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Founded in 1950, the California 
Association of Health Facilities is a 
non-profit professional association 
representing skilled-nursing facilities 
and intermediate-care facilities for 
the developmentally disabled.  It is 
dedicated to providing quality care 
for the frail, elderly, developmentally 
disabled and those with chronic 
mental illness. Each year, CAHF 
members provide short-term 
rehabilitation, long-term care, end-of-
life assistance and critical habilitative 
nursing services for approximately 
300,000 individuals across California. 
CAHF is the largest provider of 
continuing education for long-term 
care providers in California.  For more 
information, visit www.cahf.org.

Cover Art: Carlsbad Flower Fields, courtesy of “healing heARTs” at 
Edgemoor Distinct Part SNF, this original oil on canvas was created in 
a collaborative effort by groups of 10-20 patients all living with severely 
disabling injuries or disease. To learn more about this program please go 
to  www.healingheartsart.com
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Overview:
Quality is improving 
in California’s 
skilled-nursing facilities

Nursing facilities provide a critical and valuable service to 
challenging customers – medically fragile elders, people 
recovering from serious illness or surgery, and the chronically 
or terminally ill. For the most part California nursing facilities  
provide this service at a high level of quality which is getting 
better all the time.

However, the stresses put on the long-term care system by 
national health care reform, the state budget crisis and the 
coming influx of the Baby Boomer generation will severely 
test our resources.  We cannot allow these factors to hamper 
innovation in our approaches to quality improvement.

The statute authorizing the current Medi-Cal funding 
methodology is scheduled to sunset on July 31, 2011.  
Making AB 1629 permanent is essential to support facility 
spending on staffing/wages, stabilize operations and allow 
the department to craft appropriate quality measures to 
ensure the effectiveness of the reimbursement system. 

When AB 1629 was drafted, the initial sunset date was 
July 31, 2008.  The fact that the reimbursement system 
has been extended in one- or two-year increments has 
had a destabilizing effect on facility services. The complete 
elimination of any future funding commitments in 2009-
10 has also created major trauma in the long-term care 
community.  The permanent reauthorization of AB 1629 
is necessary in order to restore trust within the provider 
community that future funding will continue to be available 
for investments that are being made to improve quality care 
today.

The California Association of Health Facilities supports our 
members in their continued quest for improvement and 
welcomes the opportunity to work with stakeholders to 
achieve our shared goal of excellence in California nursing 
facilities.
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Nursing “homes” began as a cottage industry in the Great 
Depression era.  Over time, nursing facilities have adopted 
new technology, drug therapy, disease management and 
care planning approaches which significantly improve life 
expectancy and care options for California’s elders and 
persons with disabilities.  

California currently has 3.5 million people over the age of 
65 – the largest older adult population in the nation.  This 
number is expected to increase to more than 6 million by 
2020.  The greatest growth will be among the age cohort 
most reliant on nursing facility services – the elderly 
population aged 85 years and older.  Nursing facilities play 
a leading role in the continuum of care that has evolved 
to meet the short- and long-term medical needs of this 
population.

The long-held concept that nursing homes are a place 
where chronically ill elderly people go to live out their 
lives with no hope of recovery is now largely outdated.  
Today, the majority of nursing facilities serve two distinct 
populations: a large group of short-stay rehabilitation and 
medically complex patients, and a much smaller group of 
long-stay chronic care residents.

Short-Stay Rehab and Medically 
Complex Patients
Medicare policy changes are driving 
acute-care hospitals to discharge 
patients much sooner. These patients 
have complex medical needs, and 
skilled-nursing facilities have become 
the dominant provider of cost-effective 
post-acute care services in the Medicare 
program.

These short-stay patients are typically 
younger and may have been admitted to 
a facility to receive rehabilitative services 
following a hip or knee replacement 
surgery or to recover from a bout of 
pneumonia, a stroke or heart attack 
before returning home or to a lower level 
of care.

