
Introduction

Within the U.S. Department of Veteran Affairs’ (VA) 
healthcare system, approximately 6,000 Veterans receive acute 
ischemic stroke care annually (1). About one-half of stroke 
survivors live with moderate to severe impairments (2), and 
these individuals need rehabilitation care to enhance their 
functional recovery, regain skills for activities of daily living, 
and increase strength, flexibility, and endurance (3).

VA community living centers (CLCs, formerly known as 
VA nursing homes) and community nursing homes (CNHs) 
are the two major sources of postacute care for Veterans 
with stroke.  Within the VA healthcare system, there are 
133 CLCs serving approximately 49,000 Veteran residents 
annually (4).  Additionally, the VA also refers Veterans to 
CNHs for postacute care.  This referral is under a per diem 
contractual agreement between local VA Medical Centers 
(VAMC) and local CNHs.  Each year, the VA contracts with 
over 2,500 CNHs (5).  Veteran placement in a CLC or CNH 
is based upon an individual needs assessment for nursing 
home care.  This assessment is conducted by a local VAMC 

interdisciplinary professional team typically including a clinical 
nurse, social worker, and rehabilitation therapist.  The team 
members identify each patient’s clinical needs, determine 
patient placement, and decide on the duration of nursing home 
stay (6).  Veteran CNH placement is based upon local CLC 
bed availability, patient long-term care needs, priority for VA 
healthcare (e.g., service connected disabilities status, level of 
disability, and income), and patient preferences (e.g., proximity 
to Veterans’ home or family) (7).  VA Handbook 1143.2, VA 
Community Nursing Home Oversight Procedures, outlines 
the per diem program and specific requirements for a CNH 
qualifying for a contract (8).  All VA-contracted facilities are 
certified by U.S. national Medicare and/or Medicaid programs.  

In 2004, the U.S. General Accountability Office reported 
that the VA lacked a systematic mechanism to evaluate the 
quality of care for the Veterans at CNHs (8).  Several studies 
have evaluated the quality of care for Veteran residents at CLC 
and/or CNHs.  Johnson et al previously reported that the CNHs 
with a VA contract differed from the CNHs without a VA 
contract: the former was more likely to be larger in certified 
bed numbers and for-profit; less likely to be hospital-based 
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and to meet the minimum recommended nursing staffing; and 
had more residents enterally tube fed, newly catheterized, 
mobility restrained, and developing new pressure ulcers 
(9).  In a recent utilization study on rehabilitation therapy 
and restorative nursing care, we found that CLC Veterans 
with stroke had fewer weekly days for rehabilitation therapy, 
but they had significantly more days for restorative nursing 
care than their counterparts at VA-contracted CNHs (10).  
However, information about Veterans’ functional outcomes 
in these facilities remains limited.  For example, what are the 
differences in physical function outcomes between Veteran 
residents in CLCs versus their counterparts in CNHs? This 
study was to evaluate the activities of daily living (ADL) 
performances between Veterans at CLCs and Veterans at 
VA-contracted CNHs by comparing the change in ADL 
scores between baseline and various follow-up time points.  
We hypothesized that CLC Veterans have improved ADL 
performances than their CNH counterparts during their stay in 
the nursing homes.

Methods

Study Sample
This retrospective observational study included all Veterans 

who (1) were admitted to CLCs or VA-contracted CNHs from 
January 1, 2006 through December 31, 2009, (2) had stroke as 
a primary medical diagnosis at nursing home admission, and 
(3) received at least two ADL assessments: one at baseline or 
admission and one post-baseline. All eligible Veterans were 
followed for a maximum of 12 months post-admission.  This 
study was approved by our local Institutional Review Board 
and VA Research and Development Committee.  

Data Source
Two primary databases included the VA Minimum Dataset 

(MDS 2.0) for CLC information and Centers for Medicare 
and Medicaid Services (CMS) MDS 2.0 for CNH information.  
The MDS is the standardized clinical assessment tool (11).  
All CLCs and VA-contracted CNHs are federally mandated 
to conduct a resident MDS assessment at admission, after a 
significant change in health status, quarterly, annually, and at 
discharge, regardless of payment source (12).  Furthermore, 
we also linked the CLC and CNH MDS data with VA and 
Medicare inpatient and outpatient data files to obtain Veterans’ 
relevant sociodemographic and clinical information provided 
inside and outside of the VA healthcare system.  The Medicare 
Nursing Home Compare file and VA facility data were used 
to obtain the facility characteristic information. Details about 
the data sources and multiple source data linkage are published 
elsewhere (10).

