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Abstract
Demographic shifts in China pose unprecedented challenges in the care of a rapidly growing older
population. Sporadic reports suggest the recent emergence of institutional elder care in China, but
little is currently known about this phenomenon. This study documents the growth, ownership,
financing, staffing, and resident characteristics of elder care institutions using survey data
collected in 2009 from Nanjing, China, supplemented with government registry data from seven
additional major Chinese cities. Between one-half and two-thirds of facilities operating in these
cities were founded in the last decade, primarily in the non-government sector. In Nanjing,
government ownership dominated homes built before 1990 (96%) but was increasingly rare in the
1990s (60%) and in the 2000s (23%), a pattern observed in the other seven cities as well. In
Nanjing, the average home now draws more than 80% of its daily operating revenues from
private-pay or other non-government sources, and this share increases sharply with the recency of
facility establishment. The majority (85%) of non-government-owned homes are receiving
ongoing per-bed subsidies from the government. The lack of clinical staff characterizes the
majority of study facilities; most care staff are rural migratory workers. There is considerable
variability across facilities in the case-mix of residents in terms of functional dependence and
acuity levels. These findings portray the emergence and rapid growth of a nascent industry of
institutional long-term care in urban China and a fundamental shift in institutional ownership,
financing, and clientele.
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Upon its centennial anniversary, the Dongzhimen Elementary School in Beijing closed in
2003 and joined two other closed elementary schools in the same district to form a new
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one.1 In 2006, a private company renovated the school's old buildings to become the Three
Harmonies Senior Citizens’ Home.2 The transformation of Dongzhimen Elementary School
into a retirement home symbolizes several profound sociodemographic shifts in China—the
shrinking of younger generations, a burgeoning older population, and accordingly,
escalating needs for care of older adults that increasingly strain the Chinese family and
engender new forms of elder care outside the traditional informal support network.

The prospects of population aging and its unprecedented challenges for elder care in China
have been well documented.3–5 Current demographic projections suggest that the older
population (≥65) in China will increase rapidly in the next 30 years, from 8.3% of the total
population at present to 22.6% in 2040; the oldest old (≥80) will grow the fastest, from 1.4%
today to 5.0% by 2040.6 Given China's enormous population base, these percentages
translate into the largest absolute numbers of older people in the world, from roughly 112
million aged 65 and older and 19 million aged 80 and older today to 329 million and 73
million, respectively, by 2040. The older population is also living longer: at age 65, older
Chinese today can expect to live an average of 16 additional years for women and 14
additional years for men.7

Traditionally, elder care in China has been confined to the familial sphere, long enshrined by
the Confucian norm of filial piety. The Constitution of the People's Republic of China
stipulates that “Parents have the duty to rear and educate their minor children, and children
who have come of age have the duty to support and assist their parents” (Article 49),8 but
demographic shifts and rapid socioeconomic changes have fueled growing concerns about
whether the family alone will still be able to care for the rapidly increasing elderly
population in China.9–12 In urban areas, the emerging “4:2:1” family structure, which
consists of four grandparents, two adult children both without siblings, and one grandchild
—a consequence of the one-child policy having been in effect since 1979—compounds
these concerns.

Currently, no national health insurance program for older people (e.g., Medicare in the
United States) or publicly funded safety net program covering health and long-term care
(LTC) for the needy (e.g., Medicaid in the United States) exists in China. Hospital care for
older Chinese is paid for primarily through fee-for-service, and after long hospital stays
patients are discharged home without institutional or community-based postacute care.11 As
is the case in the United States and elsewhere, most elderly Chinese prefer living in their
own homes than in institutions.13 Despite recent government policy initiatives promoting the
development of home- and community-based elder services, such as cash allowances for
paid home care, community health centers, senior housing, recreational facilities, and adult
day care programs,8,14 such services have not yet emerged as a viable LTC option for most
elderly Chinese.

