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Abstract

Background—Nursing home quality of care is a persistent challenge, with recent reports calling 

for increased reforms to improve quality and safety. Less is known about the clinical approaches 

currently used and the barriers perceived by skilled nursing facilities (SNFs) to provide care for 

their short-stay residents.

Methods—We conducted a nationally representative survey of SNFs from October 2020 to May 

2021 to understand their care delivery approaches and perceived barriers. Our primary outcomes 

were the reported number of 23 separate care delivery approaches and the reported number 

of 12 separate barriers to reduce spending or improve care for SNF short-stay residents. We 

also performed stratified analyses by facility participation in bundled payments and other SNF 

characteristics.

Results—We received 377 responses from 693 SNFs contacted (response rate = 54%). SNFs 

reported an average of 16.8 care delivery approaches and an average of 5.0 barriers. While 

there were some differences observed by SNF characteristics, such as by bundled payments 

participation or ownership type, there were common care delivery approaches and barriers 

shared by most facilities. Care management practices, including reviewing the patient census 

and medication reconciliation on discharge, were the most common delivery approaches reported. 

SNFs were less likely to ensure completion of a follow-up appointment with a primary care 

provider or track repeat emergency room visits. Issues concerning staffing, such as staff turnover 
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and/or burnout, and lack of resources to provide patients social support, mental health and 

substance use services, were the most cited barriers to care delivery.

Conclusions—Nationally, SNFs implemented a wide array of care delivery approaches, but 

challenges with staffing and limited resources to address patients’ social and mental health 

needs were dominant. Individual SNFs may have limited ability to address these key barriers, 

so involvement of many stakeholders across the entire health care system may be necessary.
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INTRODUCTION

Concerns about the quality of care in skilled nursing facilities (SNFs) have persisted 

for decades, with National Academies of Sciences, Engineering, and Medicine (NASEM) 

reports in 1986 and 2022 calling for major policy reforms, including better regulation and 

greater oversight.1,2 Recently, President Biden’s 2022 nursing home quality improvement 

plan proposed reforms to improve the quality and safety of nursing homes and increase 

the accountability and transparency of the quality of care provided.3 Although there is 

ongoing controversy about how to best measure quality of care in nursing homes,4 studies 

have shown that patients who receive care in nursing homes with lower quality scores (e.g. 

Medicare “star” ratings), lower staffing levels, or more health inspection deficiencies were 

more likely to be re-hospitalized within 30-days of discharge.5 In contrast, patients receiving 

care from SNFs with higher quality ratings spent more time at home in the 30 and 90 days 

after SNF discharge.6

There have been many recent public and private initiatives to improve SNF quality,7,8 but 

few have made significant or reproducible progress. Perhaps the most prominent federal 

effort has been the bundled payments for care improvement (BPCI) program, which created 

incentives for hospitals and SNFs to better coordinate their services and redesign care 

delivery through a global payment covering the initial SNF stay and all subsequent care 

during the 90 days following SNF admission.9,10 Episode payment for SNFs has been 

associated with a decrease in costs for patients with total joint replacement and patients with 

other conditions who are frail, but no change in health outcomes.11,12

To design effective policy, it is important to understand the clinical approaches that 

SNFs pursue to deliver high quality care and the barriers they face in achieving quality 

improvement. However, little is known about the clinical approaches now commonly used 

by SNFs or the barriers and difficulties faced in providing care during the patient stay 

and post-discharge. To address this evidence gap, we conducted a national survey of SNF 

administrators to understand how SNFs have adopted care practices and perceive barriers to 

providing high quality care for their short-stay residents. We also stratified our sample to 

compare the care delivery approaches and barriers by SNFs that did and did not participate 

in BPCI.
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METHODS

Survey Administration

We conducted a nationally representative survey on post-acute care delivery in SNFs. The 

intent of the survey was to ascertain information on the different clinical care delivery 

approaches used by SNFs nationally and the barriers they perceive in improving quality and 

lowering the cost of care. As initially designed, the survey focused on whether participation 

in payment reform models, such as BPCI, were associated with care redesign. We stratified 

our random sample to include similar numbers of SNFs that did (N = 345) and did not 

(N = 348) participate in BPCI. However, the COVID-19 pandemic interrupted the timeline 

of the originally planned survey and BPCI is only one of many factors that may influence 

care redesign. As a result, our analysis of the survey results focuses on overall effects, 

with survey weighting used to derive nationally representative estimates. The survey was 

designed by researchers at the Harvard T.H. Chan School of Public Health (HSPH) and 

Washington University in St. Louis and conducted October 15, 2020 to May 16, 2021. This 

study was approved as exempt by HSPH’s Institutional Review Board.