Dependent Variable
ADL change score referred to the difference between 

baseline and 3-month, 6-month, 9-month and 12-month 

ADL scale sum score.  The ADL scale was comprised of 7 
MDS ADL self-performance items: bed mobility, transfer, 
locomotion, dressing, eating, toilet use, and personal hygiene.  
Each item has a 5-point rating scale ranging from “0” for 
independent to “4” for totally dependent.  The total ADL score 
ranged from 0 to 28, with lower values representing higher 
functional status (13).  This scale had a high alpha internal 
consistency of 0.94 (14), was validated against the Functional 
Independence Measure (15) and Cognitive Scale (16), and was 
reported to be more sensitive to ADL performances changes 
over time than other major MDS ADL scales (i.e., MDS ADL 
Short Form and MDS ADL Hierarchy) (14, 16).

During our data process, we encountered 11,196 (23.7% 
for CNHs and 76.3% for CLCs) observations or items with 
a value of “8” for “activity did not occur”.  In such cases, 
previous studies recoded “8” to “4” (for totally dependent) 
with a rational that the unobservable ADL performances were 
due to resident inability to perform the task (17, 18).  To test 
this assumption, we compared the average item rating values 
between the observations with and without a value of “8”.  Our 
comparison showed that “8” was related to “4”, meaning when 
an ADL item was rated as “8”, other ADL items were most 
likely rated as “4” for the same Veteran.  Therefore, we also 
recoded “8” to “4” in this study.  

Independent Variable
Facility Type (CLC or CNH) specified where the Veterans 

resided during the study time period. 

Covariates
(1) District: We adopted the VA’s regional framework 

grouping the CLCs and CNHs into 5 districts: North Atlantic, 
Southeast, Midwest, Continental, and Pacific District (19).  (2) 
Propensity Score (PS) was used in this study as a covariate 
adjustment.  The PS was estimated using 14 baseline facility 
and Veteran sociodemographic and clinical characteristics 
variables presented in Table 1.  PS covariate method is used 
to balance the distribution of observed baseline covariates 
between CLC Veterans and CNH Veterans (20).  Alternatively, 
we also tested the PS stratification method, but we could not 
use the stratification approach mainly due to unbalanced sample 
sizes for several quartiles (e.g., quartile 2: CLC n=3,618 vs. 
CNH n=15; quartile 5: CLC n=126 vs. CNH n=3,509).  (3) 
Rehabilitation Therapy Days, (4) Restorative Nursing Care 
Days and (5) Depression Treatment Days referred to average 
weekly utilization days for these services during Veterans’ 
CLC or CNH stays.  The VA and CMS MDS recorded the 
number of days for each specific type of the rehabilitation 
therapy, restorative nursing care and psychotherapy provided 
to a resident for ≥15 minutes per day in the 7 days prior 
to an assessment date.  More details about calculating the 
rehabilitation therapy days and restorative nursing days are 
published elsewhere (10).  Depression treatment days were 
the average weekly days for Veteran psychotherapy and 
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antidepressant use.

Statistical Analysis
SAS version 9.4 (SAS Institute, Cary, NC) was used for 

all analyses.  First, descriptive statistics were obtained on all 
the variables.  Statistical inference was performed to compare 
the variables between the CLCs and CNHs.  Second, the 
correlation coefficient was used to assess multicollinearity 
among all covariates.  Consequently, we removed the patient 
rural/urban resident variable from our final analyses due to 

its strong positive correlation (r>0.5) between facility rural/
urban status and rehabilitation therapy days and restorative care 
days.  Third, the PS was estimated using backward stepwise 
logistic regression to regress the Facility Type variable on 
the facility and resident characteristic variables described 
in Table 1.  Finally, generalized linear mixed model with 
repeated ADL change scores were fitted to assess the effects 
of time-dependent facility type adjusting for propensity score, 
rehabilitation utilization, and regional districts.
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Table 1
Facility and resident characteristics comparison and propensity score (PS) modeling results

