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Introduction

Most industrialized and industrializing countries are
facing a crisis in the provision of health and social
care for their rapidly aging populations. Over the last
half century formal care systems have emerged to
meet the care needs of frail older persons who no
longer have the ability to manage independently and
whose families are unable to provide the support
necessary to enable them to live in their customary
home. Different countries have adopted very differ-
ent strategies in developing services for the frail eld-
erly, with some investing far more in residential care
while others also have encouraged the establishment
of home care services (Carpenter et al. 2004; Ribbe
et al. 1997). While some countries have invested
more in the provision of home and community based
services, according to the OECD and most older per-
sons receiving long-term care services received care
at home, only 30 percent of all public expenditures
were devoted to home care; the bulk going to insti-
tutional services.1 Amongst OECD countries the
number of long-term care beds per 1000 elders 65+
ranges from 88 in Sweden and 71 in Switzerland to
under 20 in Italy, with the US, Australia and Japan
around the OECD average of 41. Given the histori-
cal emphasis on institutions, when policy makers
seek to improve the quality of long-term care ser-
vices, they tend to focus on institutional care, which
is widely believed not to live up to people’s expecta-
tions. Documented quality problems range from
inadequate staffing to high rates of pressure ulcers,
restraints and psychotropic drug use (Carpenter et
al. 1999; Feng et al. 2009). Ultimately, there is a limit
to how much long-term care can be shifted to home

based support and services, since the rapidly aging
populations of industrialized and industrializing
countries have been accompanied by smaller family
sizes, greater geographic mobility and increased fe-
male labor force participation, all of which under-
mine the ability of families to care for older mem-
bers at home (Manton 1989).

Efforts to improve the quality of long-term care ser-
vices generally focus on improved regulatory and
enforcement systems, internal quality improvement
efforts and public reporting of provider performance
in a manner designed to stimulate market forces.
These three approaches can be applied to all types of
service providers, but have been most often applied
to institutional long-term care. The purpose of this
paper is to summarize the US experience with these
three approaches to improving the quality of long-
term care services, particularly nursing home care.
Since all approaches require that quality be mea-
sured, I begin with a brief discussion of the concep-
tual and technical considerations in measuring qual-
ity and the clinical assessment system which is at the
core of many of the measures of quality being used
in the US.

Measuring quality in long-term care

In the US, federal subsidy of long-term care began
once Medicare reimbursed for post-hospital nursing
home and home care, and Medicaid began paying for
nursing homes in 1966. Scandals about nursing home
quality arose frequently, instigating investigations
and commissions. In 1984, the Institute of Medicine
recommended various changes, most of which  were
incorporated into a law passed in 1987, including a
mandate to comprehensively assess all nursing home
residents (Hawes et al. 1997). Systematic assessment
serves to structure the clinical information necessary
for care planning and provides the basis for a com-
mon lexicon (Mor 2004). A resident assessment was
nationally implemented in 1991, updated in 1997 and
universally computerized in 1998. Following consid-
erable testing, the Minimum Data Set (MDS) for
nursing home resident assessment (RAI) was found
to be reliable and generally valid in population
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based research (Morris et al. 1990; Hawes et al. 1995;
Mor et al. 2003; Gambassi et al. 1998a; Bernabei et al.
1998; Gambassi et al. 1998b; Bernabei et al. 1999)
and the resulting data were found to be correlated
with research quality instruments for cognition, de-
pression and physical function (Morris et al. 1994;
Hartmaier et al. 1995; Morris et al. 1999).

