
30-Year Trends in Nursing Home Composition and Quality since 
the Passage of OBRA.

Shekinah A. Fashaw, MSPHa,b, Kali S. Thomas, PhDa,b,c, Ellen McCreedy, PhDa,b, Vincent 
Mor, PhDa,b,c

aCenter for Gerontology and Healthcare Research, School of Public Health, Brown University, 121 
South Main St., Providence, RI 02903;

bDepartment of Health Services, Policy, and Practice, School of Public Health, Brown University, 
121 South Main St., Providence, RI 02903;

cCenter of Innovation in Long-Term Services and Supports, U.S. Department of Veterans Affairs 
Medical Center, 830 Chalkstone Ave, Providence, RI 02908

Abstract

Objective.—In 1987, the Omnibus Reconciliation Act (OBRA) called for a dramatic overhaul of 

the nursing home (NH) quality assurance system. This study examines trends in facility, resident, 

and quality characteristics since passage of that legislation.

Methods.—We conducted univariate analyses of national data on U.S. NHs from three sources: 

(1) the 1985 National Nursing Home Survey (NNHS), (2) the 1992–2015 Online Survey 

Certification and Reporting (OSCAR) Data, and (3) LTCfocUS data for 2000–2015. We examined 

changes in NH characteristics, resident composition, and quality.

Setting and Participants.—US NH facilities and residents between 1985 and 2015.

Results.—The proportion of NHs that are Medicare and Medicaid certified, members of chains, 

and operating not-for-profit has increased over the past 30 years. There have also been reductions 

in occupancy and increases in the share of residents who are: racial/ethnic minorities, admitted for 

post-acute care, in need of physical assistance with daily activities, primarily supported by 

Medicare, and diagnosed with a psychiatric condition such as schizophrenia. With regards to NH 
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quality, direct care staffing levels have increased. The proportion of residents physically restrained 

has decreased dramatically, coupled with changes in inappropriate antipsychotic (chemical 

restraint) use.

Conclusions and Implications.—Together with changes in the long-term care market, the 

NHs of today look very different from NHs 30 years ago. The 30th anniversary of OBRA provides 

a unique opportunity to reflect, consider what we have learned, and think about the future of this 

and other sectors of long-term care.

Brief Summary:

Since 1985 there have been several improvements in quality and changes in demographics. 

Coupled with changes in the long-term care market, the NHs of today look very different from 

NHs 30 years ago.
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Introduction

For more than 30 years, the quality of nursing home (NH) care has been a continuous 

concern.1 In 1984, following published reports and concerns about resident abuse, neglect, 

and a lack of regulation and oversight, Congress asked the Institute of Medicine (IOM) to 

investigate the quality of NHs and make recommendations for improvement. The resulting 

report proposed radical NH reforms,2 many of which were codified by Congress as part of 

the Nursing Home Reform Act of the Omnibus Budget Reconciliation Act of 1987 (OBRA 

1987).

OBRA 1987 created regulations for NHs in an effort to improve the quality of care delivered 

to residents. OBRA included a minimum set of care standards and rights for people residing 

in Medicare and Medicaid certified NHs. OBRA 1987 had a focus on residents’ quality of 

life and care, expectations for improved or maintained resident health, as well as residents’ 

rights to banking, organized family councils, and freedom from unnecessary physical and 

chemical restraints. The Act also standardized certification standards and enforcement 

strategies. As such, OBRA 1987 was an overhaul of the NH industry and marked a new 

beginning for NH care and regulation.

In the 30+ years since OBRA 1987, there have been a number of other changes that have 

directly impacted the NH industry. In response to consumer preferences to remain in the 

community, “age-in-place”, and efforts to rebalance states’ long-term care budgets,3–5 there 

has been a considerable increase in home- and community-based services (HCBS). HCBS 

were seen as mechanisms to divert or delay expensive, and often undesired NH placement. 