Characteristics comparison: n(%) or mean±SD† PS modeling results‡

All residents CLC residents CNH residents

N=18,238 n=12,628(69.2) n=5,610(30.8) Coefficient±SD Odds Ratio(CI) p

Variables used for PS estimate

Resident/bed ratio 0.8±0.1 0.8±0.1 0.9±0.1 4.54±0.23 93.51(59.6,146.71) <0.0001

Hospital-based facilities 11,081(60.8) 10,902(86.3) 179(3.2) -5.74±0.11 0.003(0.003,0.004) <0.0001

Rural facility Veterans 4,589(25.2) 2,069(16.4) 2,520(44.9) 2.17±0.08 8.78(7.48,10.29) <0.0001

Facility beds 135.9±76.2 126.7±63.6 156.8±95.5 1.02±0.05 2.77(2.51,3.05) <0.0001

Age: ≤64 5,504(30.2) 4,309(34.1) 1,195(21.3) -0.59±0.09 0.55(0.47,0.66) <0.0001

  65-69 1,476(8.1) 1,081(8.6) 395(7.0) -0.32±0.12 0.72(0.57,0.92)

  70-74 1,922(10.5) 1,354(10.7) 568(10.1) -0.26±0.11 0.77(0.62,0.95)

  75-79 2,845(15.6) 1,914(15.2) 931(16.6) -0.01±0.1 0.99(0.82,1.20)

  ≥80 6,491(35.6) 3,970(31.4) 2,521(44.9) Reference group

Gender: Female 511(2.8) 295(2.3) 216(3.9) 0.70±0.20 2.01(1.36,2.96) 0.0005

Education: <High school 3,846(21.1) 2,650(21.0) 1,196(21.3) -0.72±0.19 0.49(0.33,0.71) <0.0001

  High school 8,220(45.1) 5,777(45.7) 2,443(43.5) -0.70±0.19 0.50(0.34,0.72)

  Some college 4,097(22.5) 2,875(22.8) 1,222(21.8) -0.43±0.19 0.65(0.45,0.95)

  Bachelor degree 1,260(6.9) 813(6.4) 447(8.0) -0.36±0.22 0.70(0.46,1.07)

  Graduate degree 573(3.1) 335(2.7) 238(4.2) Reference group

Race/ethnicity:  White 13,384(73.4) 8,949(70.9) 4,435(79.1) -0.52±0.16 0.60(0.43,0.82) 0.0188

  African American 3,707(20.3) 2,765(21.9) 942(16.8) -0.50±0.17 0.61(0.43,0.86)

  All other 1,130(6.2) 897(7.1) 233(4.2) Reference group

Marital status: Never married 1,960(10.7) 1,260(10.0) 700(12.5) 0.89±0.11 2.43(1.96,3.02) <0.0001

  Married 8,310(45.6) 5,724(45.3) 2,586(46.1) 0.26±0.08 1.30(1.11,1.52)

  Widowed 3,133(17.2) 1,861(14.7) 1,272(22.7) 0.51±0.10 1.67(1.37,2.03)

  Separated/Divorced 4,833(26.5) 3,783(30.0) 1,050(18.7) Reference group

VA healthcare priority: High 14,708(80.6) 10,707(84.8) 4,001(71.3) 0.24±0.12 1.28(1.01,1.61) <0.0001

Charlson’s Comorbid Index 1.7±2.0 1.8±2.1 1.3±1.7 -0.11±0.02 0.90(0.87,0.93) <0.0001

Baseline ADL score 15.4±8.0 14.8±8.7 15.9±7.5 0.06±0.004 1.06(1.05,1.07) <0.0001

Baseline cognition score 3.0±2.8 2.7±2.7 3.6±2.8 Excluded from backward selection 0.94

Baseline depression score 0.5±1.2 0.4±1.2 0.7±1.3 0.18±0.03 1.19(1.14,1.26) <0.0001

Number of assessments 4.3±2.1 4.2±2.0 4.6±2.4 -0.02±0.01 0.98(0.95,1.01) 0.1335

†All variables were compared between CLC group and CNH group with Chi-squared or Fisher’s exact test on discrete variables and ANOVA test on continuous variables. All comparisons 
were significant at p<0.001; ‡Results from logistic regression with facility type as dependent variable.  The PS indicates the probability of Veterans’ CNH placement predicted by the 
baseline characteristic variables; SD=standard deviation, CLC=community livings center, CNH=community nursing home, CI=confidence interval, ADL=activities of daily living
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Results

This study comprised 18,238 Veterans (69.2% from CLCs 
and 30.8% from CNHs) at 2,479 nursing homes (5.4% for 
CLCs and 94.6% for CNHs) during the study time period. 