The RAI was soon used for policy applications such
as case-mix reimbursement which pays facilities dif-
ferentially for serving more impaired and sicker
patients (Fries and Cooney 1985). Creating quality
indicators to monitor provider performance both to
guide quality improvement efforts in a single nursing
home (Zimmermann 2003; Popejoy et al. 2000) and
to generate and publicly report nursing home quali-
ty indicators with the universal availability of the
MDS (Reilly et al. 2007). In 2002 the Centers for
Medicare and Medicaid Services (CMS) began post-
ing quality measures onto their “Nursing Home
Compare” web site (Castle et al. 2007; Castle and
Lowe 2005; Mukamel et al. 2007).2 In spite of known
technical limitations of the measures, publicly
reported data are now promulgated widely (Castle
et al. 2005; Mor 2005). A pay for performance de-
monstration project that rewards facilities based
upon their quality performance on the indicators as
well as reductions in acute hospitalizations is now
underway (Rahmann 2006). Thus, the assessment
instrument underpins multiple policy applications
designed to improve quality, including facilitating
more consistent and focused facility inspections by
regulators, providing targets for quality improve-
ment efforts within facilities or groups of facilities
and serving as publicly reported indicators of quali-
ty performance, which consumers and their advo-
cates can use to select a nursing home.

Improving regulatory efforts

Nursing homes in the US are licensed by state gov-
ernments but since most serve residents insured by
Medicare or Medicaid for the services received,
facilities must comply with national certification
standards if they are to be reimbursed for services
rendered. Inspection standards are governed by an
elaborate set of guidelines specifying how the in-
spection is to be done, which features of the home
are to be inspected and what aspects of residents’

medical charts are to be assessed.3 Sometime after
the introduction of a computerized MDS, regulators
redesigned the inspection protocols to take advan-
tage of the availability of quality indicators that pro-
vided a basis for determining which potentially prob-
lematic clinical areas deserved greater scrutiny. In
addition to focusing on specific clinical domains such
as pain or restraints based upon the quality scores,
regulators use the detailed information about each
resident to sample patients to review medical records
and to determine how well care is provided during
observations of residents at meal times or morning
dressing. While the availability of these data certainly
makes more uniform the content inspections, it does-
n’t necessarily overcome the problem of variability in
inspectors ratings during observations. Indeed, a
recent study comparing inspectors’ determinations of
how help was provided to residents found that only 
2 out of 20 facility inspections revealed facilities to be
deficient although in all 20 facilities studied research
observers found that staff were not compliant with
regulations at least occasionally (Schnelle et al. 2009).
Furthermore, in spite of the fact that the inspection
protocols have become increasingly standardized
over the last decade, there are still very large inter-
state differences in the number and severity of quali-
ty deficiencies identified during inspections
(Stevenson and Mor 2009; Harrington et al. 2008).

Quality improvement efforts

Periodic scandals about poor nursing home quality
coupled with the increasing acuity and clinical com-
plexity of the population served have pushed nursing
home providers to institute quality improvement
efforts as has occurred throughout the acute and
ambulatory care sector in the US (Rosen et al. 2005;
Buhr and White 2006). All quality improvement
efforts require either the identification of a target of
change and outcome, such as the reduction of facili-
ty acquired pressure ulcers or persistent pain, or a
process of care measure like medication administra-
tion errors or the application of physical restraints
(Scott-Cawiezell et al. 2009). In either case, the tar-
get needs to be measured and improvement goals
set. While individual facilities can undertake quality
improvement efforts focused on specialized clinical
issues for which no common measurement exists, in
order for groups of facilities to collaborate as part of

CESifo DICE Report 2/2010 36

Forum

2 (http://www.medicare.gov/NHCompare/home.asp). Accessed 4-8-
2010.

3 http://www.cms.gov/manuals/downloads/som107c07.pdf. Accessed
4-8-2010.



CESifo DICE Report 2/201037

Forum

a consortia, a style increasingly adopted in the US
quality improvement sector, having common mea-
surements is crucial. Under contract from the US
Medicare/Medicaid programs, Quality Improvement
Organizations throughout the country have been
charged with recruiting nursing homes to participate
in consortia of facilities focused on improving one or
more aspects of their quality performance (Schulke
et al. 2007). One recent study found that facilities
which set more ambitious quality improvement goals
were more likely to achieve them, all standardized
relative to the homes’ baseline performance level,
further demonstrating the value of explicitly mea-
suring quality performance in this setting (Baier et
al. 2009). Since organizational capacity is a pre-req-
uisite for implementing quality improvement inter-
ventions, but the need for improvement is greatest in
the poorest performing facilities, which often have
the least capacity to implement an intervention,
there is ongoing debate as to the most appropriate
targeting strategy (Stevenson and Mor 2009).