Over the last several decades, states have begun funding more HCBS, primarily through 

Medicaid waiver programs; and, for the first time in 2013, states spent more on HCBS than 

care provided in NHs.6 Accompanying these care delivery, market, and financing changes, 

has been growth of an aging and diversifying population, as well as a number of laws and 
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regulations directly impacting the NH industry (e.g., the Balanced Budget Act of 1997 and 

the introduction of case-mix reimbursement).

The purpose of this study was to summarize changes in the NH industry in the 30 years 

since the seminal regulatory change affecting NHs. Specifically, we use historical data from 

three national sources and describe changes in NH facility characteristics, resident 

characteristics, and quality of care from 1985 through 2015. The 30th Anniversary of OBRA 

provides a unique opportunity to examine the changes within this vitally important industry. 

This paper can aid in understanding long-term trends, as well as provide insight into what 

changes we might expect in the future.

Methods

Data

We analyzed data from three sources to examine resident and facility characteristics, 

longitudinally: (a) National Nursing Home Survey, (b) Online Survey Certification and 

Reporting Data/Certification and Survey Provider Enhanced Reporting, and (c) LTCFocUS 

data.

National Nursing Home Survey (NNHS)—The National Center for Health Statistics 

conducted the NNHS. The NNHS consists of a nationally representative sample of over 

1,000 NHs and their residents. NHs included in the surveys had at least three or more beds 

and were Medicare or Medicaid certified or had a state license to operate as a NH. The 

facilities and residents were selected by a stratified two-stage probability design. In the first 

stage, NHs were selected, and in the second stage, residents were sampled from the selected 

NHs. NNHS data were used to describe facility and aggregated resident characteristics. Data 

for these analyses came from the University of Michigan ICPSR public use NNHS data files 

for 1985.7

Online Survey Certification and Reporting Data (OSCAR) /Certification and 
Survey Provider Enhanced Reporting (CASPER)—CMS’ OSCAR/CASPER 

database is a national database of all NH data elements collected by state survey agencies 

during the required annual onsite Medicare and Medicaid Certification inspection. The 

inspections occur at least once during a 15-month period. OSCAR/CASPER data are used to 

determine facility characteristics, deficiencies in care noted during the survey, and 

aggregated resident data. Data included all certified NHs between the years 1992 and 2015. 

Variables in OSCAR/CASPER have been validated for research purposes.8

Long-Term Care FocUS (LTCFocUS)—We used LTCFocUS.org, a product of the 

Shaping Long-Term Care in America Project at the Brown University Center for 

Gerontology and Healthcare Research and supported, in part, by the National Institute on 

Aging (www.ltcfocus.org). This dataset included information for years 2000–2015 and 

combined variables from the OSCAR data; the Minimum Data Set (MDS), resident-level 

data related to resident clinical and functional status; the Area Resource File (ARF), a 

national county-level health resources database maintained by the Health Resources and 

Services Administration that contains data about the health professionals and facilities in 
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each county; and the Residential History File, a data resource built using Medicare 

Enrollment data, Medicare claims data, and assessment data to track individuals as they 

move through the long-term care system.9 For these analyses, we used the LTCFocUS data 

to describe the aggregated characteristics of residents served in NHs between 2000 and 

2015.

Variables

We included the following facility characteristics to describe changes in the NH market over 

time: dual certification for Medicare and Medicaid, multi-facility chain membership, for-

profit status (versus non-profit or government), presence of an Alzheimer’s special care unit, 

facility size (i.e., total number of beds), and occupancy rate.