Until recently, institutional elder care was virtually unknown in China. The few facilities
that existed were social welfare institutions run by the government, serving mentally
retarded, deficient adults without families and childless older adults.8,15 Recent reports
suggest that elder care homes owned and operated by non-government entities have
proliferated across major urban centers in China,13,16–18 yet little is known about the
characteristics of these institutions.

The objectives of this article are to document the growth, ownership, financing, staffing, and
resident characteristics of elder care institutions using survey data recently collected from
the city of Nanjing, China, and to use supplemental data from seven additional major cities
in China to determine whether patterns seen in Nanjing are similar to those in other parts of
the country.
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METHODS
Data and Setting

Primary data collected from the city of Nanjing, China, in 2009 were used. One of China's
ancient capitals and now the capital city of Jiangsu Province, Nanjing is located in the
Yangtze River Delta approximately 150 miles west of Shanghai. As of 2008, the total
population of Nanjing was roughly 7.6 million, of whom more than 10% were aged 65 and
older.19

The target population consisted of all elder care homes located in the urban districts of
Nanjing, as of June 2009. The operational definition of an elder care home used is a provider
of institutional LTC services licensed by the city of Nanjing. Homes located in remote
suburban or rural areas of the city were excluded because of travel considerations. From the
official listing of all registered elder care homes maintained by the Nanjing Municipal
Bureau of Civil Affairs, the government agency licensing social welfare and institutional
elder care services, 148 target facilities were identified.

After a survey questionnaire was field tested, a group of 12 graduate students recruited from
Nanjing University who the investigators (ZF, HZ) had trained administered it to all target
facilities through on-site, face-to-face interviews with administrators. The questionnaire was
modeled after the Online Survey Certification and Reporting instrument currently used in
the United States for annual inspection and certification of nursing homes and adapted to fit
the Chinese context. It gathered information at the facility level, including size, ownership,
financing, staffing, and aggregated resident characteristics. The process of data collection,
entry, and integration occurred over a 6-month period, from June to December 2009.
Complete survey data were obtained from 140 of 148 (94.6%) elder care homes in urban
Nanjing.

To supplement the detailed one-city survey, local government Web sites targeting all
provincial capitals or major cities in China were queried. There are 34 province-level
administrative units in China: 22 provinces, five autonomous regions, four municipalities,
two special administrative regions (Hong Kong and Macau), and Taiwan. Seven of these
cities had lists of licensed facilities including data on ownership or the date each facility was
founded. Two (Beijing and Tianjin) posted the year of facility establishment, and six
(Shanghai, Tianjin, Hangzhou (capital of Zhejiang province), Dalian (Liaoning province),
Xiamen (Fujian province), and Anshan (Liaoning province)) had information on facility
ownership. These data pertained to 2007 for Tianjin and 2009 for all remaining cities. The
geographic locations of all study cities are shown in a map (Figure 1).

Main Study Measures
Growth—For Nanjing, Beijing, and Tianjin, a cumulative frequency distribution of all
existing elder care homes in each city was constructed according to year of facility
establishment and used as an approximate measure of growth. In Nanjing, each facility was
further asked whether an expansion (e.g., new building construction, adding new beds) was
currently underway to document planned future growth.

Ownership—In each of the seven cities with ownership information available, all facilities
were classified as government or non-government. Government-owned homes may operate
at the municipal, district, or street residential committee (the lowest level in the Chinese
urban government administrative hierarchy) level. A variety of entities such as individuals,
partners, a corporation, charities, or other non-government organizations may own and run
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non-government homes. It was sought to examine the changing relative shares of
government and non-government homes.

Financing—In Nanjing, each facility was asked about the percentage of its daily operating
revenues derived from each of three broad sources: government funding; private pay
(including the residents’ own out-of-pocket money, their pensions, and transfers from adult
children or relatives); and other sources (a residual category including, e.g., funds from
charities or other non-government sources). In addition, each facility was asked whether it
was receiving ongoing subsidies per occupied bed from the government.