Public reporting

Over the last decade or more as the US, the UK and
other countries have tried to inject the dynamism of
competition on the basis of quality into the health
care sector, the use of public reporting of quality has
grown dramatically. Since the publication of quality
information is designed to stimulate providers to in-
vest in quality improvement efforts these two strate-
gies can be viewed as complementary efforts al-
though they often don’t really work in tandem (Mor
2005;Werner et al. 2009a). In the US, the government
has been publicly reporting quality indicators, staff-
ing levels and performance on inspections since 2002
in an effort to provide information to consumers and
their advocates to facilitate their choosing the “best”
nursing home for them.4 Early research on the use of
this information suggests that providers were all
aware of it but that relatively few consumers used
the data to make a decision about which facility to
choose (Mukamel et al. 2008). This is likely because
most individuals enter nursing homes directly from
the hospital and so it is likely that they and their fam-
ily rely upon the advice and information of hospital
discharge planners. While administrators were well
aware of the data and many planned to use it as the
basis for instituting quality improvement programs,

most were not concerned that consumers would use
the site (Castle 2005; Mukamel and Spector 2003).

More recent evaluations of the introduction of pub-
lic reporting on nursing home quality measures sug-
gest that there may have been an effect on both mea-
sured and unmeasured quality and that the unmea-
sured quality examined by the researchers appeared
to have improved following public reporting largely
among those facilities with the largest degree of im-
provement in the measured domains of quality
(Werner et al. 2009b). As importantly, facility perfor-
mance on quality measures focused on the outcomes
experienced by post-acute patients entering directly
from hospital for rehabilitation and recuperation
seems to have resulted in significantly improved out-
comes after introduction of the public reporting sys-
tem (Werner et al. 2009a). The real test of whether
these reporting systems are working as originally an-
ticipated will be when we observe that facilities with
superior quality performance attract a higher share
of new admissions in the market as compared to
facilities with lower performance rankings. Most re-
cently states have begun to introduce “pay for per-
formance” schemes that reward high performing
and/or improving facilities using payment incentives.
Most of these plans are just getting underway and/or
are in place as demonstration projects so we have no
results of their effectiveness at this juncture. How-
ever, clearly reinforcing quality improvement efforts
and public reporting with financial rewards should
serve to increase competent facilities’ efforts to
improve their quality of care.

Summary

In the face of persistent quality scandals in US nurs-
ing homes, the introduction of a uniform clinical as-
sessment system designed to facilitate more coher-
ent and informed clinical care planning designed to
meet residents’ needs has made possible all manner
of regulatory, quality improvement and competitive
stimulation actions on the part of local authorities
and providers. The existence of a uniform data sys-
tem covering all residents of all nursing homes is
what makes this possible since measures of quality
can be used to characterize the experience of all the
residents. While the US has done this under govern-
mental mandate by the “power of the purse” (reim-
bursement), requiring that Medicare/Medicaid in-
fluence providers’ behavior, other countries and re-
gions in the EU have been experimenting with these4 http://www.medicare.gov/NHCompare. Accessed 4-8-2010.



kinds of quality measurements and efforts at organi-
zational improvement (Carpenter et al. 1999; Bernabei
et al. 2008). A recent WHO report summarizes quality
reporting systems that feed back performance data to
facilities, comparing their performance to those of
peers in their area, without identifying them (Mor et
al. 2009). Although not universal nor mandatory, such
systems exist in Finland, various Swiss cantons and in
several Canadian provinces. How these voluntary sys-
tems will evolve in comparison with the regulatory
imposed system in the US will be very interesting to
observe over the next several decades.

