QUALITY OF CARE IN RESIDENTIAL CARE FOR THE ELDERLY

A STUDY OF THE LIMITATIONS AND POTENTIAL OF COMMUNITY CARE
LICENSING’S CURRENT DATA SYSTEMS

FINAL REPORT
2008

PREPARED FOR
THE CALIFORNIA HEALTHCARE FOUNDATION

QUALITY OF CARE IN RESIDENTIAL CARE FOR THE ELDERLY
A STUDY OF THE LIMITATIONS AND POTENTIAL OF COMMUNITY CARE LICENSING’S
CURRENT DATA SYSTEMS

Written By

Cristina Flores, RN, PhD
Robert Newcomer, PhD
John Fecondo, MA, MBA
University of California, San Francisco
and
Terrence Donnelly, M.S.W.
California Advocates for Nursing Home Reform

This research was supported by grant number 06-1148 from the California Healthcare
Foundation and by grant number 5 T32 HS000086 from the Agency for Healthcare Research and
Quality. The findings and views contained in this study are those of the authors and do not
necessarily represent those of the funders or others.

Acknowledgements
We wish to acknowledge and express gratitude to those who contributed to this study: Dr. Alan
Bostrom from the University of California, San Francisco, Department of Epidemiology and
Biostatistics provided statistical programming; Patricia McGinnis, JD with the California
Advocates for Nursing Home Reform helped develop Community Care Licensing Division
interest; Ben Pardington, Program Administrator, California Department of Social Services,
Community Care Licensing Division facilitated access to and cooperation from the district
offices; and to the provider, consumer and advocate group representatives who participated the
stakeholder meetings conducted by the project. Additionally, we thank Katie O’Malley and
Maribeth Shannon of the California Healthcare Foundation for their support and interest in long
term care.

Table of Contents
Acknowledgements

i

Table of Contents

ii

Background

1

Findings

1

Records at CCLD District Offices

2

Enforcement Practices

3

Quality of Care Citations

4

Staffing

8

General Findings

8

Online Residential Care Information from Other States

9

Recommendations

10

References

16

ii

SUMMARY OF FINDINGS
Reliable and timely information for monitoring the quality of long-term care has been available
for nursing homes for many years in the form of such data systems as the On-line Survey,
Certification, and Reporting System (OSCAR), and the minimum data set (MDS) within the
Resident Assessment Instrument.1 OSCAR is annual and includes provider reported facility and
staff characteristics, and health survey deficiencies. MDS, specific to each resident, includes
functional limitations, medical problems, and emotional states. Both data sets are available at
the facility-level, and can be compiled to county, state, and national aggregations.
The data system situation in licensed housing, including residential care facilities and assisted
living, is entirely different. There are few individual or even facility-level data available for the
public or policy makers.2 Information available (electronically and to the public) in all states
includes the licensed facility’s name, address, and telephone. About one-third of the states also
include citation information on state web sites.4 In most states, including California, facilities
must be contacted directly to obtain information on services, cost, staffing, resident
characteristics.
This situation warrants a reassessment for compelling reasons. One of these is that the
Residential Care/Assisted Living (RC/AL) housing supply doubled between 1990 and 2002.
This industry currently houses more than a million persons nationally,3 and is approaching the
size of the nursing home industry. Coupled with the growth in supply has been an increasing
prevalence of physical and cognitive frailty among residents.5-6 There is also evidence that
RC/AL facilities have lower staff to resident ratios and lower training standards than nursing
homes.7 Such findings raise concerns about quality of care and safety of residents,8-9 and
warrant attention to the data and quality assurance systems that can facilitate appropriate public
oversight and consumer choice.
Recognizing the possible value of facility-level data systems that report resident and facility
characteristics, and health outcomes, the California Healthcare Foundation funded this study. It
looks at California’s existing State administrative data “system” for monitoring Residential Care
Facilities for the Elderly (RCFEs). The study evaluated the current availability of information,
practice differences across state offices, and among facilities based on their size, and formulated
recommendations for possible future modifications of the data system.

