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Abstract International quality concerns regarding long-term residential care, home to
many of the most vulnerable among us, prompted our examination of the audit and
inspection processes in six different countries. Drawing on Donabedian’s (Evaluation
& Health Professions, 6(3), 363–375, 1983) categorization of quality criteria into
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structural, process and outcome indicators, this paper compares how quality is under-
stood and regulated in six countries occupying different categories according to Esping
Andersen’s (1990) typology: Canada, England, and the United States (liberal welfare
regimes); Germany (conservative welfare regime); Norway, and Sweden (social dem-
ocratic welfare regimes). In general, our review finds that countries with higher rates of
privatization (mostly the liberal welfare regimes) have more standardized, complex and
deterrence-based regulatory approaches. We identify that even countries with the lowest
rates of for profit ownership and more compliance-based regulatory approaches
(Norway and Sweden) are witnessing an increased involvement of for-profit agencies
in managing care in this sector. Our analysis suggests there is widespread concern about
the incursion of market forces and logic into this sector, and about the persistent failure
to regulate structural quality indicators, which in turn have important implications for
process and outcome quality indicators.

Keywords Long-term residential care . Quality indicators . Marketization . Regulation

Introduction

Growing concern about the quality of long-term residential care is an international
phenomenon, and is reflected in reports from governments and advocacy organizations
(cf. Armstrong et al. 2009; Jansen 2010; Lloyd et al. 2014; U.K. Care Quality
Commission 2010; US Government Accountability Office [U.S. GAO] 1987, 2009;
US Office of the Inspector General [US OIG] 2014; Wagner and Rust 2008). These
quality concerns are only deepened because this sector is home to many of our most
vulnerable individuals (WHO 2002). In view of these international quality concerns, it
is important to understand the ways in which different jurisdictions audit or regulate
quality within this sector. Accordingly, this paper examines the approaches taken by
seven jurisdictions (in six countries), occupying different categories within Esping
Andersen’s (1990) welfare state typology: Manitoba Canada, Ontario Canada, United
States (US), and England (liberal welfare regimes); Germany (conservative welfare
regime); Norway, and Sweden (social democratic welfare regimes). We begin with a
review of the literature on quality indicators, audits and inspections, and extract from
this review the factors and approaches to quality that inform our comparison.

Considering Quality Indicators

Donabedian (1983) categorizes quality criteria into structural, process, and outcome-
related indicators. Within this typology, structural indicators include factors such as
educational preparation of staff, staffing levels and ratios, and physical plant and
building characteristics (Idvall et al. 1997; Stolt et al. 2011). For example, higher
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staffing levels and resident-staff ratios have been linked to better quality in this sector
(Castle 2008; Harrington et al. 2012b; Spilsbury et al. 2011). While not often listed as a
structural quality indicator, ownership type is a structural factor also related to quality,
with for-profit agencies linked to more quality problems than not-for-profit agencies
(cf. Comondore et al. 2009; McGregor et al. 2006; McGregor and Ronald 2011).

Process indicators include practices or procedures of care, such as formalized
practice guidelines and standards that inform how and what care is provided, as well
as the relations among providers and between providers and residents (Higashi et al.
2005; Zimmerman et al. 1995). Outcome indicators capture changes in status, such as
pressure ulcer rates, falls, mobility levels, or mortality rates (Stolt et al. 2011;
Zimmerman et al. 1995). The literature cautions against ignoring the interrelated nature
of these indicator types, arguing, for example that an exclusive focus on process
indicators detracts from the importance of individualizing care needs (Mor 2007;
Werner and Asch 2007). The literature also suggests that reliance only on process
and outcome indicators ignores influential structural factors such as staffing levels and
intensity (US CMS 2001; Harrington et al. 2012b) or ownership type (McGregor et al.
2006) that are linked to quality care.

Social and political contexts also influence which quality indicators are used and
how they are used. The global trend in marketization, New Public Management (NPM)
or Neoliberal-influenced reforms has led to the export of market principles or logic into
quality assessments, manifesting as a preference for standardized, measurable process
and outcome quality criteria (Erlandsson et al. 2013; Woolford and Curran 2011). The
dominance of standardized and measurable outcome indicators facilitates the
benchmarking and comparison of results, which is in turn compatible with market
notions of competition and consumer choice (Anttonen and Meagher 2013). Quality
improvements have been linked to process and outcome indicators, including reduc-
tions in restraint use, pressure ulcers, catheterizations, as well as improved infection
control (Colón-Emeric et al. 2010; Sutherland and Leatherman 2006; Werner and
Konetzka 2010). The literature suggests that in highly privatized jurisdictions, includ-
ing the U.S., England and some Canadian provinces, for-profit long-term care agencies
prefer the regulation of process indicators, such as conducting resident surveys, or
standardized outcome quality criteria. Their more extensive human and financial
resources enable them to better manage these requirements (Szebehely and Meagher
2013). In spite of the strong links between quality and structural indicators such as
staffing levels, types and intensity (Harrington et al. 2012a; Park and Stearns 2009), for
profit agencies have effectively lobbied against jurisdictions moving to regulate these
factors (Szebehely and Meagher 2013).

Considering Quality Inspections/Audits

The literature on inspections and audit processes differentiates between deterrence
approaches that emphasize formal, legalistic regulations, and compliance approaches
that are characterized by more supportive methods to assist the home in improving
quality (Walshe 2001). While there are reports citing the preference by managers
(Furness 2009) and by health care aides (Chung 2012; Kontos et al. 2010) for more
compliance-based approaches to inspections, others argue that in highly privatized
long-term care environments, such as the US, compliance approaches are not effective.
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When it comes to regulating for-profit nursing homes and especially chains, there is
literature suggesting that deterrence approaches are necessary because compliance
initiatives fail to influence those who actually make the key quality of care decisions
(Harrington et al. 2012a, 2014a; Mukamel et al. 2012).