To describe the resident composition, we included demographic characteristics, length of 

stay, admission source, physical function, mental health diagnoses, and medication use 

measures. Demographic variables from LTCfocUS included the percent of female residents 

in each facility; the percent of blacks, whites, and Hispanics in each facility; and the average 

age for residents residing in each facility. Also from the LTCfocUS, we included the percent 

of long-stay residents, defined as the percent of residents in the NH at least 90 of the last 100 

days. We also include the percent of residents admitted to the NH directly from the hospital 

versus the community or other LTC setting. From the OSCAR/CASPER, we included 

information about residents’ primary payer, as the percent of residents whose primary 

support was Medicaid or Medicare. Measures of resident physical and cognitive function 

included the facility’s average Activities of Daily Living (ADL) scale score, bed/chair bound 

measures, individual early-, middle-, and late-loss ADLs, and the percent of residents with 

dementia. The ADL scale score comes from LTCFocUS, ranges from 0–28, and is created 

by summing seven ADL items on a scale from 0–4 (with 0=complete independence and 

4=total dependence for each item). The facility average represents the average across all 

residents in the facility. Chairbound and bedbound measures come from the NNHS and 

OSCAR/CASPER data and refer to the percent of residents unable to leave their chair or 

bed, respectively, at the time of the survey. The individual ADLs of interest from the NNHS 

and OSCAR/CASPER data include dressing, bathing, transferring, toileting, and eating and 

represent the percentage of residents who were not completely independent in each of these 

activities at the time of the survey. From the NNHS and OSCAR/CASPER data we also 

included a measure for the percent of residents with dementia within the facility. Measures 

of resident mental health and medication use included the percent of residents with a 

psychiatric diagnosis (excluding dementia and depression), a schizophrenia diagnosis, 

receiving antianxiety medications, receiving antidepressants, and receiving antipsychotics.

Information on facility quality consisted of structure, process, and outcome measures.10 As a 

measure of structure, we included the number of certified nursing aides, licensed 

professional nurses, and registered nurse hours per resident per day from the OSCAR/

CASPER data. We obtained information about facilities’ quality process measures including 

the percent of residents in a facility who: were physically restrained, received tube feeding, 

had a catheter, received antipsychotic medications without a diagnosis of schizophrenia or 

bipolar disorder at the time of the survey, and the percent of facilities experiencing 
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medication errors. Medication error refers to the percentage of facilities cited for drug error 

rates over 5% reported during the annual survey. Quality outcome measures included the 

percent of residents within a facility with pressure ulcers, and the percent of residents within 

a facility experiencing incontinence. Values for pressure ulcers/bedsores indicate the 

percentage of residents during the annual survey with pressure sores. The incontinence 

measures indicate the percent of residents with bladder or bowel incontinence at the time of 

the survey.

Analyses

Univariate analyses of the above variables were completed using STATA 14.11 Data from the 

NNHS were weighted using the facility, bed, and current resident weights provided. 

OSCAR/CASPER and LTCFocUS data are available at the facility-level. Facility-level 

variables are averaged for each study year. We do not include inferential statistics in this 

paper because we are presenting data for the entire population of NHs in the US for the 

majority of years.

Results

Facility Characteristics

In the past 30 years, the NH industry has decreased in size, from 19,068 facilities in 1985 to 

15,686 in 2016 (Table 1). There has also been an increase in the percent of facilities that are 

non-profit (25% in 1985 and 31% in 2015) and that are dually certified by both Medicare 

and Medicaid (33% in 1985 and up to 97% 2015). Between 1995 and 2015, chain 

membership increased from 51% to 57%, the percent of facilities with an Alzheimer’s 

special care unit increased from 11% to 15%, and the overall NH occupancy rates declined 

from 87% to 81%.

Resident Composition

The population that NHs serve has changed over the last 30 years (Table 2). Data from the 

NNHS and LTCFocUS suggest that while the average age of residents has remained 

constant, the percent of residents who are racial and ethnic minorities have increased from 

7.8% in 1985 to 20.7% in 2015. The average percent of females decreased from 72% of 

residents in 1985 to 67% in 2015. The prevalence of long-stay residents within NHs has 

remained stable at 69% of all residents over this time period. However, the percent of 

residents admitted from the hospital increased from 67% in 2000 to 85% in 2015. There has 

also been a shift of payer types over time (Figure 1). Between 1992 and 2015 the average 

percent of residents with Medicaid as a primary payer decreased from 64% to 58%; while 

the average percent of residents with Medicare as the primary payer rose from 9% to 15%.

