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Assembly Member Yamada and Assembly Member Pan, Committee members, thank 
you for the opportunity to address some of the issues with the Department of Public 
Health, Licensing and Certification's complaint response and enforcement system and to 
offer some recommendation for improvement. 
 
My name is Pat McGinnis, and I am the Executive Director of California Advocates for 
Nursing Home Reform. Our organization has been monitoring the problems with 
California's nursing homes and addressing consumer concerns for over 30 years. 
 
The Department of Public Health, Licensing and Certification's complaint investigation 
system is extraordinarily unresponsive. It is a source of enormous concern to nursing 
home residents whose lives are in peril due to neglect or abuse, and to their families who 
are trying to protect them.  It also has a long history of non-compliance with state and 
federal laws and with ignoring or failing to investigate nursing home complaints.  
 
Over the past ten years, Licensing and Certification has been the focus of several state 
audits, several federal General Accounting Office audits, several legislative reviews and a 
superior court decision.  A 2007 Bureau of State Audits report concluded that Licensing 
and Certification failed to meet many investigation deadlines, prioritize cases by severity, 
provide reliable investigative data or give timely responses to complainants.  
 
After years of trying to encourage the Department to improve its response to complaints, 
CANHR sued the Department in 2005 because L&C staff was ignoring thousands of 
complaints, sometimes not even beginning investigations involving severe neglect for 
years and often initiating the investigation after the resident had died. The lawsuit 
resulted in a 2006 court order ordering the Department to comply with the state law to 
begin investigations within 10 days, and, if the complaint involved imminent danger of 
death or serious bodily harm, within 24 hours. It also led to an $18.5 million special fund 
appropriation in the 2006-07 budget to add more than 140 new positions within the 
Department to address workload backlogs. 
 
Unfortunately, things are no better today and may be worse than ever. Licensing and 
Certification recently admitted to having a backlog of nearly 10,000 complaints that have 
been open for more than a year and noted that its management system is so poor it cannot 
even tell whether many of the investigations have been completed.  
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There are inexcusable delays in investigating complaints of abuse and deaths caused by 
neglect. For example, on October 3, 2013, DPH issued two citations against the Palos 
Verdes Health Care Center for failing to protect a resident from repeated sexual assaults. 
The assaults took place in 2009, and were investigated then, but DPH delayed action for 
four years – issuing citations 4 years after the events. When we asked DPH for an 
explanation, it gave no response. (citations attached) 
 
Hundreds of citations, issued years after the complaint investigations are completed, 
leave little room for the Attorney General’s office to investigate or prosecute. 
 
When it comes to investigating complaints involving abuse, neglect and mistreatment, 
DPH often shows little concern for residents who have been victimized. Many of its 
investigations are slow, shallow and ineffective in correcting the problems that led to the 
complaint. Most of the time, Licensing staff appears to be merely going through the 
motions, only in very slow motion. It is little wonder that less than 25% of the thousands 
of consumer complaints are substantiated. 
 
In September 2013, the Center for Investigative Reporting reported that DPH regulators 
routinely conduct cursory and indifferent investigations into violence and misconduct 
committed by hundreds of nursing assistants and in-home health aides. The investigation 
found that DPH ordered its investigators to dismiss nearly 1,000 complaints of abuse and 
theft in 2009 and that today DPH investigators commonly open and close investigations 
into suspected abuse without leaving their desks.  
http://cironline.org/reports/quick-dismissal-caregiver-abuse-cases-puts-calif-patients-risk-
5158 
 
In late October 2013, FATE sued the Department for failing to investigate complaints in 
a timely manner and for its extremely delinquent handling of complainant appeals. The 
vast problems described in FATE’s lawsuit match our own experiences with DPH. 
 
Some of the district offices, such as those in LA County, San Diego and elsewhere, are 
provider protection zones, where DPH managers are entirely too cozy with nursing home 
operators. Some district offices investigate complaints relatively quickly but rarely 
substantiate them or take any kind of corrective action. Other offices are very slow to 
investigate or take any action. Whether due to poor management, intention, or simply 
systemic dysfunction, the bottom line is that the local offices that are charged with 
protecting the rights and well being of nursing home residents often do just the opposite. 
Their misconduct is exposing thousands of nursing home residents to abuse and neglect 
and is compromising the health and safety of California’s nursing home residents.  
 