Staffing—In Nanjing, basic demographic information was gathered about the current
administrator and whether he or she was also the founder of the facility. It was also sought
to determine whether the facility had a clear division of labor between direct personal care
(e.g., help with dressing, bathing, eating, and toileting) and housekeeping (e.g., cleaning,
laundry) staff. Information was collected on staffing levels (number of direct-care staff per
100 residents), the proportion of direct-care staff who were rural migratory workers, whether
the facility housed direct-care staff and if so, the proportion of staff living on-site. Whether
the facility employed professional nurses and physicians was also determined.

Resident Characteristics—In Nanjing, aggregate information was obtained on current
residents in each facility, including basic demographics, payment source, and functional and
clinical characteristics.

Analytical Approach
Stratified analyses are first presented, according to city, of the cumulative growth of elder
care homes and ownership in the eight study cities (including Nanjing). Then, based on data
collected from facilities in Nanjing, their financing, staffing, and resident characteristics are
described according to ownership and facility age. The year of facility establishment was
categorized into three categories: before 1990, during the 1990s, and during the 2000s.

RESULTS
Growth of Elder Care Institutions

Figure 2 presents the cumulative distribution of elder care homes according to year of
establishment, in the three cities with data available. All cities demonstrated dramatic
growth of elder care homes. In Nanjing, for instance, there were only three facilities in 1980,
but there were 27 by 1990, 52 by 2000, and 140 by 2009. Similar growth was observed in
Beijing and Tianjin. Drawing upon Chinese census and population survey data, it was
estimated that, in Nanjing, there were approximately 17 facility beds per 1,000 people aged
65 and older in 2009, nearly doubling the number in 2000 of nine beds per 1,000 older
adults (results not shown).

The majority (58%) of elder care homes in the three cities were founded in the last decade
(2000–2009), 19% in the 1990s, and 24% before 1990 (Table 1). Between one-half and two-
thirds of all homes now operating emerged in the last decade, and approximately one-third
in the last 5 years. For instance, 63% of current facilities in Nanjing opened their doors in
the last 10 years, 62% in Tianjin, and 54% in Beijing. In Nanjing, 22% of homes reported an
expansion currently under way, more likely in newer and non-government homes (Table 2).

Ownership
The distribution of homes according to ownership in each of the seven cities with data
available is summarized in Table 1. Government ownership was below 50% in all cities but
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Hangzhou (62%) and was especially low in Tianjin (15%), Xiamen (13%), and Anshan
(8%). In Nanjing, the share of government homes decreased according to the era of
establishment: from 96% of facilities built before 1990 to 60% of those in the 1990s and
below 23% of those that emerged in the last decade (Table 2).

Financing
In Nanjing, the average elder care home drew less than 20% of its daily operating revenues
from government funding and more than 80% from private-pay (79.3%) and other (1.2%)
non-government sources (Table 2, first data column). Government funding accounted for
more than 60%, on average, of daily operating revenues in homes built before 1990, in
contrast to 19% and less than 8% in homes built in the 1990s and 2000s, respectively.
Overall, 70% of all homes reported receiving ongoing per-bed subsidies from the
government. This proportion varied according to when the homes were established: 37% of
homes built before 1990, 48% of those in the 1990s, and 86% of those in the 2000s.
Although nearly 85% of non-government-owned homes were receiving ongoing per-bed
subsidies from the government, this amounted to just over 2% of their daily operating
revenues, with the remaining 98% coming from private-pay or other sources. In contrast,
only half of government-owned homes reported receiving subsidies per occupied bed, but,
on average, nearly 58% of their daily operating revenues came from private-pay or other
sources, with the remaining 42% from government funding; this finding reveals a highly
mixed financing model even in government homes.

Staffing
Thirty-three percent of facilities in Nanjing reported that they stipulated a division of labor
by clearly differentiating staff who provide direct personal care and those who provide
housekeeping services (Table 2). The average home employed 18 direct-care workers per
100 residents. In a typical facility, rural migratory workers constituted 55% of direct-care
staff, and this proportion was notably higher in newer and non-government facilities. Most
facilities (82%) provided housing for their direct-care staff, and in these facilities, more than
93% of direct-care staff were living on-site. This arrangement was more common in newer
and non-government facilities. Professional nurses or physicians were employed in fewer
than one-third of all facilities (29% and 31%, respectively).