BACKGROUND
California regulations use “Residential Care Facilities for the Elderly” (RCFEs) as the label for
licensed housing serving the aged. There is no separate AL classification. California’s RC/AL
industry has a capacity to serve over 165,000 persons. Services available include room and
board with provisions for assistance with activities of daily living. Assistance with
transportation, housekeeping, laundry, obtaining medical and social services, and the supervision
of medications is offered. Other medical needs, such as hospice or home health care, are
permitted by third party vendors. RCFEs range from fewer than 6 beds to over 100 beds, and
vary in services offered. Some accept only ambulatory persons. Others accept and retain non-

ambulatory residents, including those with dementia and hospice needs.10
There are 14 district offices within the Community Care Licensing Division (CCLD) of
California’s Department of Social Services (CDSS). CCLD is responsible for RCFE licensing
and monitoring. Monitoring occurs by licensing surveys, in response to complaints, and for
administrative reasons (e.g., to evaluate a plan of correction related to a citation).
RCFEs are required to maintain substantial information on-site. This includes resident medical
evaluations, plans of care, discharge information, and personnel records. Personnel reports and
unusual incident and death reports are submitted to the responsible offices. Data pertaining to
specific residents are not available as public documents either at facilities or CCLD offices.
The results reported here were obtained from a stratified random sample of 340 RCFEs. These
were selected from 3,349 facilities licensed in Northern and Central California. Facilities were
stratified by capacity (bed size: 1-6, 7-15, 16-49, 50-99, 100+) and by the district office of
CCLD, the regulatory agency. Six of the 14 CCLD district offices were visited (Chico, Fresno,
Rohnert Park, Sacramento/Stockton, San Bruno, San Jose). These offices cover approximately
50% of all RCFEs in the state, and 49 of the 58 counties.
Facility records from 2000 through June 2006 were examined. This study period enables an
analysis of practice patterns spanning the period before and after January 2004. January 2004
was chosen, because commencing on that date state law regarding the frequency of CCLD
inspections was changed from required annual on-site evaluations of every RCFEs to a required
visit a minimum of once every five years. Pre and post licensing inspections, as well as those in
response to complaints, continued as before.11

FINDINGS1
Records at CCLD District Offices
The public files available at CCLD offices contain five primary sources of public information:
(1) Facility License; (2) Facility Evaluation Report – completed by Licensed Program Analysts
(LPAs) upon any visit to a RCFE. These contain information on deficiencies in compliance and
citations; (3) Personnel Report – staffing information that is required to be updated when RCFE
staffing changes occur; (4) Initial Application – provides basic information about the facility;
and (5) Admissions Agreement. The public information available for the study sample facilities
was compiled and analyzed. The CCLD District Offices also maintain confidential files for each
facility containing incident reports and resident specific information related to complaint
investigations. These data were not available to us or to the public.
In each of the six CCLD District Offices in Northern and Central California, 50 to 60 public
records were randomly selected to comprise the 340 facility sample. Written requests for records
were made 4 to 6 weeks in advance of the on-site visit to the district offices.
1

The findings presented here are summarized from more extensive analysis reported in three papers .13-15 These are available
from the authors.

2

Availability & Completeness of Records
!

25 files (9.2%) requested were not available for review: 15 could not be found and 2 were
“problem” facilities with files not ready for review (2-Sacramento/Stockton, 11-San
Bruno, 4-San Jose); 8 were in satellite offices (Rohnert Park/Sacramento-Stockton).

!

Facility Files were organized in a consistent manner within and across district offices.

!

Facility licensee information, i.e., name, address, telephone number, owner, contact
person, fire clearance, and bed capacity was available.

!

Facility Evaluation Reports were available and up to date.

!

Personnel Reports were incomplete and not up to date.

!

90.7% of Admission Agreements were dated from the time of initial licensing and did not
represent current changes in the law or the agreements in actual use.

!

CCLD personnel must completely review facility files to remove any personally
identifying information to make the file available as a public record, and to be present for
the review, an inefficient staff intensive and time consuming process.

!

Files were large and cumbersome to review. The format and lack of explanation of the
contents and relative importance of documents diminishes their value for consumers or
professionals using the files. Access to the files remains a major issue, especially for
those in large urban or rural areas where a visit to the nearest district office may require
traveling long distances.

Enforcement Practices
CCLD was required to conduct annual on-site evaluations of every RCFE until 2004 when state
policy was changed reducing these regular visits to at least one every five years. Regulations
pertaining to other types of CCLD visits, such as case management, complaint investigation, prelicensing, post-licensing were not affected by the law changes in 2004.
Facility Visits
!

CCLD made a total of 2,464 visits to the sample facilities and conducted 89 office
meetings with operators during the five year retroactive study time frame.