The influence of market-based or neoliberal forces is evident in the shift of gover-
nance and accountability processes from trust and cooperation-based to standardized,
highly quantifiable audits (Evans et al. 2005), more reflective of a deterrence approach.
Market-based forces are also evident in the form of public reporting of quality findings
and pay for performance initiatives (which compensates for specific outcome achieve-
ments, e.g., avoiding resident hospitalizations). Konetzka and Werner (2010), while
generally supportive of market-based approaches, acknowledge that only a 1 % quality
improvement is attributable to public reporting, while pay-for-performance effective-
ness has yet to be demonstrated. There are arguments that a narrow, standardized
regulatory focus can lead to problems with non-regulated quality issues (Bowblis and
Lucas 2012), can increase the potential for gaming by nursing home administration in
order to appear more compliant than is actually the case (Bowen and Kreindler 2008;
Braithwaite et al. 2007; Sutherland and Leatherman 2006), can siphon money away
from actual care (Bowen and Kreindler 2008), and can download the responsibility or
accountability for quality to the workers rather than those making the resource deci-
sions (Evans et al. 2005). Others argue that the enforcement of standardized regulations
is key to ensuring quality, adding that problems in effectiveness are largely because the
nursing home industry has weakened and blocked the implementation of strong
enforcement policies (Harrington et al. 2014b).

The following comparison of the long-term residential care audit/inspection pro-
cesses in seven jurisdictions (Ontario Canada; Manitoba Canada; England; Germany;
Norway; Sweden; United States) draws on this background literature. We begin with a
profile of facility ownership in each jurisdiction, including recent trends in each. We
then describe how quality is assessed, audited and enforced on an ongoing basis in
these jurisdictions. Our review seeks to understand how quality is understood, includ-
ing to what degree structural, process and outcome quality criteria are included in
audits/inspections. Our review considers the audit process in each jurisdiction, whether
findings are publicly reported, and what enforcement mechanisms are utilized. Overall
we seek to better understand how inspection/audit processes compare in these various
jurisdictions as well as identify any trends in quality regulation.

Methodology

As part of an international study of long-term residential care entitled, Reimagining
Long-Term Residential Care: An International Study of Promising Practices, descrip-
tive data were collected on facility ownership, trends in ownership as well as the
processes and practices of audit/inspection in each of the six countries between 2011
and 2014. These data collection methods included Internet surveys of government and
professional association documents and reports, in addition to academic publications.
In each jurisdiction the researchers collected relevant policies/regulations and practices
regarding the requirements for long-term residential care agencies. As much as possible
we have attempted to collect comparable data, but it was not always possible to do so.
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Findings

Facility Ownership

Graph 1 presents the long-term facility ownership profile, depicting England (75 %)
and the US (67 %) with the highest proportion of for-profit and Norway (4 %) with the
lowest. While Canada has 42 % for-profit ownership overall, there is considerable
provincial variation. Ontario’s 53 % for-profit ownership is the highest in the country,
while Manitoba has about half of that at 27 %. The two provinces are presented in a
dotted pattern, signifying they are also included in the Canadian data. Germany has
40 % for-profit ownership overall, varying between 25 and 65 % from one state to
another (Statistisches Bundesamt, Pflegestatistik, March 2013 update), and Sweden is
much lower at 18 %. While this snapshot illustrates the broad range in current long-
term care ownership, most jurisdictions are trending towards greater for-profit owner-
ship and/or involvement in this sector. The number of private, for-profit-owned facil-
ities in England has grown rapidly, particularly since the late 1980s (Drakeford 2006;
Godden and Pollock 2010; Laing 2014). A dramatic increase in the number of care
homes during the 1990s abated after changes were made to the system of funding
individual placements. In the past ten years, private equity companies became more
involved and ownership more consolidated, with the top 5 providers accounting for
over 20 % of available care home places in 2010 (Allan and Forder 2012).

In spite of the considerable variation in levels of for-profit ownership, most of these
jurisdictions are experiencing upward trends in for-profit ownership and/or involve-
ment. Canadian nursing homes are trending towards more private for-profit ownership
(Canadian Union of Public Employees (CUPE) 2009; Statistics Canada 2011), partic-
ularly in the province of Ontario with two-thirds of the new beds since 1998 going to

Graph 1 Facility ownership (%). References – England (Laing and Buisson 2012; Godden and Pollock
2010), US (Harrington et al. 2011), Canada (Statistics Canada 2011), Ontario (CUPE 2009), Manitoba (Doupe
et al. 2006, Statistics Canada 2012), Germany (Arfwidsson and Westerberg 2012; Stolt et al. 2011), Sweden
(Erlandsson et al. 2013), Norway (Vabo et al. 2013)
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for-profit agencies (CUPE 2009). Sweden and Norway, with much lower for-profit
involvement than the other jurisdictions studied, are also experiencing an upward for-
profit trend. Sweden has moved from less than 1 % for-profit ownership to current
levels since the early 1990s (Stolt et al. 2011). In addition, two large private equity-
owned corporations currently run half of the private nursing homes (Arfwidsson and
Westerberg 2012). In Norway, where more than 95 % of nursing homes remain owned
and managed by non-profits, there has been increased involvement of the for-profit
sector in nursing home management (Vabo et al. 2013). In the US, over half of the for-
profit nursing homes are owned by nursing home chains (Harrington et al. 2011,
2012a).