References

Baier, R., K. Butterfield, G. Paltry, Y. Harris and S. Gravenstein
(2009), “Identifying Star Performers: The Relationship between
Ambitious Targets and Nursing Home Quality Improvement”,
Journal of the American Geriatrics Society 57 (8), 1498–503.

Bernabei, R., F. Landi, C. Gatsonis, R. Dunlop, L. Lipsitz, K. Steel
and V. Mor (1998), “Management of Pain in Elderly Patients with
Cancer. SAGE Study Group (Systematic Assessment of Geriatric
Drug Use via Epidemiology)”, Journal of the American Medical
Association 279 (23), 1877–82.

Bernabei, R., G. Gambassi, K. Lapane, A. Sgadari, F. Landi, C.
Gatsonis, L. Lipsitz and V. Mor (1999), “Characteristics of the
SAGE Database: A New Resource for Research on Outcomes in
Long-term Care. SAGE Study Group (Systematic Assessment of
Geriatric Drug Use via Epidemiology)”, Journals of Gerontology
Series A: Biological Sciences and Medical Sciences 54 (1), M25–33.

Bernabei, R., F. Landi, G. Gambassi, A. Sgadari, G. Zuccala, L. Z.
Rubenstein and P. Carbonin (2008), “Second and Third Generation
Assessment Instruments: The Birth of Standardization in Geriatric
Care”, Journals of Gerontology Series A: Biological Sciences and
Medical Sciences 63 (3), 308–13.

Buhr, G.T. and H. K.White (2006),“Quality Improvement Initiative
for Chronic Pain Assessment and Management in the Nursing
Home: A Pilot Study”, Journal of the American Directors Associ-
ation 7 (4), 246–53.

Carpenter, G. I., J. P. Hirdes, M. W. Ribbe, N. Ikegami, D. J. Challis,
K. Steel, R. Bernabei and B. Fries (1999), “Targeting and Quality of
Nursing Home Care. A Five-nation Study”, Aging (Milano) 11 (2),
83–9.

Carpenter, G. I., G. Gambassi, M. Schroll, H. Finne-Soveri, J. C.
Henrard, V. Garms-Homolova, P. Jonsson, D. Frijters, G. Ljunggren,
L. W. Sorbye, C. Wagner, G. Onder, C. Pedone and R. Bernabei
(2004), “Community Care in Europe. The Aged in Home Care Pro-
ject (AdHOC)”, Aging Clinical and Experimental Research 16(4),
259–69.

Castle, N. G. (2005), “Nursing Home Administrators’ Opinions of the
Nursing Home Compare Web Site”, Gerontologist 45 (3), 299–308.

Castle, N. G., H. Degenholtz and J. Engberg (2005), “State
Variability in Indicators of Quality of Care in Nursing Facilities”,
Journals of Gerontology Series A: Biological Sciences and Medical 
Sciences 60 (9), 1173–9.

Castle, N. G., J. Engberg and D. Liu (2007), “Have Nursing Home
Compare Quality Measure Scores Changed Over Time in Response
to Competition?” Quality and Safety in Health Care 16 (3), 185–91.

Castle, N. G. and T. J. Lowe (2005), “Report Cards and Nursing
Homes”, Gerontologist 45 (1), 48–67.

Feng, Z., J. P. Hirdes, T. F. Smith, H. Finne-Soveri, I. Chi, J. N. Du
Pasquier, R. Gilgen, N. Ikegami and V. Mor (2009), “Use of Physical
Restraints and Antipsychotic Medications in Nursing Homes: A
Cross-national Study”, International Journal of Geriatric Psychia-
try 24 (10), 1110–8.

Fries, B. E. and L. M. Cooney, Jr. (1985), “Resource Utilization
Groups. A Patient Classification System for Long-term Care”, Me-
dical Care 23 (2), 110–22.

Gambassi, G., F. Landi, L. Peng, C. Brostrup-Jensen, K. Calore,
J. Hiris, L. Lipsitz, V. Mor and R. Bernabei (1998a), “Validity of
Diagnostic and Drug Data in Standardized Nursing Home Resident
Assessments: Potential for Geriatric Pharmacoepidemiology. SAGE
Study Group (Systematic Assessment of Geriatric Drug Use via
Epidemiology)”, Medical Care 36 (2), 167–79.