More than half will be discharged within 
30 days, with the vast majority going 
home or to another community-based 
setting.  

Longer-Stay Chronic Care Residents
The longer-stay, chronically ill residents in nursing 
facilities have also changed with the times. California’s 
expansion of community care options now allows those 
with less complex care needs to remain at home or in 
an assisted-living environment.  Those who do reside in 
skilled-nursing facilities are more likely to have a complex 
medical condition and/or behavioral health needs, such as 
dementia.

Utilization
California’s free-standing nursing facilities serve more 
than 300,000 individual patients each year.  The Office of 
Statewide Health Planning and Development (OSHPD) 
2007 utilization data indicates that over 89% of the patients 
enter a nursing facility from the acute hospital.

Every admission is subject to extensive utilization controls, 
length of stay is generally monitored by a government or 
private health plan case manager and there is a relatively 
high rate of patient turnover.

Discharge planning begins at the time of admission to 
a nursing facility. The facility’s interdisciplinary team, 
including the physician and discharge planner/social worker, 

Did you know...
Fifty-eight percent of all patients admitted to a 

nursing facility will be discharged within 30 days.  

Evolution of
Long-Term Care

Virtually all of California’s growth in long-term care capacity has 
been in home and community-based services, which are designed 
to provide care for individuals who are less compromised than the 
typical nursing-facility resident, who can’t safely be cared for at 
home.
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work together with the resident and family to develop 
a care plan that includes the patient’s goals and a post-
discharge plan.

Fifty-eight percent of all patients admitted to a nursing 
facility will be discharged within 30 days.  The vast majority 
of these patients will be discharged to home or another 
community-based setting.  Only 8% of the patients will be 
there longer than one year.

In caring for our aging population, California relies less on 
institutions and more on community-based options such 
as residential-care facilities for the elderly (assisted living), 
adult day programs, personal care aides, and home health 
aides.  

Between 1998 and 2008, the In-Home-Supportive-Services 
case load grew from just over 200,000 to more than 
400,000.

By comparison, the number of nursing-facility beds in 
California has dropped from over 113,000 to 95,000, and 
occupancy rates have consistently stayed around 85%.

While care at home continues to be the preferred choice of 
most individuals, facility-based long-term care provides an 
essential service for those who cannot be safely or cost-
effectively cared for at home.  In addition, nursing facilities 
help more patients return home or to community-based 
health services than ever before.

Oversight
The Department of Public Health (DPH) Licensing and 
Certification Division (L&C) has over 770 staff and a $55 
million budget dedicated to overseeing nursing-facility 
operations.  These DPH staff conduct extended annual 
facility inspections and detailed complaint investigations 
intended to ensure continuous compliance with applicable 
laws, regulations and policies.  

The entire enforcement system is focused on compliance 
with prescriptive federal and state requirements and the 
identification of areas for improvement – it is not designed 
to adequately assess clinical outcomes or measure 
resident satisfaction.  

Funding
Less than 10% of the 300,000 patients treated in 
California’s nursing facilities each year rely on private 
insurance or personal finances to pay for their care.  The 
vast majority of care is government-funded – through Medi-
Cal or Medicare.   

In 2005, the Medi-Cal funding system for long-term care 
providers in California underwent a radical change with the 
implementation of AB 1629 (Frommer), which established 
a facility-specific Medi-Cal reimbursement methodology 
for free-standing skilled-nursing facilities (SNFs), and 
authorized a provider “quality assurance fee” to enable the 
state to provide a much needed Medi-Cal rate increase and 
long overdue reforms for free-standing nursing facilities. 

Under the previous flat-rate system, facility rates were set 
by geographic region and number of beds per facility, with 
no regard for a facility’s patient mix, special programs or 
for the actual cost of providing care.  The flat-rate system 
encouraged frugality, often at the expense of innovation 
and quality. 