Survey Audit Process

U.S. and Ontario, Canada

Audits/inspections in the US and in Ontario, Canada are complex processes. On a
continuum stretching from the most to least deterrence-based, standardized and codi-
fied audit/inspections, the US and Ontario reflect the most deterrence-based and
standardized. All US nursing homes receiving Medicare and Medicaid funding
(98 %) are regulated (OBRA 1987), with mandated standards and regulatory proce-
dures overseen by the US Centers for Medicare and Medicaid Services (CMS) (US
GAO 1987), with inspections carried out by state agencies. Long-term residential care
is a provincial responsibility in Canada, regulated in Ontario through the Long-Term
Care Homes Act (2007), with the inspections overseen by Performance Improvement &
Compliance Branch, Health System Accountability and Performance Division,
Ministry of Health & Long-Term Care (MOHLTC) (MOHLTC 2010).

In both jurisdictions, unannounced inspections/audits are performed regularly
(annually in Ontario and at least every 15 months in the US), and in response to
complaints (MOHLTC 2012; US CMS 2012a). Inspections are also triggered in
the US in response to substantial facility changes (US CMS 2012a) and in Ontario
following a mandatory critical incident reporting or prior non-compliance finding
(MOHLTC 2010). Both jurisdictions focus primarily on outcome and process
indicators of quality. The US state surveyors assess a home’s compliance with
170 federal outcome and process regulations (US CMS 2012a), specifying resi-
dent, family and staff interviews, and record and document reviews (Saliba et al.
2008). Surveyors also assess whether staffing standards are met. There is no US-
wide ‘minimum hours of care’ standard (except to have a registered nurse director
8 h/day, 7 days/week and licensed staff 24 h/day), and while direct care standards
exist in several individual states, experts have cited these as too low (Harrington
et al. 2012a, b). Ontario inspectors are empowered and guided by very specific,
regulated protocols to assess 136 Quality of Care and Life Indicators (QCLI) in 34
care areas. Each protocol closely specifies questions and probes to use while
conducting observations, resident, family and staff interviews, and record and
policy reviews (MOHLTC 2010, 2012). In spite of these prescriptive inspection
regulations, Ontario actually removed a minimum hours of care regulation that
guaranteed 2.25 h daily of direct care for each resident. Currently, there is no
‘minimum hours of care’ standard in the province (Harrington et al. 2012b).
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In both jurisdictions, inspectors are trained and mandated to follow standard-
ized processes. In the US, standard forms, and detailed sampling, survey and
data recording procedures are identified by CMS (US CMS 2012a). In Ontario,
inspectors’ assessments of resident QCLIs are determined utilizing defined nu-
merator, denominator and specified exclusions. Findings of non-compliance are
plotted on judgment matrices to determine action. In the US and Ontario
inspectors are not allowed to provide consultation or convey the results to
nursing home staff during the inspection process (MOHLTC 2011; US CMS
2012a), but in the US, summary findings are given to the staff at the end of the
survey (US CMS 2012a).

England

In England, nursing homes (known as care homes) are registered with the Care
Quality Commission (CQC), responsible for regulation and inspection, by the
Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 No.
781. In 2013, in response to serious lapses in standards and evidence of abuse
and cruelty, the Care Quality Commission was overhauled, a new Chief
Executive was appointed and extra funds were made available to change the
inspection process. A new care home inspection and regulation programme
(www.cqc.org.uk.content/adult-social-care-providers) was initiated in 2014 (still
in progress). The new process pursues the following five questions and key lines
of enquiry for all inspections: 1. Are they safe? People are protected from abuse
and avoidable harm; 2. Are they effective? The care provided achieves good
outcomes, promotes good quality of life and is evidence based where possible; 3.
Are they caring? Staff involve and treat people with compassion, kindness,
dignity and respect; 4. Are they responsive? Services are organised to meet
people’s needs; 5. Are they well-led? The leadership, management and
governance of the organisation assure the delivery of high-quality, person-
centred care, support learning and innovation and promote and open and fair
culture (UK Care Quality Commission (UK CQC) 2014).

The inspection process draws on four sources of information: review of com-
plaints and other key information from residents, carers and staff; review of
national datasets, CQC records and information from commissioners and care
home providers; observations of care, facility inspections and documentary re-
views on site; interviews with service users, families, staff and other professionals.
Following inspection, services are rated as outstanding, good, require improve-
ment or inadequate. Ratings are given for each of the five questions as well as
overall, with an aggregate rating. Inspections are usually unannounced, and can be
comprehensive (cover all five questions) or focused (responding to specific con-
cerns). The frequency of comprehensive inspections will depend on how well-
rated the service was at the last inspection. The teams will typically include one
experienced inspector and an ‘expert by experience’ (with personal experience of
the care system). Inspectors, while guided by principles, are also able to exercise
their judgement. For example, there might be a specific concern about leadership
and management, which has a low impact on the residents and which would not
necessarily lead to an ‘inadequate’ rating (UK CQC 2014).
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Germany

In Germany, a mandatory, universal, social Long-Term Care Insurance system (LTCI)
was introduced in 1995, mandating that providers and purchasers (LTCI-companies) of
LTC services negotiate and agree on the principles and measures for quality assurance
and quality control (cf Büscher 2010 p. 4ff). The approach reflects the general principle
of self-regulation between the purchasers and the providers based on the assumption
that all stakeholders1 are responsible for the availability and quality of care. (cf Büscher
2010 p. 4ff). The legislation sets the framework and only takes further action if no
agreement is achieved between the stakeholders. In 2001 the LTC Quality Assurance
Law (Pflege-Qualitätssicherungsgesetz - PQsG) introduced a system of quality con-
tracts, obliging providers to establish internal quality management for service facilities,
staff, equipment and use of expert standards. Staff-to-resident ratios are required, but
vary due to resident care needs and region (federal states).

