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SUMMARY OF FINDINGS

Reliable andtimely informationfor monitoring the quality of long-term care has been available
for nursing homes for many yearsin the form of such data systems as the On-line Survey,
Certification, and Reporting Sysem(OSCAR), and the minimumdataset (MDS) within the
ResidentAssessmentInstrument! OSCAR is annual and includes provider reported facility and
staff characteristics, and health survey deficiencies. MDS, specific to each resident, includes
functiona 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 datasystem situationin licensed housng, including residential care facilities and assisted
living, isentirely different. There are few individua or even facility-level data available for the
public or pdicy makes.? Information available (electronically and to the public) in al states
includesthe licensed facility@ name address, and telephone. About one-third of the states also
include citation information on state web sites.* In most states, including California, facilities
mug be contactedlirectly to obtaininformation on services, cost, staffing, resident
characteristics.

This situation warrants a reassessment for compelling reasons. One of these isthat the
ResidentialCare/Assisted Living (RC/AL) housng supply doubledbetweernil990and2002.
This indugry curently houssmore thana million personsnationally? and is approaching the
sizeof thenursing homeindugry. Coupledwith the growthin supply hasbeenanincreasng
prevalenceof physcal andcognitivefrailty amongresidents®® Thereis aso evidence that
RC/AL facilities have lower staff to resident ratios and lower training standards than nursing
homes.” Suchfindingsraise concensaboutqualiy of care andsafety of residents®® and
warrant attentionto the dataand quality assurance systemsthat can facilitate appropriate pubic
oversight and consumer choice.

Recognizing the possible value of facility-level data systemsthatreport residentandfacility
chamcterstics, andhealthoutcomesthe Calif ornia Healthcae Foundatiorfundedthis study. It
looksat Calif ornia® exiging StateadminigrativedataOgstemCfor monitaring ResidentialCare
Facilitiesfor the Elderly (RCFES). The study evaluatedthe current availability of information,
practice differences across state offices, and among facilities based on their size, and formulated
recommendation®r possible future modificationsof the datasystem.

BACKGROUND

California regulations use QResidential Care Facilities for the ElderlyO(RCFES) as the |abel for
licensed housing serving the aged. Thereis no separate AL classification. Caifornia® 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
trangortation, houskeepinglaundry, obtainingmedical and socia services, and the supervision
of medicationss offered. Othermedicalneeds, such as hospice or home health care, are
pemitted by third party vendos. RCFESs rangefrom fewer than 6 beds to over 100 beds, and
vary in services offered. Some accept only ambulatory persons. Others accept and retain non-



ambulatoy residents includingthoe with dementia and hospice needs.™®

There are 14 district offices within the Community Care Licensing Division (CCLD) of

Cdlif ornia@ Depatmentof SocialSewvices(CDSS. CCLD is responsble for RCFE licensng
andmonitoling. Monitoring occuss by licengng surveys in respons to complaints andfor
administrative reasons (e.g., to evaluate a plan of correction related to acitation).

RCFEs are required to maintain substantial information on-site. Thisincludes resident medical
evaluations, plans of care, discharge information, and personnelrecods. Pesonnelreports and
unugialincidentanddeathreports are submittedto 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 obtainedfrom a stratified randomsample of 340RCFEsS. Thes
were selectedfrom 3,349facilitieslicensed in Northem andCentral Calif ornia. Facilitieswere
stratified by capacity (bed size: 1-6, 7-15, 16-49, 50-99, 100+) and by the district office of
CCLD, theregulatay agency Six of the 14 CCLD district offices were visited (Chico, Fresno,
Rohnet Pak, Sacemento/StocktarSanBruno, San Jose). These offices cover approximately
50% of all RCFEsin the state,and49 of the58 counties

Facility recods from 2000throughJune2006were examinedThis study peliod enablesan
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 annualon-site evaluation®f evely RCFEs to arequired
visit aminimum of once every five years. Pre and post licensing inspections, aswell asthosein
respon to complaints continuedasbefore.™*

FINDINGS!?