Table 1 shows the CLC-CNH comparison of the 14 
variables used in our PS model.  First, the CNHs were larger 
in average beds and resident/beds ratio, with more residents 
in rural facilities compared with the CLCs.  Second, the CNH 
Veterans were more likely to be older, male, more educated, 
white, married or widowed, and have a lower VA healthcare 
priority compared with the CLC Veterans. Furthermore, the 
CNH Veterans had less burdens of comorbidity measured 
by the modified Charlson’s Comorbidity Index (21), worse 
baseline ADL and mental health performances, and more MDS 
follow-up assessments.  All these differences were significant 
(p<0.001), except the baseline cognition score that was not 
significant (p=0.94) and excluded from the backward selection 
in the logistic regression.

Table 2
CLC-CNH comparison of regional distribution of Veterans 

and rehabilitation utilization: n(%) or mean±SD†

All Residents CLC Residents CNH Residents

Variables N=18,238 n=12,628(69.2) n=5,610(30.8)

North Atlantic District 4,525(24.8) 3,014(23.9) 1,511(26.9)

Southeast District 3,084(16.9) 1,970(15.6) 1,114(19.9)

Midwest District 4,482(24.6) 3,521(27.9) 961(17.1)

Continental District 2,740(15.0) 1,833(14.5) 907(16.2)

Pacific District 3,407(18.7) 2,290(18.1) 1,117(19.9)

Rehabilitation therapy days 4.0±4.1 3.7±3.7 4.9±4.7

Restorative care days 2.7±6.3 3.2±7.0 1.8±4.4

Depression treatment days 4.9±4.7 4.7±4.6 5.4±4.9

†All variables were compared between Community Living Centers (CLCs) and 
Community Nursing Homes (CNHs) with Chi-squared or Fisher’s exact test on discrete 
variables and ANOVA test on continuous variables. All comparisons were significant 
at p<0.001.

Table 2 compares the CLC-CNH geographic distribution 
of Veterans and their utilization of rehabilitation therapy and 
restorative nursing care.  CNHs differed significantly (p<0.001) 
from the CLCs geographically and in Veterans’ rehabilitation 
utilization.  Specifically, the proportion of CNH Veterans in 
the Midwest Region was 10.8% less than the CLC Veterans in 
the same region.  Compared with the CLC Veterans, the CNH 
Veterans had more average weekly rehabilitation therapy days 
(4.9±4.7 vs. 3.7±3.7) and depression treatment days (5.4±4.9 
vs. 4.7±4.6); but they had fewer average restorative nursing 
care days (1.8±4.4 vs. 3.2±7.0). 

Table 3 presents Veterans’ average ADL scores and ADL 
change scores at different follow-up time points: 3-month, 
6-month, 9-month, and 12-month.  Lower ADL score 
represents better ADL performance.  Compared with the CNH 

Veterans, the CLC Veterans had significantly better ADL 
performances at baseline (12.7±8.4 vs. 16.4±7.2, p<0.001) 
and more ADL change score reduction (-1.6±5.3 vs. -1.0±4.8, 
p<0.001) or better ADL performances at 3 month.  No 
significant difference in the 6 month ADL change scores 
was observed between the two cohorts.  However, the CNH 
Veterans showed more ADL change score reduction than the 
CLC Veterans at 9-month (-0.4±6.4 vs. 0.0±7.1, p<0.013) and 
at 12-month (-0.2±6.6 vs. 0.3±7.1, p<0.006).  In addition, we 
also noticed that the number of CLC Veterans dropped much 
more than CNH Veterans at the different follow-up time points, 
which may be explained by the release of the healthier CLC 
Veterans.

Table 4 provides the linear mixed model results.  The 
CLC (vs. CNH) Veterans were significantly more likely to 
experience ADL score reduction (coefficient±SD=-0.71±0.18, 
p<0.001) or improved ADL performances after adjusting 
for the PS, effect of district and facility-district effect, and 
utilization factors.  The mean differences in ADL change 
scores between the CLCs and CNHs can be further delimited 
by the 5 districts as follows: -0.71 for Pacific District; 
-0.24 (-0.71+0.47) for North Atlantic; -0.84 (-0.71+-0.13) 
for Southeast; -0.77 (-0.71+-0.06) for Midwest; and -1.39 
(-0.71+-0.68) for Continental.  Furthermore, PS (p<0.002), 
rehabilitation therapy days (p<0.001) and restorative care days 
(p<0.001) were significantly related to reduced ADL change 
score or improved ADL performance; but depression treatment 
days was significantly (p<0.001) associated with worse ADL 
performances over time.