Resident physical and cognitive function has decreased over the years (Table 3). According 

to LTCFocUS data, the average ADL dependency score amongst NH residents increased 

slightly from 15 to 17 between 2000 and 2015. According to NNHS and OSCAR/CASPER 

data, residents who required assistance in bathing increased from a national average of 89% 

in 1985 to an average facility average of 96% in 2015. The same trend is demonstrated in the 

increased share of residents who need assistance with the other ADLs from 1985 to 2015: 
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assistance with dressing rose from 74% to 92%; assistance with transferring from 60% to 

85%; assistance with toileting from 49% to 88%; and assisting with eating increased from 

38% to 56%. However, there was a decrease in the percent of residents who were bedbound 

from 6% in 1985 to 4% in 2015, while being chair bound rose from 39% to 64%. The 

percent of residents with dementia increased from an average of 39% in 1995 to an average 

of 45% across the facilities in 2015.

The share of residents with psychiatric diagnoses has increased over the years, as has the use 

of psychotropic medications. According to the OSCAR/CASPER data, there was an almost 

three-fold increase in the share of residents with a psychiatric diagnosis, from 11% in 1995 

to 31% by 2015. Between 1985 and 2015, the average percent of residents with 

schizophrenia increased from 6% to 11%. The percent of residents receiving antianxiety, 

antidepressant, and antipsychotic medications in 1995 were 15%, 20%, and 16%, 

respectively and by 2015, increased to 23%, 49%, and 20%, respectively.

Quality of Care

The average direct care staffing hours have increased over time, with the greatest increases 

observed among CNAs (see Table 4). Overall, quality process measures have also improved 

since the passage of OBRA 1987. Notably, the average proportion of residents being 

physically restrained decreased dramatically from 19% to 1%, and the percent of residents 

receiving antipsychotic medications inappropriately, as a chemical restraint, decreased from 

16% in 2000 to 12% in 2015, although there was a peak of 22% in 2005. However, there was 

not much change in the proportion of facilities cited for medication errors over this time 

period.

Quality outcome measures also improved over time. The proportion of residents with 

pressure ulcers decreased from 8% to 6%. Lastly, congruent with increased need for 

assistance, bowel and bladder incontinence increased from 42% to 44% and 49% to 62%, 

respectively.

Discussion

Within this 30-year period, there were facility, resident, and quality of care changes that can 

be linked to regulations adopted through the OBRA 1987 and other policy shifts in the long-

term care sector.

Certification

Over the last 30 years, we witnessed a change in NH certification. This change is consistent 

with the OBRA 1987 requirement for NHs to be certified and meet the federal participation 

requirements in order to receive Medicaid and Medicare payments.12 Previously, Medicare-

certified facilities had more stringent requirements but seeing that the majority of 

government spending came from Medicaid, OBRA 1987 stipulated that all Medicaid-

certified facilities met a set of standards that were similar to that of Medicare.1 Additionally, 

noting Medicare’s generous reimbursement for skilled care, many Medicaid-only NHs 

became dually certified in both Medicare and Medicaid.13 These policy and financing 
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incentives likely contributed to the increase in the proportion of facilities that were dually 

certified during this time period.

Changing Demand and Supply, and Lower Occupancy

Concurrent with shifting U.S. demographics (e.g., an aging and increasingly diverse 

population), NHs in the last 30 years have witnessed increases in the proportion of 

minorities and decreases in the proportion of white residents. Recognizing the aging 

population, the long-term care market began to appear more lucrative and attracted a greater 

number of investors to NH operations.14 This is evidenced by the percent of NHs that were 

owned and operated by a chain. Stevenson, Grabowski, and Coots (2006) posit that chain 

facilities increased due to the interplay of certificate of need laws and resulting acquisitions.