Records at CCLD District Offices

The public files available at CCLD offices contain five primary sourcesof puldic information:
(1) Facility License; (2) Facility Evaluation Report B completed by Licensed Program Analysts
(LPAS) upon any visit to a RCFE. These contain information on deficiencies in compliance and
citations (3) PersonnelReport Bstaffinginformation thatis required to be updatedvhenRCFE
staffing changes occur; (4) Initial Application Bprovidesbasc informationaboutthefacility;
and(5) AdmissionsAgreementThe public informationavailablefor the study samplefacilities
was compiled and analyzed. The CCLD Digtrict Offices also maintain confidential filesfor 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 Didtrict 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 vigit to the district offices.

! The findings presented here are summarized from more extensive analysis reported in three papers .**® These are available
from the authors.



Availability & Completeness of Records

25 files (9.2%) requested were not available for review: 15 couldnotbefoundand2 were
(problemOfacilities with files not ready for review (2-Sacramento/Stockton, 11-San
Bruno,4-SanJose); 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.
PesonnelReports were incomgdete andnat up to date.

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

CCLD personnelmug completelyreview facility files to removeanypersonally
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
contentsandrelative importanceof documentsliminishestheir valuefor consimers or
professionals using the files. Access to the files remains a major issue, especialy for
those in large urban or rural areas where avidit to the nearest district office may require
traveling long distances.

Enfor cement 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
pettainingto othertypesof CCLD visits, such ascase management, complaint investigation, pre-
licensing, post-licensing were not affected by the law changes in 2004.

Facility Visits

CCLD madeatotal of 2,464 visits to the samplefacilities and conducted 89 office
meetingswith opemtors during thefive yearretroective study time frame.

Prior to January 2004 49.6% of total visits were required inspectionsurveys 24.0% were
case management visits (i.e., avisit made as deemed necessary by the district office to
follow up onaproblemor insure aplanof correction), and26 4% were visits to madeto
evaluate a complaint received by CCLD. In this timeperod, 97% of licensed facilitiesin
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
propottion of thevisits after January 2004(33.3% of total visits). In thistime period,
appoximately20%of facilitiesreceivedno visits of anytype



Some variationsin district office practices were identified. For example, one office
(Rohnert Park) consstently, bothbefore andafter January 2004,focused significantly
more on case management visits. After 2004, this office also hadasignificantlylower
rate of complaint visits. The Chico office consistently made significantly fewer case
management visits, and significantly more complaint visits.

Both before andafter January 2004 thesmallest 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 arate double that of average among all size groups.

Complaints

During the study period, CCLD made838complant-driven visits to facilitiesin the sasmpleand
conductedl847invedigations

Half (N=929,50.3%) of complaintinvedigationswere subgantiated;20.0% (N=370)
were inconclusve; 19.1% (N=352)required further invegigation;and10.6% (N=196)
were unfounded.

Complaintsledto 16.8% (N=647) of thetotal nunber of seriouscitationsand7.2%
(N=277)of thetotal numberof less seriouscitations

Records lack evidence of proof of correction, thisislikely an under representation of
providercorrections

In the Fresno office, 70.6% of complaints were substantiated,n 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 officesin the study.

Smaller facilities (i.e., 1-6 beds) in the sample had fewer complaints overall, aswell as
theleas numberof subgantiatedcomplaints 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 andsupewision of residents physcal plant
and safety, and other medical care and quality of care concerns. There are more than 100
numbeed subsetsof regulationswithin thes atrticles.

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

Article Seven(Physcal Environment) includesrequirementsfor the physcal plantand
fire safety.



Article Eight (Incidental Medical Care) addresses regulationsregarding restrictedand
prohibitedmedicalconditions

Two types of citations are issued for violationsof regulatory requirements

Type A=Serious, meaning afailure to comply presents an immediate or substantial threat
to physcal health,mentalhealthor safety of theresidents or

Type B=L ess serious, meaning a failure to comply does not present an immediate or
subdantialthreatto physcal health,mentalhealthor safety of theresidents

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 CCL3 web site.