Under the AB 1629 methodology and California’s federally 
required State Plan, nursing-facility rates are rebased each 
year using actual facility spending data from a period 18 to 
30 months earlier (2009/2010 rates are actually based on 
2007 spending) -- rather than simply adjusted for cost of 
living.  

The facility-specific nature of the rate development 
process and a series of internal restrictions placed on 
facility spending within various cost categories ensure that 
individual facilities are reimbursed either their adjusted 
actual costs or the lesser amount allowed by the internal 
caps.  

AB 1629’s quality assurance (QA) fee and facility-specific 
reimbursement have helped improve facility staffing levels 
statewide by providing incentives for facilities to spend 
more on direct care staff and tying labor costs directly to 
the calculation of a facility’s Medi-Cal reimbursement rate.

In addition, AB 1629:
Stabilized an industry on the brink of collapse (nearly •	
20% of the facilities were in bankruptcy and many 
others were in various states of financial failure). 
Increased system accountability by bringing •	
reimbursement more into line with individual facility 
costs, recognizing/encouraging spending in the right 
areas and increasing the number of facility audits/
reviews. 
Offset state general fund expenses for SNF care by •	
more than $280 million per year.
Increased federal financial participation in SNF services •	
from 50% to 58% of total costs.

Did you know...
AB 1629’s quality assurance fee and facility-

specific reimbursement have helped improve 
facility staffing levels statewide.  
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Defining Quality Where We Are

The movement toward systematic quality improvement and 
person-centered care in skilled-nursing facilities includes a 
new focus on the importance of enabling the “voices” of 
consumers and staff as a critical quality indicator.

Key factors in measuring quality of medical care include:
Level of restraint use •	
Rate of high risk pressure ulcers (facility acquired)•	
Healing of pressure ulcers•	
Weight loss•	
Management of chronic pain•	
Catheter use•	
Vaccination rates•	
Quarterly discharge assessments•	
Consistent assignment of staff•	
Longevity of key staff•	
CNA turnover/retention•	
Direct care hours•	

While data on medical aspects of care and survey results 
are important, they fail to provide a complete picture 
without equal focus given to measuring the quality of life 
and patient and staff satisfaction.  Key factors in measuring 
quality of life include:

Depression rates •	
End of life/palliative care programs •	
Resident time out of bed •	
Expanded dining options such as extended hours, •	
buffet, menus or other special features
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California long-term care providers have made significant strides in their 
efforts to reduce the use of physical restraints, such as bedrails and lap 
belts.  Reducing restraint use and encouraging resident independence will 
continue to be areas of focus for CAHF and its members.

So how do California’s skilled-nursing facilities stack up 
against these indicators of quality?

Quality Measures
Quality measures in California nursing facilities reflect 
positive trends in spite of the ever-increasing acuity of 
nursing-facility residents (Kaiser Family Foundation 2006).  
For example, the California physical restraint rate has 
dropped from 11% in 2007 to 8% in the fourth quarter of 
2008, and 7% in the second quarter of 2009.  

Rates of chronic pain have decreased from 5% to 4%.  The 
“Activities of Daily Living Decline” rates have improved 
from 13% in 2005 to 11% in 2009 (NH Compare).  

Additionally, California does better than the national average 
in the key quality measures of use of psychotropic drugs 
(OSCAR), increase in depression or anxiety, indwelling 
catheters, urinary-tract infection, weight loss, and 
locomotion decline (NH Compare).  

Staffing & Wages
Since the implementation of AB 1629, staffing levels have 
increased, staff turnover has decreased, and nursing wages 
have increased in California nursing facilities.  

Staffing levels continue to rise in California, from an 
average of 3.33 direct care staff hours in 2002 to 3.57 in 
2007.  This is well above the 3.2 minimum hours required in 
California and substantially exceeds the national average of 

3.36 (NH Compare).  

