 * 21.24 7212 % 10.18 21.24
AR 43.86 53.95 58.33 * 39.91 4.39
AZ 54.79 39.04 33.56 28.77 4589 *
CA 64.90 * 54.71 64.73 * 50.00 4579 *
co 65.44 * 60.37 7419 * 55.76 60.37
cT 44.05 67.84 * 42.29 60.35 * 28.63
DC 78.95 * 78.95 * 100.00 * 84.21 * 5263 *
DE 40.00 6222 * 7333 * 7333 * 51.11
FL 53.42 24.45 43.96 26.93 37.85
GA 25.14 20.95 32.68 25.70 11.45
HI 75.56 * 42.22 57.78 40.00 57.78
IA 37.59 51.48 45.10 26.20 11.16
ID 51.32 63.16 * 28.95 60.53 * 46.05
IL 64.74 * 58.82 43.34 38.76 24.63
IN 4594 46.13 52.21 38.38 31.00
KS 58.53 7265 * 60.00 * 50.29 32.94
KY 48.96 48.26 38.89 24.31 19.10
LA 44.80 30.82 41.94 15.05 29.39
MA 26.76 33.09 16.06 12.41 16.30
MD 30.26 46.49 4474 58.77 51.32
ME 16.50 26.21 42.72 21.36 30.10
M 64.13 * 62.33 * 59.19 * 47.76 35.43
MN 46.15 34.22 24.93 40.05 41.38
MO 57.12 46.20 48.73 25.15 28.85
MS 37.56 19.02 33.17 14.15 24.39
MT 62.50 63.75 * 46.25 32.50 23.75
NC 19.15 21.99 38.30 22.70 29.08
ND 52.50 7250 * 36.25 47.50 27.50
NE 50.93 45.37 42.13 34.26 27.31
NH 23.68 9.21 25.00 9.21 17.11
NJ 34.52 36.44 34.52 28.22 28.49
NM 43.84 35.62 47.95 34.25 41.10
NV 81.82 * 65.45 * 56.36 76.36 * 65.45
NY 34.19 3275 39.46 30.51 20.29
OH 28.41 33.65 28.30 28.93 15.83
OK 56.72 52.13 57.05 47.21 32.13
OR 31.39 42.34 26.28 61.31 * 25.55
PA 47.93 4163 4464 57.65 30.33
RI 17.86 16.67 14.29 5.95 5.95
sc 29.95 32.09 40.11 40.11 33.16
) 7273 * 59.09 38.18 30.00 34.55
™ 42.72 29.43 44.30 2247 28.16
TX 51.98 26.77 47.78 25.54 26.28
uT 48.45 38.14 50.52 34.02 45.36
VA 49.30 53.52 42.25 68.31 * 32.39
VT 37.84 40.54 27.03 27.03 32.43
WA 39.09 55.91 33.64 60.91 * 34.09
wi 59.17 50.65 46.51 37.73 7.49
wv 59.52 36.51 49.21 40.48 39.68
wy 7632 * 65.79 * 71.05 * 65.79 * 21.05
us 47.35 42.03 43.70 36.12 28.86

* Indicates ten states in which the highest percentage of facilities had deficiencies.
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TABLE 11 (continued)
TOP TEN DEFICIENCIES NATIONWIDE FOR CERTIFIED NURSING FACILITIES
BY STATE IN CALENDAR YEAR 2015

Percent of Facilities with Deficiencies

Unnecessay Comprehensive Clinical Qualified
State Drugs Care Plan Records Dignity Personnel
F329 F279 F514 F241 F282
AK 55.56 44.44 50.00 * 77.78 * 27.78
AL 5.75 8.85 23.01 32.30 30.97
AR 16.67 5.70 9.65 18.42 32.02
AZ 32.88 23.29 26.71 18.49 15.07
CA 4352 45.03 * 42.09 * 34.60 * 7.49
co 42.40 32.72 20.74 29.49 9.22
cT 32.60 35.68 31.28 38.77 * 33.04
DC 57.89 * 63.16 * 9474 * 57.89 * 21.05
DE 44.44 4667 * 64.44 * 5111 % 4.44
FL 22.85 17.47 22.42 27.95 34.50
GA 6.42 15.64 7.26 5.87 23.18
HI 31.11 57.78 * 22.22 33.33 * 8.89
IA 29.16 18.22 8.20 15.95 13.21
ID 53.95 * 23.68 4868 * 26.32 0.00
IL 28.67 17.36 6.59 18.03 11.44
IN 41.14 31.73 19.56 26.38 50.55 *
KS 55.59 * 40.00 4.41 19.41 2.06
KY 5.90 2257 23.26 16.67 53.13 *
LA 27.24 26.52 14.34 21.15 4194 *
MA 7.06 13.14 27.74 5.84 4501 *
MD 43.42 5219 * 58.77 * 26.32 12.72
ME 18.45 19.42 8.74 11.65 19.42
M 35.20 29.82 18.39 32.51 6.50
MN 41.11 34.22 2.65 26.79 5438 *
MO 20.86 22.81 7.41 16.96 0.97
MS 1.71 37.07 38.05 10.73 46.34 *
MT 27.50 4750 * 4250 * 3375 * 12.50
NC 14.42 16.31 8.75 15.60 6.86
ND 28.75 10.00 6.25 30.00 0.00
NE 36.57 28.70 1.1 20.37 8.33
NH 7.89 21.05 22.37 1.32 5.26
NJ 17.53 16.99 11.78 12.88 12.33
NM 4521 * 36.99 47.95 * 39.73 * 41.10 *
NV 58.18 * 20.00 27.27 30.91 0.00
NY 22.04 29.39 20.29 23.16 27.96
OH 30.61 17.71 14.78 13.73 3.77
oK 51.15 * 54.10 * 4459 * 28.20 27.87
OR 4891 * 35.04 25.55 13.14 0.73
PA 27.18 30.47 40.06 22.46 5.44
RI 11.90 1.19 5.95 2.38 10.71
sC 20.32 21.93 24.06 22.46 22.99
SD 16.36 9.09 30.00 21.82 0.91
™ 9.49 14.24 21.52 21.20 19.30
TX 18.29 31.22 23.64 17.46 20.59
uT 53.61 * 22.68 18.56 25.77 5.15
VA 33.80 31.69 61.97 * 19.72 8.45
VT 27.03 32.43 13.51 24.32 51.35 *
WA 46.36 * 41.36 30.00 36.82 * 20.00
wi 44.44 28.17 19.38 20.67 31.01
wv 31.75 48.41 34.92 30.16 46.03 *
wy 34.21 50.00 * 28.95 39.47 * 4211 *
us 28.62 27.41 22.79 21.91 19.68

* Indicates ten states in which the highest percentage of facilities had deficiencies.
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