Despite all the these documented problems, in a 2013 response to a request from the 
Senate Budget Subcommittee on Health and Human Services on the efforts of L&C to 
improve the enforcement of state and federal law regarding health facility oversight, the 
Center for Health Care Quality, Licensing and Certification Program wrote that: 
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Since 2007, CDPH has initiated over 99 percent of long term care 
complaints within the statutory timeframe of ten (10) days. Effective 
March 2012, L&C is now regularly achieving closure of skilled nursing 
complaints and entity reported incidents investigations within 60 days of 
the exit date of the investigation. Since March, L&C has closed 90 percent 
of long term care complaints and entity reported incidents within 60 days. 

 
 
The Department’s response is both misleading and evasive, since there is a big difference 
between initiating an investigation and “closure” and actually completing the 
investigation in a timely manner.  They don’t tell you the time lag between starting an 
investigation and closing it. They don’t tell you what percentage of complaints actually 
received an on-site investigation.  They don’t tell you how many complaints are still 
outstanding awaiting completion of an investigation.  They don’t tell you because the 
pattern has been to do nothing and hope no one notices.    
 
Since no other state agency has enforcement authority over nursing homes, consumers 
have to use DPH, Licensing and Certification, like it or not. But most consumers don’t 
like it and many are appalled by the treatment of their complaints.  
 
Recommendations 
 

• Leadership change is urgently needed at the state level at the Department of 
Public Health and at many of the district offices. The same people have been 
implementing the same dangerous and misguided policies and procedures for the 
past 10 years, and, in the case of some of the District Offices, for the past 20-30 
years. More money is not the answer. Throwing more money at DPH hasn’t 
worked before and is not likely to help now. Until the Department demonstrates 
that it has a leadership team in place that is ready, willing and able to carry out its 
mission to protect nursing home residents from poor care and abuse, more money 
won’t help anything. 
 

• Consistency and Training of DO staff:  While many of the District Offices have 
delayed complaint investigations, there is particular concern with the Los Angeles 
County District Offices, which oversee one-third of the nursing homes in the 
state, under contract with the Department, and have a dismal record of responding 
to complaints, issuing deficiencies at the severity level warranted or issuing 
citations at all.   

 
• Compliance with Senate Bill 1312 (Alquist, Chapter 895, Statutes of 2006).  

The Department should be ordered to comply with SB 1312 and to inspect all 
licensed long term care health facilities to ensure compliance with state laws and 
regulations when those standards provide greater protection to residents or are 
more precise than federal standards.  

 
In October 2011, CANHR filed a complaint against DPH with the federal Centers 
for Medicare and Medicaid Services after Office of Inspector General reports 
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disclosed that DPH had deliberately failed to evaluate compliance with federal 
nursing home standards for over 44,000 nursing home complaints investigated 
from 2008 to 2010. These are critically important standards that the federal 
government has contracted with and paid DPH to enforce.  

 
• Call for a new audit. In 2007 and 2010, the State Auditor conducted very 

revealing audits of L&C, exposing many shortcomings. Although audits don’t fix 
problems on their own, an audit today would help shed light on the problems we 
are discussing and help inform solutions. It would also counter the misleading 
information that the Department continues to provide the legislature. 

 
• Establish statutory timelines to complete investigations of complaints within 40 

working days of receipt of the complaint. In 2007, the Legislature passed AB 399 
(Feuer) by a collective 117-1 vote. If not vetoed by former Governor 
Schwarzenegger, it would have required DPH to complete investigations of 
nursing home complaints within 40 working days, just as DPH policies required. 
It would have been an important reform then and would be today. The bill had no 
opposition, not even from the nursing home industry. The veto signaled that DPH 
did not want to be held to account even to its own standards.  

 
 