Gambassi, G., K. Lapane, A. Sgadari, F. Landi, P. Carbonin, A.
Hume, L. Lipsitz, V. Mor and R. Bernabei (1998b), “Prevalence,
Clinical Correlates, and Treatment of Hypertension in Elderly Nurs-
ing Home Residents. SAGE Study Group (Systematic Assessment
of Geriatric Drug Use via Epidemiology)”, Archives of Interna-
tional Medicine 158 (21), 2377–85.

Harrington, C., T. Tsoukalas, C. Rudder, R. J. Mollot and H. Carrillo
(2008), “Variation in the Use of Federal and State Civil Money
Penalties for Nursing Homes”, Gerontologist 48 (5), 679–91.

Hartmaier, S. L., P. D. Sloane, H. A. Guess, G. G. Koch, C. M.
Mitchell, C. D. Phillips (1995),“Validation of the Minimum Data Set
Cognitive Performance Scale: Agreement with the Mini-Mental
State Examination”, Journals of Gerontology Series A: Biological
Sciences and  Medical Sciences 50 (2), M128–33.

Hawes, C., V. Mor, C. D. Phillips, B. E. Fries, J. N. Morris, E. Steele-
Friedlob, A. M. Greene and M. Nennstiel (1997), “The OBRA-87
Nursing Home Regulations and Implementation of the Resident
Assessment Instrument: Effects on Process Quality”, Journal of the
American Geriatrics Society 45 (8), 977–85.

Hawes, C., J. N. Morris, C. D. Phillips, V. Mor, B. E. Fries and S.
Nonemaker (1995), “Reliability Estimates for the Minimum Data
Set for Nursing Home Resident Assessment and Care Screening
(MDS)”, Gerontologist 35 (2), 172–8.

Manton, K. G. (1989), “Epidemiological, Demographic, and Social
Correlates of Disability among the Elderly”, Milbank Quarterly 67
Suppl. 2 Pt 1, 13–58.

Mor, V., J. Angelelli, R. Jones, J. Roy, T. Moore and J. Morris (2003),
“Inter-rater Reliability of Nursing Home Quality Indicators in the
U.S.”, BMC Health Service Research 3 (1), 20.

Mor, V. (2004), “A Comprehensive Clinical Assessment Tool to
Inform Policy and Practice: Applications of the Minimum Data
Set”, Medical Care 42 (4 Suppl.), III50–9.

Mor, V. (2005), “Improving the Quality of Long-term Care with
Better Information”, Milbank Quaterly 83 (3), 333–64.

Mor, V., H. Finn-Soveri, J. P. Hirdes, R. Gilgen and J. N. DuPasquier
(2009), “Long-term Care Quality Monitoring Using the Inter RAI
Common Clinical Assessment Language, in E. M. P. C. Smith, I.
Papanicolas and S. Leatherman, eds., Performance Measurement
for Health System Improvement, Cambridge University Press,
Cambridge, UK, 472–506.

Morris, J. N., C. Hawes, B. E. Fries, C. D. Phillips, V. Mor, S. Katz, K.
Murphy, M. L. Drugovich and A. S. Friedlob (1990), “Designing the
National Resident Assessment Instrument for Nursing Homes”,
Gerontologist 30 (3), 293–307.

Morris, J. N., B. E. Fries, D. R. Mehr, C. Hawes, C. D. Phillips, V. Mor
and L. A. Lipsitz (1994), “MDS Cognitive Performance Scale”,
Journals of Gerontology Series A: Biological Sciences and Medical
Sciences 49 (4), M174–82.

Morris, J. N., B. E. Fries and S.A. Morris (1999),“Scaling ADLs with-
in the MDS”, Journals of Gerontology Series A: Biological
Sciences and Medical Sciences 54 (11), M546–53.