Resident Characteristics
On average, 35% of residents were paying out of pocket, and 61% were paying all, or part,
of the fees from their pensions (Table 2). Publicly supported welfare recipients made up
only 16% of residents, who were largely concentrated in government facilities (34%); few
were in non-government homes (3%). In homes built before 1990, 49% of residents were
welfare recipients, versus 20% in homes built in the 1990s and 5% in facilities in the last
decade.

Forty-seven percent of residents in an average facility were independent in daily functioning
(Table 2), although this proportion was substantially higher in government (61%) than non-
government (36%) facilities. Overall, 18% of residents required assistance with eating, 40%
with dressing, and 41% with walking; each of these proportions was significantly higher in
non-government than in government-owned facilities. On average, 23% of residents were
reported to have dementia, 27% were bladder incontinent, and 21% were bowel incontinent.
Fewer than 8% of residents were physically restrained, and relatively few had pressure
ulcers (1%), were tube fed (2%) or were receiving tranquilizers (2%). Again, residents with
each of these conditions were more frequently found in non-government than in
government-owned facilities.
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DISCUSSION
Results from this study are significant in many respects. In this section, the discussion is
focused on matters related to institutional ownership and financing—two salient
characteristics that define the nature of Chinese elder care institutions and have undergone
dramatic transformations over the past 2 decades. Patterns of staffing and resident case-mix
are also commented briefly on, followed by study limitations.

The data document the rapid growth of elder care homes in recent years, especially over the
last decade, in urban Nanjing and a number of major urban centers. In Nanjing, the
government owns 44% of facilities, and most of the growth in recent years is in the non-
government sector. In a significant number of these homes, planned expansions are
underway. This phenomenon represents a fundamental shift from the not-so-distant past,
when institution-based elder care was rare and dominated by government ownership for a
highly select social welfare–dependent population.16,17 Looming on the horizon is a rapidly
developing industry of formal LTC institutions in urban China.

Accompanying the ownership shift are significant changes in the patterns of financing of
institutional elder care. In Nanjing, current facilities rely on private-pay and other non-
government sources for more than 80% of their daily operating revenues. The revenue share
of private-pay and other non-government sources is much higher in the newer facilities
(92%) than in homes built in the 1990s (81%) or before 1990 (39%). These findings suggest
that elder care institutions have been increasingly financed through consumers’ private
payments and less by government funding, which used to support institutional services.16,20

Regardless of ownership, the majority of homes receive subsidies per occupied bed from the
government. Some 85% of non-government homes receive subsidies, although these
constitute merely 2% of their daily operating revenues. These seemingly contradictory
results are consistent with recent government policy shifts in Nanjing and other Chinese
cities. In recent years, the central and local governments have actively encouraged the
development of elder care institutions by the private sector through increased financial
inducements per bed built for new construction and the aforementioned ongoing subsidies
per occupied bed, regardless of type of residents.8,21 The government has implemented
welfare reform since the mid 1990s to decentralize the financing and operation of welfare
institutions to reduce the cost burden.17,22 The Nanjing municipal government provides
financial inducement for new construction in the amount of roughly 2,000 yuan to 4,000
yuan ($300–600) per new bed and an ongoing operating subsidy of approximately 80 yuan
(~$12) per occupied bed per month,23,24 but the amounts allocated may vary across districts
within the city. These amounts, especially the operating subsidies, are small, but because
most residents are paying privately as well, these construction and operating inducements
are enough to underpin much of the observed growth.

For non-government facilities, an additional, important dimension of ownership pertains to
whether a facility is for profit or not for profit, a distinction that may have a bearing on the
quality of care provided, as demonstrated in numerous studies in the West.25 How this
distinction is going to affect care quality will probably become an important matter in the
future of Chinese LTC. In Nanjing, all non-government facilities are licensed as not-for-
profit entities, but in reality, distinguishing between for-profit and not-for-profit operations
is complicated, given difficulties in monitoring financial flows within and outside of the
facility and because property rules and definitions are different and more nuanced in the
Chinese context than is the case in the West.