Despite the aging of the population, there was a decrease in the number of NHs and facility 

occupancy rates during this time period. This decrease in NH supply and occupancy is likely 

attributable to the rise of community options such as assisted living and other HCBS.15,16 In 

2000, Medicaid spent about 27% of its total Medicaid long-term services and supports 

(LTSS) expenditures on HCBS and 73% on institutional care; by 2016, 57% of the 

expenditures were for HCBS and 43% for NH care.6 It can be difficult to quantify the 

increase in community-based services due to data challenges, however the National Survey 

of Resident Care Facilities identified approximately 31,100 residential facilities in 2010 and 

researchers have suggested a continued growth in the market.17–19 The growth of long-term 

care alternatives allows individuals to remain in their homes and communities longer, in 

many cases delaying NH placement or diverting it all together.20–24 These trends may also 

explain some of the reason behind the increase in functional impairment among NH 

residents over this time period.

Another potential explanation for the increase in functional impairment witnessed over this 

30-year period may be the increase in post-acute, rehabilitative care provided in NHs. 

Recognizing the profitability associated with providing Medicare-reimbursed services,25 

NHs began to accept more post-acute care patients, with a large number of NHs choosing to 

specialize in the care of post-acute patients.13,26 This shift in the orientation of NHs over 

this time period, from providing typically long-term custodial care to post-acute, 

rehabilitative care, may contribute to the increase in resident acuity witnessed in this study. 

It is evident from our findings that there is an increase percentage of residents being 

admitted directly from the hospital, presumably for post-acute care, and may contribute to 

higher levels of functional impairment as residents may be leaving hospitals “quicker and 

sicker”.27,28

Quality Improvement

Despite higher resident levels of need, NH quality appears to have improved over time. Our 

data show modest gains in quality indicators between 1995 and 2015. The literature around 

drivers of quality improvement in NHs is vast and includes mechanisms such as NH 

ownership, nurse staffing, public reporting and quality improvement initiatives. The quality 

improvement that we witnessed during this time period could have been attributable to the 

increase in non-profit NHs, which have consistently shown to have higher quality ratings.14 
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Quality improvement could also be directly related to the increase in nursing hours 

witnessed over this time period. OBRA 1987 improved the standards for nursing hours, and 

we observed these increases over time. While it is possible that the increase in nursing hours 

may be in direct response to increasing need among residents, prior research has concluded 

that increasing nursing hours improves patient outcomes.29–31 It is also plausible that new 

inspection, survey, enforcement efforts, and public reporting prompted improvements in 

quality measures.1,32 While it can be argued that NHs still have room to improve in their 

quality indicators, it is important to note that despite an increasingly vulnerable and higher 

need population, we still observe quality gains among NHs during this time period.

One of the direct effects of OBRA 1987 was a substantial decrease in the use of physical 

restraints. Physical restraints were initially used on residents with serious mental illness to 

manage behaviors, but began to be used more widely on residents with behavioral 

symptoms, including residents with dementia.33 Prior research indicates that physical 

restraints are associated with worse outcomes for residents, such as increased depression, 

less social engagement among NH residents,34–36 reduced muscle strength34 and pressure 

ulcers.34,35,37 Parts of OBRA 1987 focused directly on the residents’ rights to be free from 

all restraints. Unfortunately, decreases in physical restraints were coupled with initial 

increases in chemical restraint use, such as inappropriate antipsychotic use. Antipsychotic 

medications increase the risk of falls38 and death.39,40 In 2005, the FDA released a Black 

Box warning to decrease the use of antipsychotics among older adults.41 This warning is 

consistent with the 2005 peak in antipsychotic use that is present in our data. In 2011, CMS 

launched a national partnership to further reduce inappropriate antipsychotic use, which has 

been largely successful.42 With the increase in dementia residents and initiatives to improve 

dementia care in NHs, there was a simultaneous increase in Alzheimer’s SCUs, with a peak 

in the percent of facilities with an Alzheimer’s SCU in 2005. Literature suggests that 

residents within facilities with SCUs have significantly more challenging behaviors and have 

increased risk for chemical restraint use.43,44 The presence of these units may also account 

for the increased resident impairment.