!

Prior to January 2004, 49.6% of total visits were required inspection surveys, 24.0% were
case management visits (i.e., a visit made as deemed necessary by the district office to
follow up on a problem or insure a plan of correction), and 26.4% were visits to made to
evaluate a complaint received by CCLD. In this time period, 97% of licensed facilities in
the sample received at least one visit of some type from the State.

!

After January 2004 there was an expected, notable decrease in required survey visits
(17.8% of total visits), and a corresponding increase in the prevalence of complaint
related visits (48.9% of total visits). Case management visits also accounted for a higher
proportion of the visits after January 2004 (33.3% of total visits). In this time period,
approximately 20% of facilities received no visits of any type.
3

!

Some variations in district office practices were identified. For example, one office
(Rohnert Park) consistently, both before and after January 2004, focused significantly
more on case management visits. After 2004, this office also had a significantly lower
rate of complaint visits. The Chico office consistently made significantly fewer case
management visits, and significantly more complaint visits.

!

Both before and after January 2004, the smallest facilities (i.e., 1-6 beds), received
significantly more required survey visits, and significantly fewer complaint visits when
compared to the other size groups. In addition, after 2004, the largest (i.e., over 100 beds)
facilities received significant fewer required survey visits and the 50-99 size group
received complaints at a rate double that of average among all size groups.

Complaints
During the study period, CCLD made 838 complaint-driven visits to facilities in the sample and
conducted 1847 investigations.
!

Half (N=929, 50.3%) of complaint investigations were substantiated; 20.0% (N=370)
were inconclusive; 19.1% (N=352) required further investigation; and 10.6% (N=196)
were unfounded.

!

Complaints led to 16.8% (N=647) of the total number of serious citations and 7.2%
(N=277) of the total number of less serious citations.

!

Records lack evidence of proof of correction, this is likely an under representation of
provider corrections.

!

In the Fresno office, 70.6% of complaints were substantiated, in contrast to 46.8-57.1%
across the other 5 offices studied, and 7.6% of complaints in Fresno were found
inconclusive, as compared to 19.8-29.5% across the other offices in the study.

!

Smaller facilities (i.e., 1-6 beds) in the sample had fewer complaints overall, as well as
the least number of substantiated complaints. These results are not population estimates,
and not adjusted for the number of residents served in these various facilities.

Quality of Care Citations
Title 22, Division 8, Chapter 6 of the California Code of Regulations consists of the nine articles.
Articles Six through Eight are the focus of this project because they are specifically related to
quality of care. These regulations address the care and supervision of residents, physical plant
and safety, and other medical care and quality of care concerns. There are more than 100
numbered subsets of regulations within these articles.
!

Article Six (Continuing Requirements) includes continuing care requirements such as
medications, staffing, and personal accommodations and services.

!

Article Seven (Physical Environment) includes requirements for the physical plant and
fire safety.
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!

Article Eight (Incidental Medical Care) addresses regulations regarding restricted and
prohibited medical conditions.

Two types of citations are issued for violations of regulatory requirements:
!

Type A=Serious, meaning a failure to comply presents an immediate or substantial threat
to physical health, mental health or safety of the residents; or

!

Type B=Less serious, meaning a failure to comply does not present an immediate or
substantial threat to physical health, mental health or safety of the residents.

Citations Overall
!

Information regarding citations for deficiencies in compliance with regulations was the
most consistently available and identifiable source of information within the CCL District
Office public files.

!

No citation information is present on CCL’s web site.

!

CCLD issued 2025 (52.6%) Type A and 1822 (47.4%) Type B citations to the sample
facilities during the project’s study time frame of 2000-2006.

!

Due to the decrease in required visits, citation rates associated with these visits also
declined. However, d case management citation rates doubled. Also after 2004, Type B
citations from complaints visits occurred at a rate triple that of the pre-2004 period and
citations over all (Type A and B) occurred at a rate almost double.

!

One exception to the decrease in overall citations after 2004 was the Fresno office, where
citations increased after January 2004.

!

The smallest facilities (i.e., 1-6 beds) had the lowest median rates of Type A, Type B and
Type A/B combined citations both before and after 2004.

!

While coding deficiencies by Title 22 is potentially an efficient means of identifying the
reasons for citations, the information communicated is limited because in the majority of
instances (>60%), surveyors code only to the five digit regulation number and do not
utilize the lettered and numbered subsets within each regulation that further describe the
specifics of the citation.