As with staffing, the data reveal a high proportion of direct-care staff who are rural
migratory workers, suggesting that urban elder care homes are becoming an outlet for
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internal migration. What is unique about these staff is that the majority of them are being
housed in the facilities, a finding not surprising given their temporary residence status in the
city. By providing housing, it would appear that elder care homes serve an important social
solution to the urban housing shortage for rural migrants, consistent with the on-site housing
of construction workers routinely seen in Chinese cities.

Few facilities have clinical staff, such as professional nurses and physicians, available.
Meanwhile, the sickest residents are more likely to be found in the newest, non-government
homes. This suggests that the private sector is meeting the new market demand for seriously
impaired older adults who can no longer be cared for at home by families. Furthermore,
there are no large differences in staffing levels across different types of homes, suggesting
that non-government homes have a higher-acuity case-mix that may not always be
appropriate given their current staffing levels.

This profile of current elder care home residents in Nanjing reveals considerable variability
across facilities in residents’ functional dependence and acuity levels. Thus, “nursing
home,” as generally used in several recent reports on Chinese LTC,11,13,26 would appear to
be a poor catch-all term for existing LTC institutions in China. Nonetheless, in historical
perspective, the observed heterogeneity in case-mix in today's elder care homes in Nanjing
would represent a close view of what U.S. nursing homes were early in the 1960s or 1970s,
before the advent of Diagnosis Related Groups, when hospital length of stay was longer and
a postacute industry had yet to develop.

This study has several limitations. The primary survey data are restricted to one city, which,
like the seven additional cities providing supplemental information, is located in eastern
China, limiting the generalization of the findings to other metropolitan areas in the country.
Nevertheless, similarities in the observed pattern of growth and ownership shifts across
multiple major cities suggest that the findings in Nanjing are likely to be broadly
representative of facilities in many other major cities across China. Furthermore, elder care
home administrators were relied upon to respond, but it was not possible to audit each
facility's finances, although because they did not see the data collectors as part of the
government system, and there was not much of a formal inspection process, the
administrators had no reason to be wary of their responses. In addition, resident-level data,
particularly information about residents’ family situation, social support, and individual
circumstances leading to institutionalization, were not collected.

Despite its rapid growth, this new industry of institutional LTC in urban China is smaller
than in Europe and the United States, both in terms of the number of facilities and bed
supply. Because China's population is aging rapidly, the demand for institutional LTC
services will increase, further fueling their development in the decades to come. Based on
findings from this study, the greatest growth is anticipated in private and proprietary
facilities. Meanwhile, if government construction inducements and ongoing operating
subsidies continue, Chinese policy-makers will soon face mounting pressures to develop a
more-formal regulatory structure such as that in the United States and other industrialized
countries.
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Figure 1.
Geographic location of study cities, China.
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Figure 2.
Cumulative growth of elder care homes over time in selected Chinese cities.
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Table 1

Distribution of Current Elder Care Homes in Selected Chinese Cities According to Year of Establishment and
Ownership

Year of Establishment
and Ownership

Nanjing Tianjin
* Beijing Shanghai Hangzhou Dalian Xiamen Anshan Total

Year established

    Before 1990, n (%) 27 (19.3) 11 (8.1) 105 (31.7) NA NA NA NA NA 143 (23.6)

    1990s, n (%) 25 (17.9) 41 (30.1) 49 (14.8) NA NA NA NA NA 115 (18.9)

    2000s, n (%) 88 (62.9) 84 (61.8) 177 (53.5) NA NA NA NA NA 349 (57.5)

    Total, n 140 136 331 607

Ownership

    Government, n (%) 61 (43.6) 19 (15.2) NA 233 (42.2) 33 (62.3) 102 (40.0) 3 (13.0) 5 (8.3) 456 (37.7)

    Non-government, n (%) 79 (56.4) 106 (84.8) NA 319 (57.8) 20 (37.7) 153 (60.0) 20 (87.0) 55 (91.7) 752 (62.3)

    Total, n 140 125 552 53 255 23 60 1,208

NA = not available.