CCLD issued2025(52.6%) Type A and1822(474%) TypeB citationsto the sample
facilitiesdunng the project@study time frameof 2000-2006.

Due to the decrease in required visits, citation rates associated with these visits a'so
declined. However, d case management citation ratesdoubled.Also after 2004, TypeB
citationsfrom complaintsvisits occured atarate triple thatof the pre-2004peiodand
citationsoverall (TypeA and B) occurred at a rate amost 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 combinedcitationsbath before andafter 2004.

While coding deficiencies by Title 22 is potentially an efficient means of identifying the
reawnsfor citations theinformationcommunicatd is limited becaus in the majority of
instanceg>60%), surveyors codeonly to thefive digit regulationnumberanddo not
utilize thelettered andnumbeed subsetswithin each regulation that further describe the
specifics of the citation.

Among the most commonly cited deficiencies were those relatedto IncidentalMedical
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
levelg).

Enforcement Actions

The existence of enforcement actions was identified usng severa indicatoss in the publicfile.

A few (N=9, 2.9%) hada probationay statuslistedon thelicense duemodly to problems
with criminal clearance for some staff.



= 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. Thisregulationwas cited more frequerly thanany otherwithin anyarticle
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).

= C(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.



Article 7. Physical Environm ent

Article Seven deficiencies accounted for 17.3% (N=667) of all citationsto the sample
facilitiesgivenduring the study time peiiod.

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 physcal plantcitationsduring the
study time frame.

Of those, 10.9% (N=421)were TypeA [i.e, immediateor subgantialthreat] and6.4%
(N=246)were TypeB [i.e., noimmediateor subgantial threat] Thes typesof citations
did not vary considerably over time.

Citations regarding storage space [e.g., unlocked or accessible toxins] accounted for
195% (N=130)andcitationsregarding fire safety [e.g., blockedexits malfunctioning
smoke alarms] accounted for 7.2% (N=48) of the physical plant citations.

Citationsregarding the physcal plantdid vary by district office animportant
consderation in considering data reliability and vaidity. 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
citationsamongthe samplefadlities, some differenceswere seenwithin the stratified
sample. The 50 - 99 size group was issued the least number of Article seven citations, as
compared to the other size groups. Thisis possibly relatedto varationsin regulations
according to size.

Article 8. Incidental Medical Care

Citationsregarding Article Eight (8) accountedor 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 aresident with arestricted
condition]lamongthe samplefacilitiesduring thefive yearstudy 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 insufficientstaffing levelsto
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

Otherfrequentlycited Article 8 regulationsincluded 50 (10.7%) citationsregaring
oxygen administration [e.g., unsafe practice, lack of skilled care available]; 46 citations
(9.9%) regarding prohibited andrestrictedhealth conditions [e.g., higher level of care
necessary| and 42 (9.9%) citations regarding healing wounds [e.g., pressure ulcers|.

Examplesof less frequentlycited 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%).



I 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 amanner that respects dignity, lack
of information].

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

Staffing

Staffcharactenstics are essentia to the quality of care. However, the ability to measure staff
characteristics, including training and credentials, the availability of a nurse and staffing levels,
wassubgantially limited dueto thelack of comgete or out of datepersonnelreports in the
public files. Thisreport isrequired by law to becompletecandupdatel by facilitiesandfiled
with the State It shouldincludethe nameof eachemployee,dateof hire, job title andhours on
duty. In addition CCLD requess anupdatedeport with thewritten annuallicense renewal
notice.

Staffing Characteristics

I Incompleteandoutdatecbersonnelreports limited the ability to measire staff
characteristics and staff turnover.

I 313(99.3%) facilitiesin the sample hada PesonnelReport in the publicfile, butonly
36.5% (N=115) had a complete report (dated, job title andhours worked completed) Of
those 115with acompletedorm, mogd 80% (N=92) were more than12 monthsold.

I Citationsregarding staffing accountedor 18.3% (N=431)of all citationsissuedto the
study sample. Examplesof staffing related citationswere lack of trainingand
credentials, poor staffing levels and missing personnelinformation

I 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
informationon RCFEs. However the current systemis not meetingthe needsof CCLD,
consumers, providers, or policy makers, nor isit efficient or cost-effective.

