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Why GAO Did This Study

Nursing homes provide care to about
1.4 million nursing home residents—a
vulnerable population of elderly and
disabled individuals. CMS, an agency
within the Department of Health and
Human Services (HHS), defines
standards nursing homes must meet to
participate in the Medicare and
Medicaid programs.

GAO was asked to review abuse of
residents in nursing homes. Among
other objectives, this report: (1)
determines the trends and types of
abuse in recent years, and (2)
evaluates CMS oversight intended to
ensure residents are free from abuse.

GAO reviewed CMS'’s policies,
analyzed CMS data on abuse
deficiencies from 2013 through 2017,
the most recent data at the time of our
review, and interviewed officials from
CMS and state survey agencies in five
states, as well as other key
stakeholders in those states such as
ombudsmen and law enforcement
officials. The states were selected for
variation in factors such as number of
nursing homes and role of other state
agencies in abuse investigations.

What GAO Recommends

GAO is making six recommendations,
including that CMS: require state
survey agencies to submit data on
abuse and perpetrator type; require
state survey agencies to immediately
refer to law enforcement any suspicion
of a crime; and develop guidance on
what abuse information nursing homes
should self-report. HHS concurred with
all of GAO’s recommendations and
identified actions it will take to
implement them.

View GAO-19-433. For more information,
contact John Dicken at (202) 512-7114 or
dickenj@gao.gov.

NURSING HOMES

Improved Oversight Needed to Better Protect
Residents from Abuse

What GAO Found

The Centers for Medicare & Medicaid Services (CMS) is responsible for ensuring
nursing homes meet federal quality standards, including that residents are free
from abuse. CMS enters into agreements with state survey agencies to conduct
surveys of the state’s homes and to investigate complaints and incidents. GAO
analysis of CMS data found that, while relatively rare, abuse deficiencies cited in
nursing homes more than doubled, increasing from 430 in 2013 to 875 in 2017,
with the largest increase in severe cases. GAO also reviewed a representative
sample of abuse deficiency narratives from 2016 through 2017. Physical and
mental/verbal abuse occurred most often in nursing homes, followed by sexual
abuse, and staff were more often the perpetrators of the abuse deficiencies
cited. CMS cannot readily access information on abuse or perpetrator type in its
data and, therefore, lacks key information critical to taking appropriate actions.

GAO Analysis of a Representative Sample of CMS Nursing Home Abuse Deficiency
Narratives, 2016-2017
Percentage of abuse deficiency narratives

70
60 58

50

40

30
30

20

10

2
—
Other

Mentall/verbal Sexual Staff Resident
Abuse type Perpetrator type

Source: GAO analysis of Centers for Medicare & Medicaid Services’ (CMS) data and supporting narratives. | GAO-19-433

hyslcal

Note: Percentages do not add to 100 because some narratives had multiple types of abuse, were
missing or incomplete, or were not consistent with CMS’s definition of abuse.

GAO also found gaps in CMS oversight, including:

e Gaps in CMS processes that can result in delayed and missed referrals.
Federal law requires nursing home staff to immediately report to law
enforcement and the state survey agency reasonable suspicions of a crime
that results in serious bodily injury to a resident. However, there is no
equivalent requirement that the state survey agency make a timely referral
for complaints it receives directly or through surveys it conducts. CMS also
does not conduct oversight to ensure that state survey agencies are correctly
referring abuse cases to law enforcement.

¢ Insufficient information collected on facility-reported incidents. CMS
has not issued guidance on what nursing homes should include when they
self-report abuse incidents to the state survey agencies. Officials from all of
the state survey agencies in GAQO’s review said the facility-reported incidents
can lack information needed to prioritize investigations and may result in
state survey agencies not responding as quickly as needed.
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