*
Totals are different for year established and ownership because information on ownership was not available for all homes.
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Table 2

Characteristics of Current Elder Care Homes in Nanjing (N = 140) According to Year of Establishment and
Ownership

Year Established Ownership

Characteristic Total (N =
140)

Before 1990
(n = 27)

1990s (n =
25)

2000s (n =
88)

Government
(n = 61)

Non-
Government

(n = 79)

Sources of daily operating revenues, %
*

    Government, mean ± SD 19.5 ± 34.9 60.8 ± 43.7 19.2 ± 34.8 7.6 ± 20.3 42.2 ± 43.8 2.4 ± 4.1

    Private pay, mean ± SD 79.3 ± 35.4 38.7 ± 43.5 79.3 ± 37.6 91.2 ± 20.7 56.9 ± 44.5 96.2 ± 7.2

    Other sources, mean ± SD 1.2 ± 5.2 0.5 ± 2.1 1.5 ± 6.2 1.3 ± 5.5 0.8 ± 4.2 1.5 ± 5.8

    Receiving government bed subsidies, % 70.0 37.0 48.0 86.4 50.8 84.8

Structure and organization, %

    Government ownership 43.6 96.3 60.0 22.7 - -

    Expansion currently under way 22.1 12.0 21.7 26.4 19.0 26.0

    Hospital affiliated 12.1 3.7 0.0 18.2 6.6 16.5

    Chain membership 7.9 0.0 16.0 8.0 8.2 7.6

Total number of beds, mean ± SD 77.4 ± 84.4 86.3 ± 121.7 69.8 ± 58.0 76.8 ± 77.4 81.0 ± 94.4 74.6 ± 76.3

Occupancy rate, mean ± SD 75.2 ± 25.3 83.9 ± 22.8 80.2 ± 21.7 71.2 ± 26.3 83.1 ± 20.5 69.2 ± 27.1

Staffing

    Administrator

        Age, mean ± SD 49.3 ± 9.1 53.8 ± 7.9 51.1 ± 6.2 47.4 ± 9.6 51.4 ± 8.3 47.7 ± 9.4

        Female, % 65.0 63.0 64.0 65.9 68.9 62.0

        Education, some college or higher, % 39.3 22.2 28.0 47.7 31.2 45.6

        Founder of current facility, % 48.6 3.7 28.0 69.0 21.3 70.5

    Separation of direct-care and
housekeeping staff, %

32.9 22.2 20.0 39.8 29.5 35.4

    Direct-care staff

        Number of staff per 100 residents,
mean ± SD

18.1 ± 10.5 14.6 ± 9.5 15.9 ± 17.0 19.7 ± 7.8 14.8 ± 8.5 20.6 ± 11.2

        Percentage female, mean ± SD 74.4 ± 20.6 81.0 ± 20.7 83.5 ± 19.9 69.9 ± 19.6 79.0 ± 18.3 70.9 ± 21.7

        Percentage middle school or more
education, mean ± SD

50.7 ± 38.6 59.8 ± 37.4 61.9 ± 41.0 44.8 ± 37.5 61.8 ± 38.3 42.3 ± 36.9

        Percentage rural migratory workers,
mean ± SD

55.0 ± 43.1 28.1 ± 38.6 48.1 ± 44.1 65.2 ± 40.6 37.7 ± 42.5 68.4 ± 38.9

        Facility provides housing for direct-
care staff, %

82.1 51.9 76.0 94.3 63.9 97.4

            If so, percentage of staff living in
facility, mean ± SD

93.4 ± 17.9 76.9 ± 30.6 91.8 ± 19.4 96.6 ± 12.6 86.2 ± 25.1 97.1 ± 11.2

        Any professional nurse, % 29.3 18.5 16.0 36.4 27.9 30.4

        Any physician, % 30.7 22.2 20.0 36.4 26.2 34.2

Resident characteristics

    Number of residents, mean ± SD 50.7 ± 51.5 58.9 ± 57.0 46.0 ± 32.1 49.5 ± 54.3 58.9 ± 53.2 44.4 ± 49.5