In its “Report to the 
Legislature” on the effects of 
AB 1629 (January 2009), the 
Department of Public Health 
stated that the mean statewide 
average of nursing hours per 
patient day (NHPPD) has risen 
in every audited year beginning 
with 2002-2003 and that the 
most significant increase in 
NHPPD has occurred since the 
implementation of AB 1629.  
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Also documented in this report is that staff retention rates 
for nurses and CNAs have increased and turnover rates 
have significantly decreased since the implementation of 
AB 1629.  The average turnover rate for nursing-facility staff 
decreased from 61.2% in 2002 to 49.8% in 2007.  

The average salary and wage spending per resident day 
for nursing and support services have increased since 
the implementation of AB 1629, (2004 to 2008) with the 
average wages increasing from $27.55 to $32.67 for RNs, 
$21.62 to $24.88 for LVNs, and $10.64 to $11.92 for CNAs.  
AB 1629 has enabled facilities to invest more in their direct 
care labor and this is resulting in a more stable workforce. 

Customer Satisfaction
The vast majority of customers in California nursing 
facilities are happy with their care. Recent customer 
satisfaction data collected in California indicates that 85% 
of resident survey respondents gave an overall satisfaction 
rating of either “excellent” or “good” to their nursing 
facility with 87% rating their willingness to recommend 
the facility to others as “excellent” or “good.”  Eight-two 
percent of family survey respondents gave an overall rating 
of “excellent” or “good, “and 82% also rated as “excellent” 
or “good” their willingness to recommend the facility 
where their loved one was receiving care and services. (My 
InnerView). 

These findings are consistent with national averages and 
reflect that most consumers are satisfied with the services 
they received in 2008.  
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Did you know...
Staffing levels continue to rise in California, 

from an average of 3.33 direct care staff hours 
in 2002 to 3.57 in 2007.  This is well above the 

3.2 minimum hours required in California and 
substantially exceeds the national average of 3.36.

Source:   OSHPD LTC Medi-Cal cost report data.

Staffing levels and nursing wages have increased in California nursing facilities since the implementation 
of AB 1629.  

Survey Results and Complaints
Survey results document facility compliance with 
prescriptive regulations; they do not necessarily reflect the 
overall quality of care and services.

The number of deficiencies cited during federal surveys 
in California has fluctuated over the years, with a slight 
increase from 10.3 in 2003 to 11.4 in 2008. This may 
partially be in response to a major increase in surveyor 
positions in 2006, which resulted in a significant increase 
in investigations of backlogged complaints.  Of the 845 
federal deficiencies cited in 2007, over 70% were rated at 
a “Level 2” scope and severity (No Actual Harm) or lower 
(OSCAR). Similarly, of the 698 citation issued, over 80% 
were cited at the lowest severity level. 

Several studies have identified flaws in the current survey 
system that lead to a lack of consistency from state to 
state, and in California, from district office to district office.  

This variation among the district offices with very high and 
low rates of deficient findings is fairly consistent over the 
last several years, suggesting that a facility’s ZIP code is a 
significant factor in predicting survey results.  

A lack of consistency in survey interpretation and process 
has been documented nationwide, and for this reason 
many experts believe that using survey results as a 
measure of quality is of questionable value.  
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Where 
We’re Going

While we are on the right track in California, there is 
still a great deal of work to be done, and CAHF intends 
to continue our proactive role in promoting quality 
improvement among our members.  

Quality First
In 2002, CAHF joined the national long-term care 
community to make a public pledge to improve quality 
care for our patients and residents.  This pledge, known as 
Quality First, also promised that member facilities would 
promote a progressive workplace for employees, advance 
the development of key quality measures and publicly 
report the results of their quality performance.

Advancing Excellence 
The Advancing Excellence Campaign is a national effort of 
28 stakeholder groups including the American Association 
of Homes and Services for the Aging, the American 
Health Care Association, the American Medical Directors 
Association, the Centers for Medicare Services, the 
National Association Directors of Nursing Administration, 
the National Citizens Coalition for Nursing Home Reform 
and the Pioneer Network to help nursing facilities improve 
quality of care and life. The Campaign relies on statewide 
coalitions called LANEs to get the word out, provides 
free, evidenced–based technical assistance on eight 
areas of facility management, supports frontline staff and 
encourages consumer transparency.  