I The current Statedatasystemis incompletenotintegratedandnot easly accesible. The
results of this study indicatethatdifferencesin the practices among district offices with
respectto focusof attentionandthoroughnes of recording may affect data reliability if
current information were compiled into a state wide file.

I Althoughthe citationandcomplant informationis the mod currentin publicfiles, none
of thisinformation is available on CCLD@ web site. Furthemore, giventhe subgantial
changan policy in 2004,trenddataon thes indicators are not reflective of practicesin
earlier years. Further, the system is now complaint rather than survey focused. This
biases the data toward problematic facilities.
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I 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
ondine systemfar less useful thanit hasthe potental to be andis well belowthe
information availableon web sitesin a numberof other states

I State law requires providers to submit complete information on personnel. The public
files typically lacked complete or updated personnel reports. There is no onlinereporting
systemregarding staffing for provideisQuse.

I 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 I nfor mation 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.”'> 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.



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). ldaho and Michigan provide accessto reportsin their entirety. Louisianaliststhe
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 Y ork, Ohio,
Virginia, and Wisconsin offer summarized versions of reports are online. The Missouri site also
providesplansof correction.

Utah was in the process of adding a Geport cardOfeature to its facility information page.
RECOMMENDATI ONS

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) andto improvethe scope,reliability andaccesibility of informationon RCFESsfor
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@ 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 inthe U.S,;
and (3) A stakeholder process that engaged regulators, providers, consumer organizations and
advocacygroupsin reviewing andrespondingto the research findings

Monitoring System DProblem Driven

The oversight role of the CCLD in Californiaisin a state of crisisE
We are notdoingour job of accomplifing the essential mission of protectingvulnermble clients
in community care settingsin Californiak 2

Community Care Licensng conductecannualon-site inspectionsof every RCFE until 2004
when the policy was changed, reducing these required annualinspectionvisits to atleag once
every five years. The predominant reason for visits since 2004 has be to respond to resident
complaints or to follow up on acitation issued. This complaint-based system is biased toward
highlighting problems. It does not allow facilities to reflect positive performance and operations,
andit doesnotallow consimess to timely peformanceinformationaboutall facilities

" Information Technology Strategic Plan, Community Care Licensing Division, September 2006, p. 17.
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Recommendations

1. Theingpection cycle should increase to at least every two years, with the goal of
returning to annualinspections

2. Community Care Licensing should reingtitute its Technical Support Program (TSP).

Public Infor mation BLimited in Content, Out of Date, Sometimes Not
Reliable, and Difficult to Access

Thelack of integratedsystemsand 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 clientsin care, and inefficient utilization of LPAs. (Licersed Program Analysts)"
The public files are available at CCL offices and contain five primary sources of public
information: (1) Facility License; (2) Facility Evaluation Report B completed by Licensed
Program Analyds (LPAS uponanyvisit to a RCFE, andcontaininformationon deficienciesn
complianceandcitations (3) PasonnelReport B staffing informationthatis required to be
updated annually and when staffing changes occur; (4) Initia Applicationbprovidesbasc
information about the licensee and the facility; and(5) AdmissonsAgreementvhich 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. Thisistime consuming for
staff, anda majorlimitation on consumers and others wishing access to these documents. A
large number of files are not readily available, even with amonth@ advance notice; nor are
importantdocumentdike personnelreports, andresident agreementzompleteor current. This
situation has been characterized as (E ineffective and highly inefficient paper and file folder
process E &

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

#nformation Technology Strategic Plan, Community Care Licensing Division, September 2006, p. 23.
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Recommendations

1. CCL shoulddevelopandimplementa planto ensire completeandcumrentfacility
informationin thedistrict office publicfiles. The planshall also include,butnotbe
limited to, identifying and monitoring practice variations; instituting quality control
measures; promoting (best practicesO[e.g., district office efforts to decrease non-
complianceby RCFES]; andprovidinginitial andongoingtrainingandtechnical
assistance for managers and surveyors/investigators (Licensd Program Analyds 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 opestors, CCLD, andselective information should be availablethrougha CCL
maintained online web site. This system can be devel oped 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 developmentandopetions
costs is the necessary first step in data system revison 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 shouldprovide a brief explanatiorof the
contents and relevance of information available in the public files. This explanation
shouldbe givento anyonerequesing areview of the public files, and be placed on the
CCL websdite to inform personsof thetype of information available at the district offices
or from facilities.