!

Among the most commonly cited deficiencies were those related to Incidental Medical
Care [e.g., medication errors, lack of appropriate medical care], Maintenance and
Operation [e.g., unsafe physical plant, fire safety concerns], Personnel Requirements
[e.g., insufficient training] and Care of Persons with Dementia [e.g., inadequate staffing
levels].

Enforcement Actions
The existence of enforcement actions was identified using several indicators in the public file.
!

A few (N=9, 2.9%) had a probationary status listed on the license due mostly to problems
with criminal clearance for some staff.
5

!

13 (4.1%) facilities had evidence that a compliance plan (i.e., an agreement with CCLD
to comply with a plan of correction related to specific quality of care issues) was in place.

!

Penalties were assessed on 168 (4.4%) of total citations and ranged in amount from $50$1000. The most common penalty amount was $100, most frequently assessed for lack of
criminal record clearance on a staff person.

Article 6. Continuing Requirements
!

Article 6 was the most frequently cited: 1137 (29.6%) Type A [i.e., immediate or
substantial threat] and 1205 (31.3%) Type B [i.e., no immediate or substantial threat].

!

Within Article Six, 33.5% (N=785) of citations were in regards to requirements related to
medical care. This regulation was cited more frequently than any other within any article
of Title 22. The majority of these specific citations were related to medications (N=593),
absence of first aid training (N=137) and inappropriate or lack of medical care (N=37).

!

Citations regarding personnel accounted for 431 (18.3%).

!

Other frequently cited Article Six citations included 174 (7.4%) personal rights citations
[e.g., restraints, lack of dignity, lack of information] and 147 (7.3%) food service
citations [e.g., unsafe practices; inadequate amounts of food; lack of variety]. One
hundred and twenty-one (5.2%) citations were issued for a lack of complete medical
assessment and 97 citations (4.1%) were issued for failure of the facility to report
required information or events to CCLD.

!

Less frequently cited Article Six regulations included 99 (4.2%) citations related to
resident records; 89 (3.8%) citations regarding personal accommodations and services;
and 62 (2.6%) citations concerning personal assistance and care. Fifty-four (2.3%)
citations were issued related to inappropriate pre-admission appraisals, 53 (2.3%) related
to admission agreements, 53 (2.3%) related to basic services not being provided and 46
(2.0%) related to inappropriate observation of the resident.

!

District offices ranged in frequency and types of Article Six deficiencies cited indicating
possible practice differences: For example, in Rohnert Park, 41.4% of all citations given
to the sample facilities were Type B Article 6 citations and 16.7% of all citations were
Type A. This contrasts to Fresno, where 19.9% of all sample facilities citations given
were Type B Article Six citations, and 34.3% of all citations were Type A Article six
citations. Other offices ranged from 23.3-32.0% of all sample facilities citations being
Type B Article Six citations and 27-37.8% of all citations being Type A Article Six
citations.

!

Different in the frequency of Article Six citations were noted by facility size. Within the
stratified sample, the smallest facilities (i.e., 1-6 beds) received the least Type B and the
least Type A total Article Six citations, while the 7-15 bed facilities received the most
Type B Article Six citations, and the 16-49 bed facilities receiving the most Type A.
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Article 7. Physical Environment
!

Article Seven deficiencies accounted for 17.3% (N=667) of all citations to the sample
facilities given during the study time period.

!

Within Article Seven (7), the most frequently cited regulation among sample facilities
was related to Maintenance and Operations [e.g., bathroom safety; inadequate
maintenance] and accounted for 73.2% (N=488) of the physical plant citations during the
study time frame.

!

Of those, 10.9% (N=421) were Type A [i.e., immediate or substantial threat] and 6.4%
(N=246) were Type B [i.e., no immediate or substantial threat]. These types of citations
did not vary considerably over time.

!

Citations regarding storage space [e.g., unlocked or accessible toxins] accounted for
19.5% (N=130) and citations regarding fire safety [e.g., blocked exits; malfunctioning
smoke alarms] accounted for 7.2% (N=48) of the physical plant citations.

!

Citations regarding the physical plant did vary by district office, an important
consideration in considering data reliability and validity. Offices ranged from 10%
(Chico) of total citations being related to Article Seven to 26.1% (Fresno) indicating
possible practice variation across district offices.