The Medical Advisory Board of the LTC insurance Funds (MDK) is responsi-
ble for regulatory oversight and conducting audits in all nursing homes. Since
2011 audits are conducted annually, in response to a complaint, or in follow-up to
prior insufficiencies. Inspections are based on detailed assessment guidelines for
reviewing documents, interviews of the care facility head, nurse in charge, quality
manager and other relevant persons, and a satisfaction survey of 10 % of residents.
These assessments include: structure indicators (e.g., compliance with staff qual-
ification requirements, quality of living space); process indicators (e.g., staff
opportunities to attend regular training sessions, use of nursing/care standards);
and, outcome indicators (e.g., fall prevention, pain management, pressure ulcer
prevention,2 resident satisfaction).

In general, two MDK nurses, who must be RNs or elderly care workers with
professional experience and quality management training, conduct the facility
inspections. While the actual assessment details are the result of negotiations
between the various stakeholders, there is a considerable reliance on the judg-
ment and interpretation of the inspector, resulting in inspections that are not
conducted in identical ways. A closing interview is held with facility represen-
tatives at the end of the 1-to-4-day audit. An online BCritical Incident Reporting
System^ (CIRS) was recently introduced, enabling employees to anonymously
report critical incidents in their daily work. Thus, important information regard-
ing errors is discussed publicly, with the goal of receiving advice from experts
and establishing or moving towards a culture of Failure Management
(Kuratorium der deutschen Altenpflege).

1 These stakeholders include: Central Federal Association of LTCI, Federal Association of Supra-local Social
Welfare Associations, Federation of Municipal Associations and Associations of Providers of Care Institutions
at the federal level, Medical Service of the Central Federal Association of Health Insurances, Association of
Private Health Insurances, Federal Associations of Nursing and Elderly Care Professions, and relevant
organizations representing the interests and self-help of dependent and disabled people.
2 This use of the expert standards of the German Network for Quality Development in Care (Deutsches
Netzwerk für Qualitätsentwicklung in der Pflege – DNPQ) concerns technical nursing care and prevention
measures. Expert standards include wound care, prevention of pressure sores, pain management, prevention of
falls, discharge management and malnutrition.
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Manitoba, Canada

The provincial Department of Health & Healthy Living regulates nursing homes
(NHs, also called personal care homes (PCHs)) in Manitoba, Canada. The
Continuing Care Branch of the Regional Affairs Division ensures compliance
with the Provincial Personal Care Home (PCH) standards and oversees the
annual licensing of nursing homes (Office of the Auditor General Manitoba
2009). The standards for these nursing homes were developed collaboratively
with key stakeholders (provincial and regional government officials, the
Manitoba Nursing Home Association, and the Non-Profit Long Term Care
Administrator’s Group) and field-tested before use. There are five core standards
occupying the continuum from structural (e.g., availability of pharmacy services,
safety & security3), to process and outcome indicators (e.g., use of integrated
care plans, staff education, use of restraints). Twenty-one non-core standards
include some structural indicators (person in charge and qualified staff) and
mostly process indicators (e.g., resident [or representative] participation in care
planning, organized dietary services and infection control) (Office of the Auditor
General Manitoba 2009). These seem to be less specific outcome indicators than
in the US or Ontario. While there is a minimum standard of care in the province
of 3.6 h of care per resident day (hprd), this is based on paid, not worked hours
and is not formally assessed during inspections (Office of the Auditor General
Manitoba 2009).

In contrast to Ontario, there is explicit reliance in Manitoba on inspectors’ prior
expertise in nursing or other health care fields. The 1-day inspection is completed
at minimum every 2 years on every nursing home. While unannounced inspections
are conducted in approximately 1/3 of homes annually, the majority is given 48-h
notice of the inspection, including information about which of three possible
inspection tools will be utilized. Each tool assesses the five core standards plus
seven of the 21 non-core standards, but the review team has the right to assess all
26 standards if necessary (Office of the Auditor General Manitoba 2009: 50).
Inspections include resident files and document reviews (e.g., medication audits,
staff training records), and interviews with staff and residents. The standards,
measures (core and non-core) and scoring methodology are listed in each assess-
ment tool. Inspection teams also use their professional judgment to determine each
rating. If the core (essential) measures are not met, the standard is not met. Homes
can receive a ‘met’ rating (‘pass’ all core measures and 80 % of non-core
measures), a ‘partially met’ rating (pass all core measures and 60 to 80 % of the
non-core measures), or ‘not met’ (failed to pass a core measure and more than
60 % of the remaining measures). The review also assesses compliance with the
Provincial Restraint Policy (documentation of all restraint decisions) (Manitoba
Government 2012a, b; Office of the Auditor General Manitoba 2009). Findings
are initially shared with staff on review completion.