It is also important to note the dramatic increase in residents with serious mental illnesses 

(SMI), as this could be a direct result of state psychiatric facilities closures in the 1960s and 

1970s. The increase in the SMI population creates a new and increased burden for NHs and 

their staff that may negatively affect the quality of care that NHs are able to provide.45,46

Despite the success of several prompted voiding interventions,47,48 we observed increases 

into the share of NH residents experiencing incontinence over the past 30 years, potentially 

reflective of the increasing needs of the NH population. Prompting toileting interventions 

can be labor intensive, and it is often more convenient to diaper a resident than toilet.49 More 

work is needed in this important quality of life area.

Limitations

This work provides a high-level look at national trends in NH characteristics, resident 

composition, and quality measures. Data are averaged across all facilities for the available 

study years. We do not have access to annual data available between 1986–1994, and 

because of the facility-level nature of our data we are unable to summarize resident-level 
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changes over time. For example, it would be interesting to examine changes in acuity, 

separately for long-stay vs. short-stay residents, or changes in residents’ lengths of stay. This 

would help us understand if the increase in acuity over time is due to an increased focus on 

post-acute care, or attributable to higher levels of acuity among long-term residents who 

may delay entry into NHs through home and community-based alternatives. Future work in 

this area would be beneficial to understanding additional impacts of OBRA on the long-term 

care industry, as a whole.

Conclusions and Implications

Overall, OBRA 1987 is positively associated with the quality of care improvements in NHs 

despite increasing impairment of NH residents. OBRA 1987 was also successful in 

implementing/enforcing the MDS resident assessment survey, and without that this research 

would not be possible. Due to the aging-in-place movement, we are seeing lower occupancy 

rates in NHs. Older adults without financial resources, disproportionality minority older 

adults, are becoming an increasing proportion of NH residents, as they may not be able to as 

readily access these care alternatives. Current and future policies should focus on expanding 

equitable access to the remaining long-term care services and supports in the continuum of 

care, particularly given the policies and initiatives focused on decreasing NH utilization 

through support of home and community based alternatives.50 While NHs continue to focus 

more on short-stay post-acute care residents and long-stay residents with dementia, more 

work will need to be done in community-based settings to ensure the highest quality care 

and life. Improving quality is also about improving equity, and it is important for future 

work to examine access to quality care for our most vulnerable elders who are sometimes 

triply and doubly vulnerable because of their cognitive status, race, and/or socioeconomic 

position. As our work shows, much of the quality progress made in NHs has been because of 

regulation and oversight over the years. The same level of oversight does not exist for all 

community alternatives, but the evidence presented here is indicative of effective practices.

Future research is also needed to understand whether these improvements in quality over the 

past 30 years have been equitable on the basis of race, socioeconomic status, gender, and 

geography. In sum, our findings document the 30-year history of NHs since the passage of 

the seminal legislation: OBRA ‘87. As we look toward the future of long-term care, it is 

important that we reflect on the past.
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Figure 1: 
Primary Payment Source Using OSCAR/CASPER Data (1992–2015)
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Table 1.