At each SNF, the administrator, executive director, or other administrative individual 

most knowledgeable about the clinical approaches of the facility was invited to complete 

a voluntary survey. SNFs were contacted by a survey firm via a sequential mixed 

mode approach by mail, web, and telephone. SNFs were sent an initial personalized pre-

notification form by the study principal investigators explaining the study and sponsorship, 

as well as a link to the online version of the survey. After the pre-notification letter, a 

$100 check was sent along with a second invitation to provide a financial incentive for 

participation. The purpose of the $100 incentive was to increase the likelihood of response 

from the individual completing the survey (e.g., Executive Director, Nurse Administrator; 

not for the facility itself) and was based on literature surveying physicians on the effective 

amount to increase participation in surveys.13 A follow-up campaign included email, 

telephone, and mailed reminders.

Survey Instrument Design

The survey question domains were informed by a literature review, discussions with 

members of an expert advisory panel, and exploratory interviews with administrative 

directors of SNFs in multiple states. Feedback on the initial draft of the survey was 

obtained through cognitive interviews with 10 SNF administrators to ensure the questions 

captured the clinical approaches and barriers consistent with our intent. After incorporating 

input from the cognitive interviews, the survey was formally pre-tested with 40 SNF 

administrators randomly selected from the sampling frame to refine the content and 

question wording, as well as limit the potential for missing data because of questions that 

were misunderstood or unanswerable. The final survey consisted of 17 multi-component 

questions within seven modules (respondent and care settings, participation in alternative 

payment methods, clinical approaches, barriers and context, quality, relationships with other 

institutions, and adapting to the patient driven payment model); the entire survey instrument 

is available in Supplementary Survey S1. Although the survey instrument asked about 

clinical care “redesign,” we use the term “approaches” to describe these items more broadly 
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in this manuscript. Results from these modules were grouped into categories of “care 

delivery approaches” and “barriers” for the purposes of this analysis.

Study Outcomes and Measures

We focused on two key outcomes: the reported number of 23 possible approaches to reduce 

spending or improve care reported for short-stay residents (e.g., use of a discharge check 

list, patient experience surveys) and the reported number of 12 possible barriers to reduce 

spending or improve care for short-stay residents (e.g., inadequate mental health services, 

lack of staff buy-in for changes) (Table S1). The number of care delivery approaches used 

or barriers faced was determined by taking the sum of answers saying “yes, this is currently 

in use or exists” or “yes, this poses a barrier to reducing spending or improving care” 

to survey questions for each outcome, respectively. Although each of the approaches and 

barriers were complex and not necessarily interchangeable, measuring these sums enabled 

us to summarize the scope of currently available tools and challenges faced by SNFs 

across the whole sample. We also examined differences by facility characteristics, including 

BPCI participation, ownership type, chain membership, quality rating, and share of minority 

patients.

Study Covariates

The information collected by SNF survey respondents was supplemented by facility-level 

covariates gathered from the 2021 Centers for Medicare and Medicaid Services’ Nursing 

Home Care Compare Data,14 the 2019 Long-Term Care: Facts on Care in the US 

(LTCFocus) from Brown University,15 2018 SNF Medicare claims data16 and the 2018 

Minimum Data Set (MDS) 3.0.17 The following characteristics were obtained from the 

Nursing Home Care Compare data: the total number of beds, whether the facility was 

part of a chain, whether the facility was part of a continuing care retirement community,18 

total nurse staffing hours per resident per day, overall quality rating (categorized into 1-2 

stars, 3 stars, 4-5 stars), and ownership type (for-profit, non-profit, government-owned). 

From LTCFocus, we obtained the share of residents whose primary support was Medicaid. 