Discussion

This study comprises the first comparison of 12-month 
ADL performances of all Veterans diagnosed with stroke 
at CLCs and their counterparts at VA-contracted CNHs.  
We hypothesized that CLC Veterans have better ADL 
performances than their CNH conterparts after risk adjustment.  

First, without risk adjustment, we observed an ADL 
performance improvement for both CLC Veterans and 
CNH Veterans at 3-month post-admission with significantly 
(p<0.001) greater improvement for the CLC Veterans.  
Subsequently, the CNH Veterans’ ADL performance 
improvement continued throughout the entire follow-up time 
points; whereas the CLC Veterans’ ADL improved at 6-month, 
followed by no improvement at 9-month and deterioration at 
12-month (Table 3).  

Second, our longitudinal analysis of the repeated ADL 
change scores demonstrated that the CLC Veterans were 
significantly (p<0.001) more likely to have adjusted ADL 
performances improvement than the CNH Veterans during the 
study follow-up time period. 

Several factors could contribute to the above unadjusted and 
adjusted differences in the longitudinal ADL performances 
change between the CLCs and CNHs.  There was a significant 
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age difference between the two study cohorts: 78.7% of the 
CNH Veterans were aged 65 and older as compared to 65.9% 
for the CLC Veterans.  Although these elderly Veterans were 
likely to be dually eligible for VA healthcare and Medicare, the 
CNH Veterans could be more likely to use the dual benefit of 
VA and Medicare to successionally cover their continuous stay 
within the same facility without being discharged.  However, 
such cases were less likely to occur for the CLC Veterans 
due to CLCs’ bed shortage, lack of financial motivation, and 
emphasis on postacute rehabilitation rather than long-term care.  
In this study, we were unable to calculate and compare length 
of Veterans’ nursing home stays due to a high missing rate in 
the discharge date information.  Nevertheless, the number of 
completed assessments in Table 3 serves as a proxy for the 
length of stay: at 3-month, 95.6% CLC Veterans vs. 86.8% 
CNH Veterans completed the ADL assessments.  Subsequently, 
there was a dramatic decline in the assessment rates for the 
CLC Veterans (vs. the CNH Veterans): 28.6% vs. 67.4% at 
6-month; 23.9% vs. 61.9% at 9-month, and 20.6% vs. 58.0% at 
12-month. 

To further understand influence of age on the ADL change 
score, we conducted a separate analysis (not reported here) 
among all the Veterans who completed all the 5-time point 
ADL assessments (baseline, 3 month, 6 month, 9 month, and 
12 month), including 1,671 or 13.2% CLC Veterans and 2,357 
or 42.0% CNH Veterans.  We categorized these Veterans into 
3 different age groups (<65, 65-79, and >79) and compared 
the average ADL change scores at different follow-up time 
points between the two type of facilities for each age group.  
We found that only the “>79” age group showed a significant 
difference in average ADL change score between the CLCs and 
the CNHs at 6-month (p=0.05) and 12 month (p<0.02).  These 
results suggested that Veterans’ aging effect can be another 

important effect which may cancel the ADL performance 
improvement associated with rehabilitation therapy. 

Table 4
Longitudinal analysis results for ADL change score 

(N=18,238)

Variable Coefficient±SD p†

Facility type: CLC vs. CNH -0.71±0.18 <0.0001

Facility-district interaction <0.0001

  CLC-North Atlantic District 0.47±0.20

  CLC-Southeast District -0.13±0.21

  CLC-Midwest District -0.06±0.21

  CLC-Continental District -0.68±0.22

  CLC-Pacific District Reference group

District 0.058

  North Atlantic District 0.004±0.15

  Southeast District 0.13±0.16

  Midwest District 0.28±0.16

  Continental District 0.53±0.16

  Pacific District Reference group

Propensity score -0.60±0.16 0.0002

Rehabilitation days -0.19±0.01 <0.0001

Restorative care days -0.03±0.01 <0.0001

Depression treatment days 0.04±0.01 <0.0001

†Results from linear mixed models.