3 E.g., the safety and security core standard mandates all call systems to be in proper working order, all open
stairwells are safeguarded, windows cannot be exits, and all outside and stairwell doors are alarmed, with
approved locking devices under the Manitoba Fire Code (Manitoba Government 2012b).
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Sweden

In Sweden, eldercare, from home care to nursing homes, is regulated by the Social
Services Act (Social Services Act 1980:620 and 2001:453), requiring that services be
provided when needs cannot be otherwise met to ensure a reasonable living standard.
Staffing levels are not specifically mandated (Erlandsson et al. 2013). The responsibil-
ity for oversight of residential care mainly rests with the municipalities, but the state is
increasingly active in advising the municipalities on how to follow up on care services,
particularly when they are contracted out (Ibid). For instance, in 2013, a new national
institution, the Health and Social Care Inspectorate (IVO), was given responsibility for
monitoring and evaluating elder care services, compiling information from the munic-
ipalities, developing standards, supervising compliance with the law, and when needed,
licensing privately-owned residential care. The Inspectorate carries out both announced
and unannounced inspections (the frequency is not regulated), as well as inspections in
response to complaints (Erlandsson et al. 2013). The majority of inspections are caused
by complaints or deficiencies reported by staff (IVO 2015).

National inspectors are guided by the national evaluation criteria, which do not have
legal status. Similar to Manitoba, the Swedish national guidelines stress the profes-
sional expertise and experience of the inspectors (NBHW 2012). During a 3-year
period (2010–2012), all 290 municipalities, but by no means all facilities, were
inspected. The inspection process includes interviews with staff, residents and family
members and document analysis. The goal of inspections is mainly to identify problems
and areas for improvement, and the results are reported back to the homes and to local
authorities to address (IVO 2013). The National Inspectorate recently argued that both
hard (e.g., fines or closure) and soft tools (e.g., recommendations and consultation)
should be utilized during inspections. BAvailable research suggests that hard tools can
work well in the short-term… but can have limited effect in the long-term. Softer tools
… seem to have a more long-term effect on changing provider behaviors. Yet, the latter
requires a provider who is serious about improvements^ (IVO 2015:12). The national
inspection process provides a general picture of the problems and areas for improve-
ment in order Bto enable systematic learning and prevent the repeat of deficiencies and
malpractice^ (Inspectorate website, English presentation (www.ivo.se)). The main
responsibility to follow up on the quality of individual nursing homes, whether
private or public, rests with local politicians.

Norway

In Norway, municipalities are required to provide nursing home services to those who
need it (Ministry of Health and Care Services 1982, 1983, 1989), with the Norwegian
Board of Health Supervision (NBHS) responsible for supervising nursing homes (NHs).
Organizations are mandated to monitor risks and to ensure that health and safety are
maintained and that problems are corrected for both residents and staff (Nakrem 2011).
National legislation also determines when and how coercion or restraints can be used
(NBHS 2011). In contrast to California and Ontario, and more similar to Manitoba and
Sweden, there is a relatively low degree of formalization or standardization in the audit/
inspection/regulation of nursing homes in Norway. Informal inspections of selected NHs
in each municipality are performed annually, and in response to complaints (NBHS
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2011). The inspection focus varies each year (e.g., in 2011 the focus was to ensure that
nursing homes identified whether the capability to consent was adequately assessed for
residents refusing care) (NBHS 2011; p. 7). The offices of the Governor in each county,
as well as the municipal authorities, have key supervisory roles in ensuring the safety of
residents and staff. While the Norwegian Association of Local and Regional Authorities
(KS) proposes guidelines, municipalities differ in what and how they investigate. In
some cases, the NBHS may ask a municipality to follow up with individual nursing
homes regarding problematic performance.

The number and range of quality indicators is limited, with a greater reliance on the
opinions of the inspection team during the inspection processes, rather than a focus on
the reliability of indicators (Nakrem 2011). Inspectors also convey their views to staff
and management during the inspection process, overall suggesting more of a compli-
ance than a deterrence approach. The indicators focus on some structural factors
(physician and physiotherapy hours/week/resident; proportion of skilled personnel
and level of preparation), process factors (such as the proportion of staff taking sick
leave and the use of resident satisfaction surveys) and few outcome indicators (Kise
2004; Kommunenes sentralforbund 2004). There is growing pressure to develop
comprehensive systems of standardized, measurable outcome indicators. (Borge et al.
2012).

Enforcement

Enforcement mechanisms and approaches in these jurisdictions also reflect similarities
and differences. In the US, sanctions (fines or civil money penalties (CMPs)), denial of
payment for new or current admissions, and the institution of temporary managers (US
CMS 2012b; US GAO 2000) are issued for potentially harmful violations, and for those
resulting in actual harm, immediate jeopardy or substandard care. Many states collect
state CMPs for violations of state nursing home regulations. Only about 2 % of
violations are issued CMPs, with broad enforcement variations across states
(Harrington et al. 2008; US GAO 2009). CMS may terminate an agreement with a
nursing home if there is non-compliance, but this is extremely rare (US CMS 2012b;
Harrington et al. 2008). Although the US has a structured survey and enforcement
system and issues sanctions, the actual enforcement of the regulations has been
described as weak, and sanctions are considered not strong enough to ensure compli-
ance with the regulations (Harrington et al. 2014a; US GAO 2000, 2009; US OIG
2014).

In Ontario, the inspection report to the home lists the identified areas of non-
compliance, the actions/orders determined by inspectors (utilizing the judgment matrix
and grounds for selection), whether corrective action is required, and the time frame.
The actions can include the issuing of written notification, request for a written plan of
correction (voluntary), or a compliance order. If the non-compliance is extremely
serious, the orders can include a reduction or withholding of funds, appointing a
temporary manager, or revoking the license. There are processes in place to appeal
any judgments (MOHLTC 2012).