Medicare claims data were used to obtain information on the share of residents who 

were non-white and the mean number of residents. We calculated the share of residents 

with cognitive impairment, based on the cognitive function scale (low, moderate, or 

severe cognitive impairment) using the MDS. Urbanization was determined based on the 

National Center for Health Statistics’ Urban-Rural classification Scheme for U.S. counties 

(categorized into large metro, small/medium metro, micropolitan/non-core).19 From our 

survey, we also collected characteristics such as accountable care organization (ACO) 

participation and whether a SNF was connected with an assisted living facility.

Statistical Analyses

The survey was designed to capture differences in care redesign approaches associated with 

payment reform participation, so the sample was weighted to account for the stratified 

sampling design by BPCI and non-BPCI facilities, as well as non-response bias based on a 

series of facility-level characteristics (percent female, percent minority, number of residents, 

chain membership, ownership type) and population-level measures (metropolitan status, U.S 
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census region, mean household income, percentage of Medicare Advantage penetration, and 

the hospital referral region’s Herfindahl-Hirschman Index based on SNF location).

We calculated average counts of the outcomes and tested for differences across groups 

using t-tests for continuous variables and chi-square tests for categorical variables. We 

estimated average counts of the number of care delivery approaches and barriers reported 

by surveyed SNFs using Poisson regression models with robust standard errors, controlling 

for the facility-level characteristics above. Statistical tests were performed on the set of 

non-missing data (there were 40 facilities, 10.61%, with any missing data). In additional 

sensitivity analyses, we examined differences in outcomes using multiple imputation with 

10 imputed datasets to replace the missing values using the MI commands in Stata.20 All 

analyses were performed with Stata version 17.0 and RStudio 1.4.1103. A p value of 0.05 or 

less was considered statistically significant. However, given the use of multiple comparisons, 

we regard our findings as preliminary.

RESULTS

We contacted 698 SNFs by mail and telephone. This included 5 cases where the mailing was 

returned as undeliverable at least once and the facility had a non-working telephone number, 

no answer, or busy signal during all call attempts. In total, the sample was comprised of 

693 SNFs (348 BPCI, 345 non-BPCI), with 377 completing the survey for a 54% response 

rate (377/693). The response rate was 51% among BPCI SNFs (179/348) and 57% among 

non-BPCI SNFs (198/345). 83% of survey respondents were either the SNF Administrator 

(67.37%) or Executive Director (15.65%) of the facility (Table S2). There were some 

differences between SNFs which responded to our survey compared to all other SNFs in 

the U.S. For example, SNF respondents were more likely to be for-profit (77% vs. 70%, 

p=0.01) and located in a large metropolitan area (47% vs. 41%, p=0.01) (Table 1). Survey 

respondents also had more federally certified beds (115 vs. 106, p=0.05), but there were not 

statistically significant differences in the number of residents or quality rating of the facility. 

There were not many differences observed between contacted SNFs who did and did not 

respond to the survey, except for minor differences in geographic location, with respondents 

more likely to be in the West (16% vs. 9%, p=0.04). (Table S3).

Care delivery approaches and barriers to reduce spending or improve care delivery

All SNFs (100%, n=377) reported at least four of 23 approaches to reduce spending or 

improve care delivery for their short-stay residents, with an average of 16.8 approaches 

(standard deviation [SD]: 4.2) reported (Figure 1, Table S1). The most prevalent types of 

care approaches were implemented nearly universally, including huddles or regular reviews 

of the patient census as a team (97%, n=365), medication reconciliation on discharge 

(97%, n=364), and use of a discharge check list (96%, n=361) (Figure 2, Table S1). 

The use of services specifically targeting residents with dementia, such as a specific 

physical unit for short-stay residents with dementia or enhanced occupational therapy (e.g., 

kitchen simulation environment) were less frequently reported (18%, n=71 and 59%, n=222 

respectively). Post-discharge from a SNF activities, such as following-up to confirm an 

appointment was completed with the patient’s primary care physician (45%, n=178) and 
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following repeat emergency room visits (48%, n=201) were also less commonly reported 

approaches used by SNFs. In adjusted analyses of SNF delivery approaches, for-profit 

governance was associated with a higher average number of care delivery approaches 

(p=0.01) while a higher share of minority patients (p=0.02) or more reported total nurse 

staffing hours per resident per day (p<0.001) were associated with a decrease in the average 

number of care delivery approaches reported (Table S4 and Table S5).