CAHF is an active participant in the California LANE and is  
aggressively promoting member participation in Advancing 
Excellence.

The national Campaign, launched in 2006, was initially 
planned as a two-year effort. Because of its success, 
including improvement in care by Campaign participants, 
a second phase of the Campaign was launched in October 
2009. The new goals include decreasing staff turnover, use 
of consistent assignment, decreased use of restraints, 
decreased number of pressure ulcers, increased advance 
care planning with residents, measurement of resident and 
staff satisfaction.

The Campaign complements existing quality improvement 
efforts, including Quality First, Quality Improvement 
Organization work and other initiatives.

Quality Improvement Organization
The federal Quality Improvement Organization (QIO) 
program, created by law in 1982, provides free expert 
resources to improve quality and safety of care and 
transform the way health care is delivered locally. The 
Health Services Advisory Group (HSAG) is the Quality 
Improvement Organization for California, with a scope 
of work that requires a focus on pressure ulcers and 
restraints.  

CAHF has actively collaborated with HSAG via bimonthly 
meetings and shared projects such as the Advancing 
Excellence campaign.

Quality Factors Workgroup
In 2009, CAHF convened the Quality Factors Workgroup. 
This workgroup, made up of CAHF member facility 
administrators, quality consultants, and CAHF staff, was 
formed to proactively identify key quality measures that 
the nursing facility profession supports as valid reflections 
of the quality of care and services to residents. Once 
identified, CAHF will submit these factors and the rationale 
for their selection to the DHCS and other stakeholders as  
indicators that we believe more accurately define quality. It 
is envisioned that these indicators will provide a foundation 
for future efforts to assess and improve care.

Collaborative Efforts
In addition, CAHF has partnered with other stakeholders on 
a variety of quality improvement efforts, including:

QIO/Ombudsman Regional Trainings – •	 CAHF 
completed a series of regional trainings on restraint 
reduction. These trainings were produced in 
conjunction with the QIO and the state Ombudsman. 

Stakeholder Partnership •	 – CAHF has been working 
with other provider associations, HSAG, California 
Department of Public Health and CMS as part of a 
stakeholder partnership targeted at reducing the rate of 
pressure ulcers in California.

CMS Region IX – •	 Launched a collaborative Quality 
Improvement Project in August 2009 which challenged 
each state in the nation to come up with a pressure 
ulcer reduction plan by February 2010.

Culture Change Coalition – •	 CAHF continues to be 
an avid supporter of person-directed care in nursing 
facilities and is actively involved in the promotion of 
culture change through the California Culture Change 
Coalition.

While keeping patients and their needs at the center of 
our collective efforts, CAHF and its member facilities keep 
challenging ourselves to do better, and enhance quality.
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BRINGING REAL CHANGE TO THE FRONT LINES

Examples of culture change at work in California nursing facilities 
come in all shapes and sizes – from large-scale “extreme makeovers” 
of policies, procedures, paperwork, environment staffing and quality-
assurance systems, to more subtle changes like decorating the dining 
room with handmade linens and serving meals on real china.

“Culture change” is more than just a 
buzz word for the California Association 
of Health Facilities and its members.  It’s 
a growing movement toward a model of 
long-term care that focuses on people 
instead of process, puts consumers’ 
preferences and choices ahead of what’s 
best for the “system” and empowers front-
line staff.

It’s a concept that CAHF actively supports 
and promotes to our members.  During the 
past three years, CAHF has offered more 
than 25 culture change-focused training 
programs at our statewide meetings 
and conventions, actively supported the 
formation and work of the California Culture 
Change Coalition, developed a leadership 
training program which focuses on culture 
change, created culture change toolkits for 
provider use, and piloted a person-directed 
dining project.