!

Although facility size was not strongly associated with the presence of Article Seven
citations among the sample facilities, some differences were seen within the stratified
sample. The 50 - 99 size group was issued the least number of Article seven citations, as
compared to the other size groups. This is possibly related to variations in regulations
according to size.

Article 8. Incidental Medical Care
!

Citations regarding Article Eight (8) accounted for 254 (6.6%) Type A citations [e.g.,
stage three and four pressure ulcers, higher level of care needs present], and 212 (5.5%)
Type B citations [e.g., failure of facility to notify CCLD of a resident with a restricted
condition] among the sample facilities during the five year study time frame.

!

The most frequently cited regulation within Article eight was related to dementia care,
accounting for 56% (N=261), e.g., inadequate staff training, insufficient staffing levels to
meet the needs of the dementia residents, residents in need of higher levels of care and
failure to comply with specific state requirements regarding the care of persons with
dementia.

!

Other frequently cited Article 8 regulations included 50 (10.7%) citations regarding
oxygen administration [e.g., unsafe practice, lack of skilled care available]; 46 citations
(9.9%) regarding prohibited and restricted health conditions [e.g., higher level of care
necessary] and 42 (9.9%) citations regarding healing wounds [e.g., pressure ulcers].

!

Examples of less frequently cited regulations, included deficiencies in the use of home
health agencies (N=11, 2.4%), managed incontinence (N=10, 2.1%), diabetes (N=10,
2.1%), injections (N=9, 1.9%) and hospice care (N=9, 1.9%).
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!

Deficiencies related to the personal rights of residents accounted for 7.4% (N=174) of
total citations [e.g., restraint use, care not provided in a manner that respects dignity, lack
of information].

!

The number of Article Eight citations in the sample facilities did not vary greatly by
district office or across size groups.

Staffing
Staff characteristics are essential to the quality of care. However, the ability to measure staff
characteristics, including training and credentials, the availability of a nurse and staffing levels,
was substantially limited due to the lack of complete or out of date personnel reports in the
public files. This report is required by law to be completed and updated by facilities and filed
with the State. It should include the name of each employee, date of hire, job title and hours on
duty. In addition, CCLD requests an updated report with the written annual license renewal
notice.
Staffing Characteristics
!

Incomplete and outdated personnel reports limited the ability to measure staff
characteristics and staff turnover.

!

313 (99.3%) facilities in the sample had a Personnel Report in the public file, but only
36.5% (N=115) had a complete report (dated, job title and hours worked completed). Of
those 115 with a completed form, most 80% (N=92) were more than 12 months old.

!

Citations regarding staffing accounted for 18.3% (N=431) of all citations issued to the
study sample. Examples of staffing related citations were lack of training and
credentials, poor staffing levels and missing personnel information.

!

Smaller facilities (1-6 beds) were less likely than larger facilities to have complete
staffing reports available.

General Findings
California state law requires, and CCLD maintains or has access to, a considerable amount of
information on RCFEs. However, the current system is not meeting the needs of CCLD,
consumers, providers, or policy makers, nor is it efficient or cost-effective.
!

The current State data system is incomplete, not integrated and not easily accessible. The
results of this study indicate that differences in the practices among district offices with
respect to focus of attention and thoroughness of recording may affect data reliability if
current information were compiled into a state wide file.

!

Although the citation and complaint information is the most current in public files, none
of this information is available on CCLD’s web site. Furthermore, given the substantial
change in policy in 2004, trend data on these indicators are not reflective of practices in
earlier years. Further, the system is now complaint rather than survey focused. This
biases the data toward problematic facilities.
8

!

CCLD’s has limited the web site information to facility name, contact person, address,
telephone number, bed capacity and responsible district office. This limitation makes the
on-line system far less useful than it has the potential to be, and is well below the
information available on web sites in a number of other states.

!

State law requires providers to submit complete information on personnel. The public
files typically lacked complete or updated personnel reports. There is no online reporting
system regarding staffing for providers’ use.

!