    Percentage female, mean ± SD 54.9 ± 21.5 38.3 ± 23.3 58.7 ± 24.5 58.8 ± 17.4 48.4 ± 24.4 60.0 ± 17.4

    Percentage aged 60, mean ± SD 94.5 ± 10.7 92.9 ± 9.0 95.6 ± 6.7 94.7 ± 12.1 94.2 ± 7.5 94.7 ± 12.7
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Year Established Ownership

Characteristic Total (N =
140)

Before 1990
(n = 27)

1990s (n =
25)

2000s (n =
88)

Government
(n = 61)

Non-
Government

(n = 79)

    Payment source (overlapping allowed),
mean ± SD

        Percentage private pay, out of pocket 35.2 ± 40.2 14.1 ± 26.7 38.1 ± 36.7 40.7 ± 42.7 25.0 ± 37.0 43.2 ± 41.0

        Percentage private pay, with pensions 61.0 ± 38.3 36.0 ± 39.3 68.2 ± 35.4 66.3 ± 36.2 50.0 ± 42.8 69.6 ± 32.2

        Percentage welfare recipients 16.0 ± 31.7 48.8 ± 45.6 19.8 ± 32.4 5.0 ± 16.0 33.6 ± 42.2 2.8 ± 5.6

    Health and functioning, mean ± SD

        Percentage independent 47.1 ± 36.2 68.5 ± 32.2 55.3 ± 37.6 38.0 ± 33.9 61.3 ± 34.5 35.9 ± 33.7

        Percentage needing assistance with
eating

18.4 ± 23.3 10.1 ± 21.8 8.3 ± 10.3 23.6 ± 24.8 12.3 ± 22.6 22.9 ± 22.9

        Percentage needing assistance with
dressing

40.1 ± 34.1 15.8 ± 24.9 27.8 ± 34.7 50.5 ± 31.7 22.8 ± 29.7 52.8 ± 31.5

        Percentage needing assistance with
walking

40.8 ± 32.3 22.8 ± 27.0 26.1 ± 26.9 50.2 ± 31.6 25.7 ± 27.0 52.0 ± 31.5

        Percentage with dementia 23.2 ± 26.5 17.5 ± 24.3 11.8 ± 16.6 28.2 ± 28.2 20.7 ± 28.7 25.2 ± 24.7

        Percentage physically restrained 7.5 ± 17.8 4.9 ± 18.1 2.3 ± 5.4 9.8 ± 19.5 6.2 ± 17.2 8.5 ± 18.2

        Percentage bladder incontinence 27.4 ± 30.0 20.3 ± 31.6 20.8 ± 25.3 31.4 ± 30.4 22.2 ± 30.6 31.4 ± 29.2

        Percentage bowel incontinence 20.8 ± 26.4 12.8 ± 24.4 15.2 ± 21.8 24.8 ± 27.6 14.1 ± 24.1 25.9 ± 27.1

        Percentage with pressure ulcers 1.0 ± 3.1 0.3 ± 1.1 1.0 ± 4.1 1.2 ± 3.2 0.6 ± 2.1 1.3 ± 3.6

        Percentage receiving tube feeding 2.0 ± 6.9 1.5 ± 4.9 0.2 ± .6 2.6 ± 8.1 1.4 ± 4.9 2.4 ± 8.1

        Percentage receiving tranquilizers 2.2 ± 5.0 3.1 ± 7.4 1.5 ± 4.3 2.1 ± 4.3 1.7 ± 4.0 2.6 ± 5.7

SD = standard deviation.

*
Mean percentages add up to 100%, per column.
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