The vast majority (94%, n=354) of SNFs reported at least one barrier to reducing spending 

or improving care delivery for their short-stay residents, with an average of 5.0 barriers (SD: 

3.1) reported (Figure 1, Table S1). The most common barrier experienced by three-fourths 

of the sample was staff turnover and/or burnout (74%, n=289) (Figure 3). Factors related 

to a patient’s post-discharge care, such as difficulty with residents’ lack of social support 

(e.g., living alone) (66%, n=267) and inadequate availability or accessibility of mental health 

services (65%, n=238) were also common concerns. Few SNFs expressed difficulties with 

their relationships with other institutions, as the least common barrier reported by SNFs was 

difficulty forging effective affiliations with home health agencies (12%, n=46) or hospitals 

(15%, n=60). In adjusted analyses (Table S4 and S5), not adopting alternative payment 

models (p=0.02), chain membership (p=0.01), and serving more minority residents (p=0.03) 

were associated with fewer barriers reported.

Differences in care delivery approaches and barriers by facility characteristics

We also examined the types of care delivery approaches and barriers by participation in 

BPCI and SNF characteristics (Table S6-S8). There were a few differences in the prevalence 

of individual items (Table S6). BPCI facilities were more likely to report the use of 

condition-specific care pathways/protocols (79% vs. 63%, p=0.001) and care pathways to 

reduce admissions (91% vs. 76%, p<0.001), use of a medical doctor or nurse practitioner 

focused on SNF care (94% vs. 82%, p<0.001), and tracking of hospital readmissions or 

repeat ED visits both during and post-discharge compared to non-BPCI facilities. BPCI 

facilities also reported increased barriers for some items compared to non-BPCI facilities, 

including lack of access to non-emergent transport (47% vs. 33%, p=0.01) and lack of staff 

buy-in for changes (35% vs. 23%, p=0.01)

There were differences in the use of some approaches and barriers by profit status and chain 

membership (Table S7). For-profit facilities were more likely to report using condition-

specific care pathways or protocols for SNF care (72% for-profit vs. 45% non-profit, 

p<0.001) and use of data analytics to identify high-risk patients (81% vs. 63%, p=0.01). For-

profit facilities were also more likely to report lack of staff buy-in for changes as a barrier 

(29% vs 13%, p=0.01). There were other differences in approaches and barriers experienced 

in facilities by chain membership. Chain membership was associated with greater use of 

tools such as education on shorter length of stay (90% chain vs. 78% non-chain, p=0.01) and 

using care pathways to reduce readmissions (83% vs 69%, p=0.03). Members of chains were 

also less likely to report funding for new programs (30% vs. 50%, p<0.001) and lack of data 

to assess facility quality (9% vs 28%, p<0.001) as barriers compared to non-chain members.

There were fewer differences observed by overall quality rating or share of minority patients 

served (Table S8). There were no statistically significant differences in the implementation 
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of care delivery approaches by star rating, but there were some differences in the barriers 

experienced. Lower quality rated facilities were more likely to experience greater difficulty 

with inadequate mental health services (p=0.01), inadequate substance abuse services 

(p=0.04), and lack of staff buy-in for changes (p=0.04). Facilities serving a higher share 

of racial minority patients were less likely to use huddles for team review of patient census 

(p=0.03), track repeat ED visits post-discharge (p=0.03), or use selective referral to HHAs 

based on quality (p<0.001).

We also compared the facility-level shares of residents with cognitive impairment for 

facilities which did and did not report using each of the dementia-focused care delivery 

approaches (Table S9). On average, facilities with the dementia-focused approaches had 

larger shares of patients with severe impairment based on the cognitive function scale (CFS) 

and smaller shares of patients with low or moderate CFS compared to facilities without the 

dementia tools. Facilities which reported having a dementia-focused short-stay unit were 

more likely to have a larger share of patients with severe CFS (4.29%) compared to those 

which did not have the specialty unit (3.90%).