While the term “culture change” can be 
used to describe a variety of programs and 
concepts, key elements include:

Creating a more home-like environment•	
De-institutionalizing environments by •	
creating neighborhoods, households or 
small groups within the larger facility
Consistent assignment of staff•	
Empowering front-line staff•	
Expanding staff roles to eliminate silos •	
– involving housekeeping, dietary etc. 
in other functions
Creating a more flexible system for •	
delivery of services to meet the 
individual needs and preferences of 
residents.

Implemented correctly, culture change 
is more than just window-dressing – 
surveys validate that facilities which go 
farther in incorporating aspects of culture 
change reap the benefits in terms of 
staff retention, higher occupancy rates, 
better competitive position,and improved 
operational costs.

Changing the
Culture

Creating a More Home-Like Atmosphere
Horizon Health & Subacute in Fresno is a •	
registered Eden Alternative home. Each 
section of the large facility is a distinctive 
“neighborhood” with a unique home-
like feel, several facility cats provide 
companionship and comfort, staff are 
consistently assigned to residents and 
everyone adheres to a shared vision: “We 
Make a Difference”. 

At Lo-Har Gardens in El Cajon, staff and •	
residents work together to grow and 
harvest vegetables from the facility’s own 
abundant garden.

Meeting Individual Needs and Preferences
At The Cloisters in La Jolla, residents •	
are able to wake when they want, and 
between 6:30 and 10:30 a.m. they will find 
a cheerful breakfast bar set with bagels, 
jams, yogurts, fruit, cold cereal, juice and 
fresh coffee or tea. Or if they would rather 
have something hot, they can request 
eggs cooked to order from the dietary 
staff that are stationed there to help. 

Working Together to Create Positive 
Experiences

When staff at Alexandria Care Center •	
in Los Angeles were empowered to be 
creative in improving the dining experience 
for residents, the result was a lunch served 
each day by a chef in full garb, fresh baked 
bread, homemade soup and delicious 
entrees.

Reutlinger Community for Jewish Living •	
in Danville offers “DRAW”, a full-time 
fine-arts program for both frail and more 
independent elders with individual 
guidance from a professional artist.

At Lincoln Glen Nursing Facility in San •	
Jose, residents read stories to the children 
in a preschool that meets on campus 
grounds, and the result is smiles all around.
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7 Principles of the Quality First Pledge

Continuous Quality Assurance and Quality Improvement
We are committed to making patient health and well-being paramount priorities in our 
organization’s management. We also are committed to a philosophy of management that 
stimulates continuous quality improvement through the establishment of uniform quality 
measures, the creation of annual quality improvement goals, and the identification and 
use of clinical “best practices” in an effort to achieve appropriate patient outcomes.

Workforce Excellence
We are committed to enhancing the human potential of our employees through 
education and training programs that strive to improve the quality of care delivered, and 
we are committed to sensitizing our staff to the special needs of frail and vulnerable 
patients.

Patient/Resident and Family Rights
We are committed to clearly articulating and honoring patient and family rights, and 
working to ensure that our employees understand and uphold those rights.

Public Input and Community Involvement
We are committed to seeking the input of consumers as we work to improve quality, 
and we will work with others – in the private and public sectors – to identify, understand, 
and, ultimately, to resolve concerns associated with care practices or patient outcomes.

Public Disclosure and Accountability
We are committed to continuing to disclose information on quality to patients, 
employees, and the public, and we will assist them in accessing this information 
in a timely manner, while protecting confidentiality and complying with other legal 
requirements.

Ethical Practices
We are committed to developing and implementing organization-specific programs that 
promote ethical and lawful conduct, and we will lead in the development of responsible 
laws, regulations, and other standards supporting the quality of care in the facilities we 
manage.

Financial Stewardship
As providers of care to a unique patient population that is funded in large part by
government programs, we are committed to acting as responsible stewards of scarce 
financial resources. We also recognize our responsibility to serve as champions for public 
financing levels that will support improved quality and enhanced staffing.
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