In England, non-compliance is judged as minor, moderate or major (Care Quality
Commission (CQC) 2012). The Commission requires providers to keep the CQC
informed of the progress in addressing deficiencies within an agreed time frame. If
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the CQC is not happy with the action taken, a warning notice is issued and inspectors
visit the site to assess efforts to address the non-compliance. If problems persist,
providers’ activities could be restricted or their registration suspended. The CQC might
also take action through the criminal law and, depending on the severity of the offence,
could impose a fine, caution the provider or seek prosecution.

In Germany the Medical Service publishes the results of the inspections. In the case
of poor results the MDK advises on possible quality management improvements and
respective measures and sets a time frame for deficiencies to be addressed and
improvements made. If the requirements are not fulfilled, the LTCI is informed and
can reduce reimbursement for the services or cancel contracts with the provider (Gesetz
zur strukturellen Weiterentwicklung 2008).

In Manitoba, a formal assessment report, including an action plan, is issued to the
nursing home within 6 to 8 weeks of the inspection. An action plan for responding to
any problems and progress reports must be completed by the home and returned to the
Department within 50 days following the action plan submission. Homes that receive
poorer scores on any given inspection are revisited more frequently compared to those
receiving higher inspection scores (Office of the Auditor General Manitoba 2009).

In Sweden, when the municipality has contracted out the running of a nursing home,
the municipality is responsible for the quality of care provided. If a provider does not
meet the quality criteria stipulated in the contract, the local authority can end the
contract if it can be proved that the home violates the quality requirements in the
tender documents. On average there are 215 requirements in such documents (2/3 on
processes and 1/3 on structure, though very rarely on staffing ratios), and only half of
the requirements are deemed possible to monitor (Erlandsson et al. 2013 p. 74). The
local politicians are often criticized for not properly following up on the contracts, and
the seizing of a contract is usually preceded by a media scandal (Lloyd et al. 2014).
While the responsibility to control quality rests with the municipalities, The National
Inspectorate (IVO) can impose a fine or even close down a private or a public facility if
they find residents are not receiving safe care, but this rarely happens. In 2014 no care
homes were closed down but a fine of around SEK 800,000 was imposed in at least two
cases where the Inspectorate found that dementia units were lacking staff at night (IVO
2015).

Given the relative autonomy of municipalities in Norway, other than the clear rules
and regulations such as having RNs and auxiliary nurses as staff members and ensuring
physician services are available, most national guidelines are formulated in very general
terms and are broad in scope. The guidelines are mostly intended by national authorities
and perceived by municipal authorities and agencies as recommendations. The tradition
of respecting the autonomy of the municipalities is very strong in Norway, and national
agencies like the Health and Care Department (HOD) and the Directorate of Health are
very hesitant to enforce local standards (Lian 1996). Hence most of the guidelines are
not strictly enforced.

Public Reporting of Inspections/Audits

As previously mentioned, public reporting of certain quality aspects is a market-based
approach that most jurisdictions have moved to adopt in some form. In the US, Nursing
Home Compare, an internet-based site, was created by CMS to publicly convey quality
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information in three major areas: staffing, deficiencies and quality measures for each
certified nursing home. The information is gleaned from data reported from the state
inspections and includes 19 quality measures for each certified nursing home. In 2008,
CMS developed a Five-Star Nursing Home Quality Rating System, rating nursing
home quality on a scale from five (much above average) to one (much below average),
based on inspections, staffing and quality measures (US CMS 2014) This system has
been improved over time but still relies heavily on nursing home self-reported data.

In Ontario, inspection reports are issued to Long-Term Care Homes and posted on a
public website about 2 months later (MOHLTC 2012). The website, a searchable
database of long-term care facilities displays information such as home administrator
and ownership type, presence of family and resident councils, accreditation status, as
well as inspection reports conveying the inspection purpose, findings and required
actions (MOHLTC 2012).

In England, homes are given an opportunity to comment on reports before publish-
ing. The reviewed inspection data are available on the CQC website, although not in
full. A summary report with tick-boxes showing compliance or not against all the
standards is publicly available on the web pages of each individual care home. The
CQC also provides some aggregate data (CQC 2012).

There is growing interest in Manitoba to strengthen the accountability for nursing
home standards and quality of care through public reporting. A recent report by the
Manitoba Office of the Auditor General challenged the province to move to more
public reporting of key nursing home performance measures. Increased public
reporting is also one component of Manitoba’s recent Aging in Place Blueprint for
Change. To date no such public reporting has been developed (Office of the Auditor
General Manitoba 2014).

The Long-Term Care Development Act (Pflege-Weiterentwicklungsgesetz – PfWG
(2008) in Germany mandates MDK to publicize aspects of the assessment through the
Internet. After some adjustments of the grading system each nursing home is now
graded or rated from 1 to 5 on the basis of 77 individual criteria grouped into the
following five quality areas: Nursing and medical care (32 criteria); Dealing with
dementia residents (9 criteria); Social care and everyday design (9 criteria);
Accommodation, food, housekeeping and hygiene (9 criteria); Resident survey (18
criteria). The score for an area is derived from the average of ratings of the individual
home criteria, drawn from inspections/observations, staff and resident interviews as
well as reviews of charts and other organization documents. The results of the quality
tests are centrally collected and processed by an agency (Daten Clearing-Stelle, DCS)
and made available to the nursing homes via internet. They have 28 days to clarify
important questions and provide additional information. After having examined this
information, the agency releases the transparency report that can be published by the
LTCI-Company (Gesetz zur strukturellen Weiterentwicklung 2008). There are com-
plaints that this system fails to accurately differentiate between levels of quality, as most
residential care facilities receive very good grades. In 2014 a new evaluation system
was developed by some of the stakeholders (Vereinbarung nach § 115 Abs. 1a Satz 6
SGB XI 2014; GKV Spitzenverband. Änderungen der Pflegetransparenzvereinbarung
(stationär), gültig seit 01 2014 [Changes in the care transparency agreement]). In spite
of these recent revisions, ongoing criticisms identify that many criteria are evaluated as
either ‘not satisfied’ or ‘fully met’, making it impossible to distinguish good from
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average care facilities. Experts and care associations are demanding further revisions.
(Cf e.g. Sozialverband VdK Rheinland-Pfalz 2014).