DISCUSSION

In this nationally representative survey of SNFs, we found that 100% of SNFs implemented 

4 or more care delivery approaches and nearly all SNFs experienced one or more barriers in 

care delivery for their short-stay residents. Fewer SNFs implemented tools likely requiring 

higher investment, like dementia-focused short-stay units. While there was some variation 

observed by SNF characteristics, there were more common themes than stark differences 

across types of facilities, such as the high number of respondents reporting barriers to 

staffing and access to outside resources like mental health.

It is concerning that the least common care delivery approaches reported by SNFs were 

services to meet the care needs of patients with dementia. Although over 30% of short-

stay patients are diagnosed with Alzheimer’s disease and other forms of dementia,21 only 

60% of surveyed facilities were capable of providing enhanced occupational therapy for 

these patients and less than 20% had a specific physical unit for short-stay residents 

with dementia. Previous work has found that facilities with dementia special care units 

had improved quality of care, including reduced inappropriate antipsychotic use, physical 

restraints, pressure ulcers, and hospitalizations.22 This suggests that expanding dementia-

focused units may be an evidence-based opportunity for quality improvement.

One question raised by the results is how the implementation of these delivery care 

approaches can be so widespread among SNFs in our sample, given the relatively static 

variation in overall quality scores observed. A simple explanation could be that the 

correlation between SNF directors’ report of the use of a delivery approach and its actual 

implementation is weak, as the act of identifying an implementation is not fully indicative 

of its quality. It could also be the case that composite nature of the star ratings calculations, 

which include a number of dimensions aside from quality, do not closely reflect advances in 

care delivery. Another possibility is that common care delivery approaches are not enough 

to systematically improve quality on dimensions that matter for patients, like staffing and 

Chen et al. Page 7

J Am Geriatr Soc. Author manuscript; available in PMC 2024 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



coordination across settings of care. Despite observed variation by SNF characteristics 

such as profit or private equity ownership and other factors,23,24 we found that the care 

delivery approaches adopted by SNFs were not systematically correlated with markers of 

quality and were common in both high- and low-rated facilities by Medicare star ratings. 

These findings suggest that pushing individual delivery reforms to SNFs may provide little 

systematic change without addressing other barriers. We also found that few followed 

whether patients had subsequent emergency room visits or primary care physician follow-up 

visits post-discharge from the SNF. CMS’ quality measures currently only capture events 

during the nursing home stay, such as the percentage of short-stay residents re-hospitalized 

after the nursing home admission.25 Including post-discharge follow-up measures could be a 

useful addition to standard SNF quality measures to understand patient outcomes throughout 

the continuum of care.

It is not surprising that most respondents reported staff turnover or burnout as a 

common barrier to improving care. Even before the pandemic, the average nursing home 

turned over its entire staff every year.26 Staff turnover has been associated with more 

rehospitalizations,27 use of physical restraints,28 and increased probability of an infection 

control citation during a nursing home inspection.29 It is unclear how much ability SNFs 

have to address the staffing crisis given labor market turmoil, changes in immigration policy 

(given the high percentage of immigrants in the SNF labor force), and changing payment 

models. The 2022 NASEM report on nursing home quality highlighted underinvestment in 

nurse staffing as a major issue, as low salaries and few benefits alongside inadequate training 

reduced the desirability of working in a nursing home.2 There have been state-led initiatives, 

such as a program launched by state officials in Minnesota, to recruit, train, and deploy 

new certified nurse assistants.30 These programs are designed to alleviate concerns about 

the nursing home workforce, however, further efforts are needed to provide job training and 

nurse development to bolster the workforce. Our survey confirms that staffing is a priority 

for enabling SNFs to improve quality, and further policy efforts to improve job satisfaction 

and increase staff retention are necessary.

The majority of SNFs also lacked resources to address patient social support as well as 

the availability and accessibility of mental health and substance use services. Although 

policymakers have recently shown willingness to strengthen the system capacity of 

behavioral health providers and connect individuals with care options,31 there has been less 

focus on the specific needs of the geriatric population who most commonly use SNFs. These 

are issues that would be very difficult for SNFs to address themselves because they involve 

provider workforce and social safety net challenges outside their facilities. This highlights 

how closely challenges in the SNF industry are intertwined with nationwide policy struggles 

in health care in other domains.