Second, the variation in organizational characteristics 
between the CLC and CNH could have influenced the ADL 
outcome difference between the two types of facilities. For 

Table 3
CLC-CNH comparison of ADL function score and change score

Time Point All Residents (N=18,238) CLC Residents (n=12,628) CNH Residents (n=5,610)

n mean±SD n mean±SD n mean±SD p†

Baseline 16,945 13.7±8.3 12,077 12.7±8.4 4,868 16.4±7.2 <0.0001

3 month 12.3±8.8 11.1±8.9 15.3±7.6 <0.0001

Changes -1.4±5.2 -1.6±5.3 -1.0±4.8 <0.0001

Baseline 7,395 15.0±8.1 3,614 14.0±8.6 3,781 16.0±7.5 <0.0001

6 month 14.5±8.6 13.6±9.1 15.3±7.9 <0.0001

Changes -0.6±6.4 -0.5±6.9 -0.6±5.9 0.2275

Baseline 6,490 14.9±8.0 3,016 13.9±8.5 3,474 15.7±7.5 <0.0001

9 month 14.6±8.5 13.9±9.0 15.3±7.9 <0.0001

Changes -0.2±6.8 0.0±7.1 -0.4±6.4 0.0132

Baseline 5,857 14.8±8.0 2,603 13.6±8.6 3,254 15.6±7.5 <0.0001

12 month 14.7±8.4 13.9±9.0 15.4±7.9 <0.0001

Changes 0.0±6.9 0.3±7.1 -0.2±6.6 0.0057

†P Values were from comparisons between CLC and CNH with ANOVA test.
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example, all the CLCs are run by the U.S. Federal Government 
(i.e., the Veterans Health Administration of the Department 
of Veterans Affairs), whereas 80% of the study CNHs were 
privately owned and a majority of them (65%) were for profit 
(22). Furthermore, compared with the CNHs, the CLCs were 
more likely to be hospital-based, located in urban areas, smaller 
in average bed numbers with lower resident-beds ratio, and 
provide skilled nursing restorative healthcare services (10).

Other significant factors associated with the ADL 
performance improvement included geographic location of the 
nursing homes, PS score, as well as more days for rehabilitation 
therapy and restorative nursing care, and fewer days for 
depression treatment. 

We found no relevant literature to benchmark our findings 
above.  In an early study comparing the care quality between 
3,802 Veterans in 10 VA CLCs and 52,986 Veterans in 
137 VA-contracted CNHs, Berlowitz et al (23) reported a 
worse baseline ADL functioning for the CLC Veterans than 
CNH Veterans.  They found that the CLC Veterans were 
significantly (p<0.05) more likely to experience 6 month ADL 
functional decline than the CNH Veterans (Odds Ratio 1.6).  
While providing important information on the quality of care 
comparison between CLCs and CNHs, this study focused on 
only one state (New York), used data from 1997 to 1999, and 
limited assessment of ADL to 3 ADL items (eating, toileting 
and transferring). 

Our study results were based upon all Veterans diagnosed 
with stroke residing in 133 VA CLCs and 2,346 CNHs with 
VA contracts from 2006 to 2009.  Since our study data were 
from multiple sources, we were limited by availability of 
some important factors in the comparisons between CLCs 
and CNHs.  For example, facility staffing level or staff hours 
can have a positive impact on quality of care, but these data 
were unavailable for the CLCs.  The scope and severity is a 
national rating system for all certified CNHs’ deficiencies (24), 
however the survey was not fully implemented at VA CLCs 
during the study time period.  Nevertheless, we linked the MDS 
files with VA and non-VA inpatient and outpatient data to 
define Veterans’ VA healthcare priority and medical comorbid 
conditions.  

Conclusions

Our study results showed a facility difference in 12-month 
ADL functional outcomes between the CLCs and CNHs.  
Specifically, the CLC Veterans experienced more ADL 
improvement than their counterparts at the CNHs with a VA 
contract, particularly at the 3-month assessment post-index.  
Further investigation is warranted to compare the Veterans’ 
other related outcomes such cognitive functioning, mortality 
and rehospitalization for acute stroke between the two types 
of facilities.  As VA continues to expand its long-term care 
programs to meet the increasing needs of Veterans with chronic 
disabilities, our findings are important for VA policy makers, 

clinicians, and Veterans, and will enable them make future 
decisions regarding the appropriate placement of Veterans in 
rehabilitation facilities for post-stroke care. 
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