Mukamel, D. B. and W. D. Spector (2003), “Quality Report Cards
and Nursing Home Quality”, Gerontologist 43 Spec No 2, 58–66.

Mukamel, D. B., W. D. Spector, J. S. Zinn, L. Huang, D. L. Weimer
and A. Dozier (2007), “Nursing Homes' Response to the Nursing
Home Compare Report Card”, Journals of Gerotonlogy Series B:
Psychological Sciences and Social Sciences 62 (4), S218–25.

Mukamel, D. B., D. L. Weimer, W. D. Spector, H. Ladd and J. S. Zinn,
(2008), “Publication of Quality Report Cards and Trends in
Reported Quality Measures in Nursing Homes”, Health Services
Research 43 (4), 1244–62.

Popejoy, L. L., M. Rantz, V. Conn, D. Wipke-Tevis, V. T. Grando and
R. Porter (2000), “Improving Quality of Care in Nursing Facilities.
Gerontological Clinical Nurse Specialist as Research Nurse
Consultant”, Journal of Gerontological Nursing 26 (4), 6–13.

Rahman, A. (2006), “The Pay for Performance Demonstration
Program”, Journal of the American Directors Association 7 (2),
133.

CESifo DICE Report 2/2010 38

Forum



CESifo DICE Report 2/201039

Forum

Reilly, K. E., C. Mueller and D. R. Zimmerman (2007),“The Centers
for Medicare and Medicaid Services’ Nursing Home Case-Mix and
Quality Demonstration:A Descriptive Overview”, Journal of Aging
and Social Policy 19 (1), 61–76.

Ribbe, M. W., G. Ljunggren, K. Steel, E. Topinkova, C. Hawes,
N. Ikegami, J. C. Henrard and P. V. Jonnson (1997), “Nursing Homes
in 10 Nations: A Comparison between Countries and Settings”, Age
and Ageing 26(S2), 3–12.

Rosen, J., V. Mittal, H. Degenholtz, N. Castle, B. Mulsant, Y. J. Rhee,
S. Hulland, D. Nace and F. Rubin (2005), “Organizational Change
and Quality Improvement in Nursing Homes: Approaching
Success”, Journal of Quality in Health Care 27 (6), 6–14, 21, 44.

Schnelle, J. F., R. Bertrand, D. Hurd, A. White, D. Squires, M.
Feuerberg, K. Hickey and S. F. Simmons (2009), “Resident Choice
and the Survey Process: The Need for Standardized Observation
and Transparency”, Gerontologist 49 (4), 517–24.

Schulke, D. G., E. Krantzberg and J. Grant (2007), “Introduction:
Medicare Quality Improvement Organizations, Activities and
Partnerships”, Journal of Managed Care Pharmacy 13 (6 Suppl.),
S3–6.

Scott-Cawiezell, J., R. W. Madsen, G. A. Pepper, A. Vogelsmeier,
G. Petroski and D. Zellmer (2009), “Medication Safety Teams’
Guided Implementation of Electronic Medication Administration
Records in Five Nursing Homes”, Journal of Quality and Patient
Safety 35 (1), 29–35.

Stevenson, D. G. and V. Mor (2009), “Targeting Nursing Homes
under the Quality Improvement Organization Program’s 9th
Statement of Work”, Journal of the American Geriatrics Society 
57 (9), 1678–84.

Werner, R. M., T. Konetzka, E. A. Stuart, E. C. Norton, D. Polsky, J.
Park (2009a), “Impact of Public Reporting on Quality of Postacute
Care”, Health Services Research 44 (4), 1169–87.

Werner, R. M., R. T. Konetzka and G. B. Kruse (2009b), “Impact of
Public Reporting on Unreported Quality of Care”, Health Services
Research 44 (2 Pt 1), 379–98.

Zimmerman, D. R. (2003), “Improving Nursing Home Quality of
Care through Outcomes Data: The MDS Quality Indicators”,
International Journal of Geriatric Psychiatry 18 (3), 250–7.