This study had several limitations. First, differences may exist between the SNFs which 

responded to the survey and the total sample of SNFs which were invited to complete 

the survey, as weighting does not fully eliminate non-response bias. There could also be 

concerns about social desirability bias, as survey respondents may have felt pressured to 

report responses that were positive and socially acceptable. Second, although the survey 

was designed and piloted before the COVID-19 pandemic, administration occurred during 

Chen et al. Page 8

J Am Geriatr Soc. Author manuscript; available in PMC 2024 July 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



the pandemic. Because of this, SNF respondents likely experienced additional barriers 

and underwent concurrent practice changes unrelated to the Medicare payment model the 

survey was designed to assess. Third, this was an observational study using cross-sectional 

data, so we were not able to assess causal relationships between SNF characteristics and 

the care delivery approaches and barriers they reported. Fourth, the survey measures SNF 

administrator perspectives on delivery of care and barriers rather than measures that are 

completely objective. Finally, our results focus on summarizing the aggregate number of 

care delivery approaches and barriers reported by SNFs. If a facility leader responded that an 

item was not a meaningful barrier to care redesign, we were unable to assess if that indicated 

they felt that the item was not important, or that it was important and they had successfully 

overcome it.

Conclusions

In a national survey of SNF leadership, we found that SNFs implemented a wide array 

of care delivery approaches internally, but challenges with staffing, mental health access, 

and limited resources to address patients’ social determinants of health remain prevalent. 

Solutions to these challenges will require policy change alongside practice change as 

individual SNFs have limited ability to address many key barriers by themselves, so 

involvement of many stakeholders across the entire health care system will be necessary.
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Key Points:

• Most, but not all, surveyed SNFs utilized common care management practices

• Few SNFs were specially equipped to care for patients with dementia or 

follow their patients’ entire continuum of care, such as follow-up activities 

post-discharge from the facility

• SNFs also reported staff turnover and lack of resources for patient social 

support as important barriers preventing them from improving their care 

delivery

Why does this paper matter?

• Policy change, alongside facility-level practice change, will be required for 

SNFs to address the needs of their short-stay residents.
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Figure 1. Distribution of the number of care delivery approaches and barriers reported by SNF 
survey respondents
Note: Red triangles denote weighted average estimates for each group. The average number 

of care delivery approaches was 16.8. The average number of barriers was 5.0.
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Figure 2. Types of care delivery approaches reported by SNF survey respondents
Note: For care redesign, social determinants of health, and dementia-focused delivery 

approaches, participants were provided a list of initiatives that SNFs might pursue. They 

were asked to indicate whether each tool or approach was used by their SNF for short-stay 

residents. For data collection and performance monitoring, participants were asked if the 

performance indicators were collected and monitored. ED is emergency department. EHR is 

electronic health record. PCP is primary care physician. HHA is home health agency.
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Figure 3. Types of barriers reported by SNF survey respondents (Figure)
Note: Participants were asked if each item posed a barrier to reducing spending or improving 

care. HHA is home health agency.
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Table 1

Characteristics of SNF Survey Respondents and All Other SNFs (Table)

Variables All SNFs
SNF Survey
Respondents

All Other
SNFs

% or mean % or mean % or mean p-value

N of SNFs 15,266 377 14,889

Ownership status

  Not for profit 23.2% 18.7% 23.3% 0.04

  Government 6.2% 4.3% 6.3% 0.11

  For profit 70.6% 77.1% 70.4% 0.01

Urban

  large metro 40.9% 47.3% 40.7% 0.01

  medium/small metro 30.5% 29.5% 30.5% 0.69

  micropolitan/non-core 28.7% 23.2% 28.8% 0.02

Number of residents 95.8 103.1 95.6 0.13

Number of federally certified beds 106.4 115.2 106.2 0.05

SNF in chain 57.9% 62.2% 57.8% 0.09

SNF hospital based 3.9% 3.2% 3.8% 0.51

Region

  West 15.1% 19.5% 15.0% 0.02

  Northeast 18.4% 21.9% 18.3% 0.08

  Midwest 32.8% 30.8% 32.8% 0.40

  South 33.7% 27.8% 33.9% 0.01

Overall quality rating 3.2 3.2 3.2 0.92

Note: Pearson chi-square tests performed for ownership status, urban location, chain membership, hospital-based, and region. T-tests performed for 
number of residents, number of federally certified beds, and overall quality rating.
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