In Sweden, the Health and Social Care Inspectorate reports the findings from
inspections in narrative form in web-published reports, but not related to specific
municipalities or facilities. Instead Sweden publishes an online Elderly Guide as well
as online and hard copy of Open Comparisons – Eldercare. The former, containing
information on a combination of structure-, process- and outcome-indicators collected
through surveys conducted with nursing homes and care users, is aimed at facilitating
choice for older people and their families. The indicators change over time, and currently
(2014) 15 individual facility indicators are reported, 7 are based on user surveys (e.g. the
proportion of residents reporting general satisfaction with the facility, the possibility to
get outdoors, or if staff have enough time for their needs), and 6 are reported by the
nursing homes (e.g. structure measures such as the number of care workers or RNs in
daytime according to the roster or the proportion of staff with adequate training, and
process measures such as whether residents participate in drawing up their care plans or
can decide when to go to bed) (www.socialstyrelsen.se/jamfor/aldreguiden/). Only two
of these indicators are the same as those reported just 2 years earlier. Also, there is
resistance from both private providers and the public employers’ organization (Swedish
Association of Local Authorities & Regions) to focus on structure indicators, although
staffing ratios are currently reported. Conversely, process indicators are currently being
promoted (Erlandsson et al. 2013). At the municipal level, a larger number of indicators
are reported in the Open Comparisons – Eldercare, aimed at local politicians in order to
benchmark quality at the municipal level.

In Norway, statistics on eight indicators are publicly reported. These include struc-
tural factors such as physician and physiotherapy hours/week/resident as well as the
proportion of each of the following: skilled personnel; personnel with health/social
service education from high school; personnel with health/social service education
from university/university college. Process indicators include the proportion of sick
leave registered by a physician (more than 3 work days) of total municipal care staff;
and, evidence of a system of user satisfaction surveys. These indicators are presently
being revised, with reports that neither satisfaction surveys nor physiotherapy hours/
week/resident will be used in the near future (Norwegian Health Directorate 2013).
Information is not available on how each individual nursing home is performing
relative to other nursing homes on any of the indicators.

Discussion

Our snapshot of long-term care facility ownership compares jurisdictions located at
different points according to Esping Andersen’s (1990) welfare state typology. In our
review, and in line with Esping Andersen’s analysis, the liberal welfare regimes of the
US and England have higher rates of privatization and marketization influences. In
Canada, another liberal welfare regime, results are mixed with high rates of for-profit
ownership in Ontario, and much lower in Manitoba. The for-profit ownership in
Germany, a conservative welfare state, is about half of that in England, while both
Norway and Sweden (social democratic welfare regimes) have much lower rates of for-
profit ownership. Yet in spite of great differences in levels of for-profit ownership, these
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jurisdictions are all experiencing a growing trend of for-profit ownership and/or
involvement in this sector. Even Sweden and to a lesser extent, Norway, with compar-
atively very low rates of for-profit ownership, are facing a growing involvement of for-
profits in managing long-term residential care (Szebehely and Meagher 2013).

Those jurisdictions with greater for-profit ownership tend to have more rigorous
quality regulatory systems. The audit/inspection approaches in the US, Ontario,
Canada, in particular, and to a lesser extent, Germany, emphasize standardized outcome
and process quality indicators. Our review also suggests that this same rigor has not
extended to the regulation of structural indicators such as staffing levels or staffing
intensity, a concern given research linking these to quality (c.f., Armstrong 2013;
Harrington et al. 2008, 2012a, b). In Germany there are defined staff-resident ratios,
depending on care level and region. Conversely, all quality indicators (structure,
process and outcome) utilized in England, Manitoba, Sweden and Norway are less
specific, without the same emphasis on standardized, measurable process and outcome
indicators as in the US and Ontario. Although Manitoba does have minimum hours of
care, these include more than direct care and are not comprehensively monitored during
inspections. England appears as somewhat of an outlier, with the highest percentage of
for-profit ownership, and yet a less standardized inspection process. Further, in Norway
and Sweden, with the lowest rates of for-profit ownership, there are calls to increase the
use of standardized process and outcome-based quality criteria (Erlandsson et al. 2013;
Norwegian Health Directorate 2013). Our analysis also suggests that for profit agencies
are actively lobbying against the regulation of structural indicators, outcome indicators
and the overall enforcement of regulatory regimes (Harrington et al. 2014a; Szebehely
and Meagher 2013), preferring instead to promote less costly process indicators.