Resident characteristics so essential for quality assurance are not integrated or
accessible. Resident information is maintained on site by facilities. The required
physician’s report identifies many resident characteristics [e.g., age, medical diagnosis,
medications, functional limitations, cognitive impairments]. Other resident information is
maintained in confidential files at district offices. For example, reports are filed by
facilities on any unusual occurrences [e.g., falls, errors, medical events]. Both of these
sets of information could be computerized to describe, at the facility-level, resident
characteristics, nature of services provided, health care utilization [e.g., hospital, ER, and
EMT use], and other level of care factors while protecting confidentiality. Such
information could be trended by CCLD for policy and oversight purposes. It would not
have to become public information.

Online Residential Care Information from Other States
Websites of all 50 states and the District of Columbia, including 136 different links to licensing
agency web sites, were reviewed in April and May 2007 to determine how the CCLD site
compares to other states. The research was initially based on a 2006 report from the Agency for
Healthcare Research and Quality entitled “Residential Care and Assisted Living: State Oversight
Practices and State Information Available to Consumers.”12 The links were updated and
augmented.
Basic Information
CCLD’s web site information is limited to facility name/number, address, telephone number, bed
capacity, contact person and responsible district office.
Like the CCLD site, most other states have the capacity for searches by the following criteria:
county or city, facility name, and zip code. A selective search on the CCLD web site returns a
list of facilities (with size and contact information and a hyperlink to a map). This contrasts with
the search results available from the web sites in at least 13 other states (including Arizona,
Florida, Georgia, Louisiana, Michigan, Missouri, Ohio, Texas and Virginia). In these states the
listing of facilities also includes a hyperlink to separate pages for each facility. Clicking a
facility name takes the visitor to a page fully dedicated to that particular facility. This feature
presents contact information along with detailed reporting on facility characteristics and
inspection/enforcement information.
Ohio and Florida web sites also allow facility searches based on types of services.
9

Enforcement Information
California provides no online information or access to electronic files regarding enforcement
actions such as survey results, complaints, deficiencies or fines.
Twelve states provide inspection and enforcement information in several formats ranging from
tables comparing facility citations and deficiencies with county-wide and state-wide averages
(e.g. Texas). Idaho and Michigan provide access to reports in their entirety. Louisiana lists the
dates of recent inspection visits and advises consumers that hard copies of the reports are
available from the licensing bureau. Arizona, Colorado, Georgia, Missouri, New York, Ohio,
Virginia, and Wisconsin offer summarized versions of reports are online. The Missouri site also
provides plans of correction.
Utah was in the process of adding a “report card” feature to its facility information page.

RECOMMENDATIONS
This report presents recommendations to improve the capability of Community Care Licensing
(CCL) to more efficiently and effectively monitor Residential Care Facilities for the Elderly
(RCFEs) and to improve the scope, reliability and accessibility of information on RCFEs for
consumers, family members, regulators, policy makers, researchers and advocates.
The report and recommendations are based on: (1) A research effort to systemically look at
California’s licensing and oversight system for RCFEs by evaluating the current availability of
public information, practice differences across state offices, and variations among facilities based
on size; (2) An evaluation of online residential care and assisted living information in the U.S.;
and (3) A stakeholder process that engaged regulators, providers, consumer organizations and
advocacy groups in reviewing and responding to the research findings.

Monitoring System – Problem Driven
The oversight role of the CCLD in California is in a state of crisis…
We are not doing our job of accomplishing the essential mission of protecting vulnerable clients
in community care settings in California…2
Community Care Licensing conducted annual on-site inspections of every RCFE until 2004
when the policy was changed, reducing these required annual inspection visits to at least once
every five years. The predominant reason for visits since 2004 has be to respond to resident
complaints or to follow up on a citation issued. This complaint-based system is biased toward
highlighting problems. It does not allow facilities to reflect positive performance and operations,
and it does not allow consumers to timely performance information about all facilities.

2

Information Technology Strategic Plan, Community Care Licensing Division, September 2006, p. 17.
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Recommendations
1. The inspection cycle should increase to at least every two years, with the goal of
returning to annual inspections.
2. Community Care Licensing should reinstitute its Technical Support Program (TSP).