Changes over Time in Facility Characteristics (1985–2015)

Year 1985 1995 2005 2015

Mean (CI) % or Mean (SD) % or Mean (SD) % or Mean (SD)

Number of Nursing Homes, N 19,068* 16,824 16,091 15,686

Percent Dual (Medicare+Medicaid) Certified 33.34 (28.85, 37.82) 78.55 93.39 97.08

Percent Member of a Chain 51.24 52.43 56.81

Percent For-Profit 74.98 (70.85, 79.12) 66.38 66.01 69.13

Percent with Alzheimer’s Unit 11.22 18.23 15.15

Average Number of Beds 100.84 (67.93) 104.97 (65.37) 106.13 (61.31)

Percent with 3–49 Beds 33.67 (26.83, 40.5) 18.76 14.89 12.89

Percent with 50–99 Beds 32.39 (28, 36.78) 35.97 36.34 37.14

Percent with 100–199 Beds 27.84 (24.23, 31.45) 38.53 42.23 43.99

Percent with 200+ Beds 6.11 (5.05, 7.16) 6.75 6.54 5.98

Average Occupancy Rate 87.14 (16.41) 84.43 (15.14) 81.19 (15.79)

Source: The 1985 National Nursing Home Survey and the 1995, 2005, and 2015 Online Survey Certification and Reporting/Certification and 
Survey Provider Enhanced Reporting Data

Notes.

*
=Weighted number of facilities.

SD = Standard Deviation.

CI = Confidence Interval.
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Table 2.

Changes over Time in Resident Demographics, Length of Stay, and Admission Source (1985–2015)

Year 1985 2000 2005 2015

Mean (CI) N=l,489,508* Mean (SD) N=16,824 Mean (SD) N=16,091 Mean (SD) N=15,686

Percent Female 71.63
(70.3, 72.97)

72.12 (13.81) 70.94 (13.97) 66.67 (13.04)

Percent Black 6.98
(6.2, 7.76)

9.94 (17.84) 10.91 (18.51) 11.55 (17.99)

Percent Hispanic 2.75
(2.3,3.21)

2.87
(9.08)

3.42
(9.82)

4.54 (11.25)

Percent White 92.18
(91.36,93)

85.63 (21.31) 83.66 (22.56) 79.31 (23.97)

Average Age 79.61
(79.21, 80)

80.95 (7.11) 80.15 (7.68) 79.71 (7.34)

Percent Long Stay 69.28 (22.62) 70.61 (19.25) 68.56 (16.97)

Percent Admitted from the Hospital 66.52 (22.88) 72.83 (21.46) 84.68 (17.16)

Source: The 1985 National Nursing Home Survey(NNHS) and Brown University’s LTCFocUS Data for 2000, 2005, and 2015

Notes.

NNHS data represent the weighted national averages whereas LTCFocUS data represent the average of facility averages.

*
=Weighted number of residents. SD = Standard Deviation. CI = Confidence Interval.
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Table 3.

Changes over Time in Resident Function, Mental Health, and Medication Use (1985–2015)

Year 1985 1995/2000
+ 2005 2015

% (CI) N=l,489,508* Mean (SD) N=16,824 Mean (SD) N=16,091 Mean (SD) N=15,686

Physical & Cognitive Function

Average Activities of Daily Living 
(ADL) Scale Score+

15.26 (3.47) 15.60 (3.32) 16.87 (2.62)

Percent of Residents Bed Bound 6.46 (5.77, 7.16) 6.56 (9.85) 4.33 (7.41) 3.74 (6.92)

Percent of Residents Chair Bound 39.48 (38.05, 40.91) 48.13 (21.28) 55.08 (21.21) 64.32 (21.37)

Percent of Residents Needing Assistance with Early-Loss ADLs

Dressing 74.18 (72.83, 75.52) 86.62 (12.44) 88.20 (11.66) 91.82 (10.85)

Bathing 89.16 (88.14, 90.18) 94.18 (10.11) 95.40 (9.24) 96.46 (8.46)

Percent of Residents Needing Assistance with Middle Loss ADLs

Transfer 60.21 (58.75,61.67) 72.71 (16.49) 77.26 (15.39) 85.49 (14.65)

Toileting 49.16 (47.68, 50.63) 76.57 (15.03) 81.50 (13.89) 88.11 (13.02)

Percent of Residents Needing Assistance with Late Loss ADLs

Eating 37.73 (36.32, 39.14) 52.95 (22.23) 49.39 (21.86) 56.45 (28.85)