Quality of CarelIndicatorsBMissing

Thestate hasless dataandinformation aboutresidential care facilities thananyothertypeof
long term care provided in the state.

Require residential care facilities (RCFs) to report annuallyto the Depatmentof Social
Services on resident characteristics, staffing levels facility characteiistics, and cods andrequire
DSSto report, in a centralized location, this information and, additionally, to report on
complaintsand deficiencies

Enforcement Outcomes

Since2004the numberof annualinspectionvisits to facilitieshasdeclined,conveting the
monitoling systemto onebasd largely oncomgaints. Thislimitsthe ability of the public or

5 ong 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® 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.

¢ 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. PewsonnelReports should be desgnedso providers havethe optionof submittingthe
annualrequired report electionically aswell as recording personnel changes.

2. Develop apilot project to test the feasibility and cost of implementing a mandatory
personnelyeporting systemwith voluntary paticipation of providers, Community Care
Licensing and researchers.

3. Provideverifiablestaff to resdentratios 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
aboutstaffing, owneship andthefacility@ compliance record Dissues covered in other sections
of thisreport Bin orderto makeinformeddecisons aboutplacement.

Recommendations

1. DSS should require RCFEs to provide information on admision/retention conditions
services, staffing, costs and ownership on an annual basis at the time of license renewal.
This information should be providedon a standad form and submittedelectionically by
facilities and made available on the CCL information web site. There is precedentor this
type of gened disclosure for Continuing Care Retirement Communities under the
Department@ 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 voluntaily providing this type of information to Calif ornia Advocatesfor
Nursng Home Reform for poding on its web-baed Nursng Home Guide and
Residential Care/Assisted Living Guide (http://www.canhr.org/RCFE/rcfe_index.htm).

2. Establish atask force made up of the Department, provider representatives, and advocacy
organizations to design an effective electronic form.

Resident Characteristics Information

Information on resident characteristicsis essential for quality assurance and for planning and
responsbly monitoling thechangingnatue of RCFEs. This informationis 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-levelor indugry wide summary reports
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Recommendations

1. Developapilot projectto devedop 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
2001report prepaedin respong to SenateBill 910, Strategic PlanningFramewok for an
Aging Population.

2. Anayzethe feasibility of facilities submitting special incident reports electronically. This
recommendatiors consstentwith the Depatments StrategicPlanfor Technology

CCL Data System BNot Integrated, Comprehensive or Accessible
CCLD is not meetingpublic expectationgor information and complaintfiling.

Meetthe expectation®f the public andlegidature for 24/7 web acces to non-confidential
facility information and complaint filing. (Business Goals)

Enhancethe CCLD Webste BConsumerlnformation: It (webste) will include: Publishing
facility reports; publishing complaint information; publishing citation information; allowing
online complaints to befiled.’

California state law requires, and CCLD maintains or has access to, a considerable amount of
information on RCFEs. However, the current system isincomplete, not integrated and not easily
accessible. Asaresult the RCFE information system does not meet the needs of CCLD,
consumers, providers, or policy makers, nor isit efficient or cost-effective.

CCL D@ haslimited theweb site informationto facility name, contact person, address, telephone
number, bed capacity and responsible district office. This limitation makesthe ondine systemfar
less useful than it has the potential to be, and iswell below the information available on web
sitesin a number of other states.

Recommendations

1. DSS must finaly establish and maintain an automated license information system as
indicatedin Healthand Sdety Code Section1569355. This information system mug be
compehensve, integrated and provide historical information for trend analyss, and it
mug be updatedn atimely manner

I" 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.#

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