We also see the inspection processes within these jurisdictions located at different
places along the deterrence to compliance continuum, considering issues such as:
reliance on inspector’s expertise versus standardized inspections and judgment matri-
ces; announced inspections versus unannounced; and, inspector information sharing
during the inspection versus only communicating results through official report after
the inspection is completed. Our findings indicate that two of the jurisdictions with the
highest for-profit ownership, US, and Ontario, Canada, are much more deterrence-
based, with prescribed, unannounced inspections. Almost all inspectors in the US are
RNs with nursing home experience, and it is expected that they rely on this experience
as they apply the standard assessment of each regulatory area. Ontario also utilizes
those with relevant experience, such as RNs as inspectors, but all inspectors undergo
considerable training to promote the use of inspection tools in a standardized manner.
In contrast to the US and Ontario, where inspectors use standardized judgment matrices
to make determinations, Germany and England encourage inspectors to use their own
judgment during assessments. Inspectors in Germany also hold a closing interview with
agency representatives following the inspection. This contrasts with the mandate in
Ontario that inspectors not share findings prior to their final report and cautions homes
to no longer expect it (MOHLTC 2012). In the US, there has been pressure to maintain
a separation between quality improvement programs and regulatory activities. As such,
inspectors are not expected to provide consultation or advice to nursing homes during
the inspection process (OBRA 1987).

Conversely, inspections in the less privatized jurisdictions of Manitoba, Sweden and
Norway are closer to the compliance than deterrence end of the continuum. Inspections
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in Manitoba are not necessarily annual and inspectors are strongly encouraged to use
their judgments rather than rely only on closely standardized inspections and judgment
matrices. While unannounced inspections are conducted on one-third of homes, the rest
are given advanced notice of inspection dates and which assessment tool combination
will be used. In Norway, homes are aware beforehand of the current inspection focus.
In Sweden, inspectors are guided by national evaluation criteria to identify problems
and report to local authorities to address. In both Norway and Sweden, the responsi-
bility to oversee the quality of residential care rests with the highly independent
municipalities resulting in large variation within the countries.

When it comes to enforcement, including public reporting of quality inspections, we
have also observed differences. The US, Ontario and England have more complex
systems of sanctions from fines or withholding of funds, appointing a temporary manager
(Ontario), revoking licenses or terminating agreements, or seeking prosecution (England).
In spite of this complexity, reports in the US describe enforcement as weak and infrequent
(US GAO 2000, 2009; US OIG 2014). Furthermore, scandals sparked by significant
problems in quality of care persist in all of these jurisdictions (Lloyd et al. 2014).

The US, Ontario, Canada and England, with the highest proportion of for-profit
ownership, offer online public reporting of certain inspection results. In Germany,
nursing home quality ratings are publicly available, yet concerns remain that the ratings
fail to accurately capture quality differences. Manitoba is currently discussing the
possibility of public reporting. In Manitoba, Sweden and Norway, with lower propor-
tions of for-profit ownership and less complex or specific enforcement processes, local
authorities can end contracts in all three jurisdictions. Concerns are raised in Norway
that municipalities enforce few national guidelines. In Sweden recent scandals in
nursing homes run by private equity corporations have led to increasing calls for
stricter regulation of ownership and binding staffing ratios (Lloyd et al. 2014), but no
political decisions have yet been made in this direction.

In Sweden several process and outcome quality indicators are available to the public
to assist in nursing home choice and the government has expressed strong hopes that
this information will make users so well informed that their choices will improve
quality. However, whether the information is actually used in this way is not known
(Erlandsson et al. 2013, p. 42). Even if some users can make use of such information in
a consumerist approach, it is unlikely that user choice can safeguard the quality of care.
Providers have an interest in presenting a positive image. Accordingly, the fact that
providers report staffing ratios and other structural measures raises questions about the
reliability of the information. In Norway, the eight publicly reported quality indicators
include structural criteria (e.g., physician hours per resident per week, educational
background of staff) and some outcome indicators (e.g., satisfaction survey results).
However, in contrast to Sweden, comparison of specific nursing home performance is
not publicly available (Norwegian Health Directorate 2013).

Considering the evidence citing quality problems in for-profit nursing homes, the move
to stringently regulate quality in jurisdictions with a high proportion of for-profit providers
is understandable. Yet there are ongoing concerns that recent moves to strengthen regula-
tions have not extended to structural factors, such as the amount and type of staffing,
staffing intensity and staff education and training. Ontario actually removed a minimum
resident hours of care standard, apparently ignoring that effective process and outcome
indicators rely on staffing levels, intensity and training to be realized. One implication of
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this uneven regulatory focus is a shift in accountability or burden of responsibility for
quality from administration (increasingly for-profit organizations) to those who are pro-
viding the majority of daily care. Thus, direct care workers are pressured to provide
specified aspects of care, without the benefit of regulated staffing levels or resource support
(Evans et al. 2005; Jansen 2010; Kontos et al. 2010).

Conclusion

Our paper illustrates the significant quality implications of the global incursion of
market forces and logic into the long-term residential care sector. Our comparison
suggests that jurisdictions with the highest level of for-profit ownership also have the
most standardized, complex and deterrence-based regulatory systems, and stronger
regulatory enforcement. Regulating for quality is critical in this sector. However, the
failure by many jurisdictions to regulate structural indicators such as staffing levels,
staffing intensity and staff training, means that front-line workers, rather than admin-
istrators shoulder most of the accountability burden to fulfill process and outcome
regulatory demands. Those making the resource decisions that enable staff to engage in
the processes of care and ultimately achieve desired outcomes for residents are less
closely scrutinized for the implications of their decisions, which also serves to de-
politicize these decisions (Evans et al. 2005; Mulligan 2010; Petrovskaya et al. 2009).
There is urgency in our need to more effectively address quality in this sector, as we
continue to witness too many scandals in all jurisdictions in addition to reports of poor
quality of life by these most vulnerable individuals (Lloyd et al. 2014).
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