Public Information – Limited in Content, Out of Date, Sometimes Not
Reliable, and Difficult to Access
The lack of integrated systems and a unified statewide database are the root causes of many of
the data error findings identified in the BSA (Bureau of State Audits) report. There are many
direct consequences of this problem category, including poor service to prospective licensees,
increased risks to clients in care, and inefficient utilization of LPAs. (Licensed Program Analysts)i3
The public files are available at CCL offices and contain five primary sources of public
information: (1) Facility License; (2) Facility Evaluation Report – completed by Licensed
Program Analysts (LPAs) upon any visit to a RCFE, and contain information on deficiencies in
compliance and citations; (3) Personnel Report – staffing information that is required to be
updated annually and when staffing changes occur; (4) Initial Application – provides basic
information about the licensee and the facility; and (5) Admissions Agreement which includes
types of services offered. The CCL District Offices also maintain confidential files for each
facility containing incident and death reports and other resident specific information (e.g.,
complaint investigations; requests from RCFEs for exceptions to regulations related to individual
residents, and hospice census). These data are presently maintained in a paper and file folder
system, in which office staff must review and separate out public from confidential information
before release to the public for an in-office review of the materials. This is time consuming for
staff, and a major limitation on consumers and others wishing access to these documents. A
large number of files are not readily available, even with a month’s advance notice; nor are
important documents like personnel reports, and resident agreements complete or current. This
situation has been characterized as “… ineffective and highly inefficient paper and file folder
process …”4

3

Information Technology Strategic Plan, Community Care Licensing Division, September 2006, p. 21.

4

Information Technology Strategic Plan, Community Care Licensing Division, September 2006, p. 23.
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Recommendations
1. CCL should develop and implement a plan to ensure complete and current facility
information in the district office public files. The plan shall also include, but not be
limited to, identifying and monitoring practice variations; instituting quality control
measures; promoting “best practices” [e.g., district office efforts to decrease noncompliance by RCFEs]; and providing initial and ongoing training and technical
assistance for managers and surveyors/investigators (Licensed Program Analysts or
LPAs).
2. All essential information should be generated at the facility level using electronic forms
that can be stored in a comprehensive database and be electronically accessible by the
facility operators, CCLD, and selective information should be available through a CCL
maintained online web site. This system can be developed incrementally, but staged to
fully operational within five years.
3. A planning grant to design the pilot work, prioritize the forms and report, and recruit
interested providers and district office, and develop systems development and operations
costs is the necessary first step in data system revision and enhancement. Administrative
cost savings are expected at the facility, district office and central office level.
4. Until data regarding compliance, staffing, facility services and costs, and resident profile
characteristics are available online, CCL should provide a brief explanation of the
contents and relevance of information available in the public files. This explanation
should be given to anyone requesting a review of the public files, and be placed on the
CCL web site to inform persons of the type of information available at the district offices
or from facilities.

Quality of Care Indicators – Missing
The state has less data and information about residential care facilities than any other type of
long term care provided in the state.
Require residential care facilities (RCFs) to report annually to the Department of Social
Services on resident characteristics, staffing levels, facility characteristics, and costs and require
DSS to report, in a centralized location, this information and, additionally, to report on
complaints and deficiencies.5
Enforcement Outcomes
Since 2004 the number of annual inspection visits to facilities has declined, converting the
monitoring system to one based largely on complaints. This limits the ability of the public or
5

Long Term Care Reform: Recommendations for Change, California HealthCare Foundation, June 2007, p. 4.
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others to track positive provider performance, and biases the reporting system to more serious
problems. Preventive and consultative oversight is diminished. A further limitation in the current
system is that no adjustments are made for resident characteristics, staffing, or resident payment
levels. While there are no recent data to fully document this, it is likely that the poorest
performing facilities may be those with high proportions of Medi-Cal eligible residents. There is
also some evidence to suggest that some facilities may try to have their higher care residents
leave. If successful in doing this the facility lowers its risk of complaints and citations for
performance relative to facilities willing to continue care to high care residents.
Recommendations
1. CCL should publish compliance information on all Residential Care Facilities for the
Elderly on its web site. This information should also be made available electronically to
consumer advocacy organizations and policy makers. This recommendation is consistent
with the Department’s Strategic Plan for Technology, and with recommendations of the
1983 and 1989 Little Hoover Commission Reports 6 that urged an overhaul of the
Department of Social Services’ Information Management System in order to provide
facility specific compliance information. Positive aspects of quality of care in RCFEs
should also be electronically available (e.g., staffing characteristics, such as credentials
and levels; types of basic and optional services available).
2. Create an online form to make complaints and file directly with the appropriate CCL
District Office. This recommendation is consistent with the Department’s Strategic Plan
for Technology.
3. Design and implement a drop down box option for LPAs to fully utilize the subsets of
regulations in coding deficiencies, thus providing much more specific information on
deficiencies for management, training, technical assistance, policy oversight, and
consumer information purposes.
Staffing
Staff characteristics are an essential part of the structural components of quality. The ability to
measure staff characteristics, including training and credentials and staffing levels, is
substantially limited under the current system due to the lack of complete or updated personnel
reports in the public files. This report is required by law to be completed and updated by
facilities and filed with the State. It should include the name of each employee, date of hire, job
title and hours on duty. In addition, CCLD requests an updated report with the written annual
renewal notice.