Percent of Residents with Dementia 43.34 (41.89, 44.79) 38.98 (19.95) 45.19 (19.35) 45.27 (18.4)

Mental Health & Medication Use

Percent of Residents with Psychiatric 
Diagnosis

11.2 (13.91) 19.78 (17.19) 31.37 (19.5)

Percent of Residents with Schizophrenia
+

5.72 (5.02, 6.41) 6.05 (9.92) 7.66 (11.01) 10.43 (13.04)

Percent of Residents Receiving 
Antianxiety Medications

14.62 (10.15) 17.64 (10.27) 22.98 (11.64)

Percent of Residents Receiving 
Antidepressant Medications

19.51 (10.93) 45.77 (14.28) 48.74 (14.52)

Percent of Residents Receiving 
Antipsychotic Medication

15.96 (13.08) 25.95 (14.73) 20.07 (14.50)

Source: The 1985 National Nursing Home Survey (NNHS), the 1995, 2005, and 2015 Online Survey Certification and Reporting/Certification and 
Survey Provider Enhanced Reporting Data(OSCAR/CASPER), and the Brown University’s LTCFocUS Data for 2000, 2005, and 2015.

Notes. NNHS data represents the national averages whereas OSCAR data represent the average of facility averages. ADLs= Activities of Daily 
Living. The average ADL score is based on 7 ADLs ranges from 0–28 scale where 0=total independence and 28=total dependence.

*=
Weighted number of residents.

+=
These data are from the 2000, 2005, and 2015 LTCFocUs instead of the OSCAR/CASPER Data.

SD = Standard Deviation.

CI = Confidence Interval.

Average Acuity Index = Includes ADL and special treatment measures.9
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Table 4:

Changes over Time in Quality Indicators (1995–2015)

Year 1995/2000
+ 2005 2015

Mean (SD) N=16,824 Mean (SD) N=16,091 Mean (SD) N=15,686

Structure (Staffing)

CNA Hours Per Resident Day 2.26 (1.73) 2.30 (1.15) 2.42 (1.05)

LPN Hours Per Resident Day 0.87 (1.49) 0.84 (0.81) 0.88 (0.73)

RN Hours Per Resident Day 0.66 (1.64) 0.45 (0.86) 0.58 (0.87)

Direct Care Hours Per Resident Day 3.39 (2.08) 3.48 (1.56) 3.79 (1.42)

Process

Percent of Residents Restrained 18.55 (17.22) 6.86 (8.74) 1.40 (4.91)

Percent of Residents Receiving Tube Feeding 6.33 (8.49) 6.02 (8.36) 4.73 (8.23)

Percent of Residents with a Catheter 8.29 (9.49) 6.96 (7.04) 5.90 (5.34)

Percent of Residents Receiving Inappropriate Antipsychotic 

Medication+
16.43 (9.44) 21.88 (10.19) 12.44 (7.63)

Percent of Facilities Cited for Medication Errors over 5% 1.48 1.79 1.71

Outcome

Percent of Residents with Pressure Ulcers 7.56 (7.95) 7.38 (5.97) 6.22 (5.07)

Percent of Residents with Bowel Incontinence 41.76 (19.10) 42.90 (18.00) 43.86 (18.37)

Percent of Residents with Bladder Incontinence 49.25 (18.45) 53.48 (17.36) 62.10 (18.17)

Source: The 1995, 2005, and 2015 Online Survey Certification and Reporting/Certification and Survey Provider Enhanced Reporting Data 
(OSCAR/CASPER), and the 2000, 2005, and 2015 Brown University LTCFocUS Data.

Note.

+=
These data are from the 2000, 2005, and 2015 LTCFocUs instead of the OSCAR/CASPER Data. SD = Standard Deviation. CNA= Certified 

Nursing Aide. LPN=Licensed Professional Nurse. RN= Registered Nurse.
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