6

Commission on California State Government Organization and Economy, Community Residential Care in California,
Community Care as Long-Term Care Service, December 1983 ; and Little Hoover Commission, Community Residential Care for
the Elderly, January 1989.
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Recommendations
1. Personnel Reports should be designed so providers have the option of submitting the
annual required report electronically as well as recording personnel changes.
2. Develop a pilot project to test the feasibility and cost of implementing a mandatory
personnel-reporting system with voluntary participation of providers, Community Care
Licensing and researchers.
3. Provide verifiable staff to resident ratios for each facility as part of the publicly available
information on the CCL information web site for RCFEs.
Facility Profile Information
Consumers, family members and long term care professionals want to know about services,
costs, occupancy rates and the prospects of aging in place. In addition, they want information
about staffing, ownership and the facility’s compliance record – issues covered in other sections
of this report – in order to make informed decisions about placement.
Recommendations
1. DSS should require RCFEs to provide information on admission/retention conditions,
services, staffing, costs and ownership on an annual basis at the time of license renewal.
This information should be provided on a standard form and submitted electronically by
facilities and made available on the CCL information web site. There is precedent for this
type of general disclosure for Continuing Care Retirement Communities under the
Department’s CCRC Branch (H & S Section 1789.1). There is also precedent in other
states for this type of required disclosure, e.g., Texas. In addition, providers have a
history of voluntarily providing this type of information to California Advocates for
Nursing Home Reform for posting on its web-based Nursing Home Guide and
Residential Care/Assisted Living Guide (http://www.canhr.org/RCFE/rcfe_index.htm).
2. Establish a task force made up of the Department, provider representatives, and advocacy
organizations to design an effective electronic form.
Resident Characteristics Information
Information on resident characteristics is essential for quality assurance and for planning and
responsibly monitoring the changing nature of RCFEs. This information is presently required to
be available at the facility level in physician referral forms, incidence reports, and waiver
requests. These data are not compiled into facility-level or industry wide summary reports
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Recommendations
1. Develop a pilot project to develop and test cost effective methods to capture and report
resident characteristics. The project would be a collaboration of researchers, providers
and regulators. These recommendations are also consistent with those made in an April
2001 report prepared in response to Senate Bill 910, Strategic Planning Framework for an
Aging Population.
2. Analyze the feasibility of facilities submitting special incident reports electronically. This
recommendation is consistent with the Department’s Strategic Plan for Technology.

CCL Data System – Not Integrated, Comprehensive or Accessible
CCLD is not meeting public expectations for information and complaint filing.
Meet the expectations of the public and legislature for 24/7 web access to non-confidential
facility information and complaint filing. (Business Goals)
Enhance the CCLD Website – Consumer Information: It (website) will include: Publishing
facility reports; publishing complaint information; publishing citation information; allowing
online complaints to be filed.7
California state law requires, and CCLD maintains or has access to, a considerable amount of
information on RCFEs. However, the current system is incomplete, not integrated and not easily
accessible. As a result the RCFE information system does not meet the needs of CCLD,
consumers, providers, or policy makers, nor is it efficient or cost-effective.
CCLD’s has limited the web site information to facility name, contact person, address, telephone
number, bed capacity and responsible district office. This limitation makes the on-line system far
less useful than it has the potential to be, and is well below the information available on web
sites in a number of other states.
Recommendations
1. DSS must finally establish and maintain an automated license information system as
indicated in Health and Safety Code Section 1569.355. This information system must be
comprehensive, integrated and provide historical information for trend analysis, and it
must be updated in a timely manner.
2. The state must expand and reorganize its present online information so RCFE
information is easily accessible to consumers, family members, providers, policy makers,
consumers, long term care professionals, and advocacy organizations.

7

Information Technology Strategic Plan, Community Care Licensing Division, September 2006, pp. 17, 26, and 33.
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