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Problem/Community Evidence
Improving health and health care requires a focus on
ensuring equity in access, treatments, and outcomes.
plans

Health equity is realized when each individual has a

(MCPs) and providers can improve health care quality

fair opportunity to achieve their full health potential.v In

and advance health equity by strengthening self-reported

California, disparities are well-documented and persist

granular data collection, reporting, and utilization of

by race, ethnicity, language, disability status, sexual

Medi-Cal beneficiary demographic data (e.g. race,

orientation and gender identity, among other socio-

ethnicity, language, functional disability, sex, sexual

economic factors. In California, Latinos and African

orientation and gender identity) and implementing quality

Americans have twice the prevalence of type 2 diabetes

improvement activities to address identified disparities.

and are twice as likely to die from the disease.vi Maternal
mortality rates for Blacks are persistently higher than

Background: The success of DHCS’ proposed population

those for Whites.vii Infant deaths due to sudden infant

health management (PHM) strategy under the Medi-

death syndrome (SIDS) and sudden unexpected infant

Cal Healthier for all California framework is contingent

death (SUID) were both three times higher for American

on the ability of MCPs to improve their demographic

Indian Alaska Native (AIAN) infants compared to California

data collection and reporting. Under the proposed

infants overall.viii

initiative, MCPs will be required to “identify and assess

Despite a growing awareness, communities of color

member risks and needs,” and “identify and mitigate

continue to experience persistent disparities in the quality

social determinants of health.” DHCS’ own health care

of care they receive. According to a 2018 Agency for

disparities reports show that MCPs still have a long way
to go to improve beneficiary demographic data collection

Healthcare Research and Quality (AHRQ) report:

in order to make the data is actionable.iii Failure to

y

Blacks, American Indians and Alaska Natives
(AI/ANs), and Native Hawaiians/Pacific Islanders
(NHPIs) received worse care than Whites for about
40% of quality measures

y

Hispanics received worse care than Whites for about
35% of quality measures

y

requirements and the availability of financial incentives

Asians received worse care than Whites for 27% of
quality measuresix

tied to achievement of specific data collection targets

CPEHN partnered with community based organizations

and health disparities reduction goals, such as DHCS’

in 2019 to learn more about the experiences of diverse

PRIME initiativei and Covered California’s contract with

individuals and caregivers in accessing quality, culturally

its qualified health plans (QHPs) (Attachment 7).ii These

and linguistically appropriate care. The stories people told

strategies would identify and reduce disparities, and

about their experiences echo well-documented data on

advance health equity.

disparate treatment:

improve demographic data collection could negatively
impact health outcomes by exacerbating the disparities
Medi-Cal is attempting to address.iv
The California Department of Health Care Services
(DHCS) can catalyze improvements in this area through
a number of strategies including stricter contract
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From CPEHN’s consumer focus groups:

more cases and get those patients into treatment before
complications develop.xii
There is also strong evidence that more granular data

“When you speak English they attend to you right
away. When you speak Spanish they seem to say they
have only limited amounts of appointments.”
– Latin participant

collection can help to improve health outcomes. An
initiative launched by Kaiser Permanente in 2010, called
Equitable Care Health Outcomes (ECHO), helped the
plan develop targeted, effective interventions aimed at

“When I go to XX as a Medi-Cal patient, I feel like they
treat me differently. I feel like I can’t be honest with
them. But when I go to my native health clinic, I tell my
doctor everything.”
– Native American participant

improving hypertension control in African Americans,

“I had a gastritis issue, so I can’t eat pork. So I go to
the doctor’s…but when they took a look at me they
started asking if I was on narcotics. They thought I
was on drugs.
– African-American participant

reduced through this project, but the interventions such as

“I had to choose from a list of providers. After meeting
with one and telling her my story, she suggested a
specific provider that specializes and works well
with gay men’s health.”
– LGBTQ+ participant

implement pay for performance strategies involving

colorectal cancer screening for Hispanics/Latinos,
and diabetes control for both Hispanic/Latinos and
African Americans (HgbA1C<8).xiii Not only were gaps
in hypertension, diabetes, and colorectal screenings
culturally tailored communications, that were developed
for disparities reduction were adopted system-wide, with
benefits for all Kaiser’s enrollees.
Both Medi-Cal and Covered California have begun to
both providers and plans aimed at strengthening the
collection and reporting of demographic data with
promising results:
Medi-Cal’s Public Hospital Redesign and Incentive
Medi-Cal (PRIME) 1115 waiver demonstration program:

Solution/Best Practice:

In 2015, DHCS included requirements for the state’s
public health care systems to improve the collection and

To reduce health disparities, Medi-Cal MCPs and

stratification of detailed race, ethnicity, and language

providers must explicitly document and measure the

(REAL) data and collect sexual orientation and gender

existence of disparities and target resources towards

identity (SOGI) data as part of California’s Medi-Cal waiver.

eliminating them. Kaiser Permanente’s utilization of

xiv

beneficiary data in its research about the prevalence

For REAL data, public health care systems had to identify

a disparity, implement an intervention to reduce the

of diabetes among Asian Americans and Pacific

disparity, and demonstrate year-over-year improvement

Islanders with lower body mass indexes (BMIs)x was

throughout the five-year PRIME program. Public health

part of the evidence that resulted in the American

care systems have made significant advancements in

Diabetes Association changing its screening guidelines

their ability to collect detailed REAL and SOGI data. PRIME

to recommend screening of Asian Americans for

helped advance data collection efforts so that public

diabetes at a lower BMI (of 23).xi A national campaign

health care systems could better identify the diversity of

has been launched to encourage increased diabetes

their patients and provide more tailored care. By the end of

screening among Asian Americans, which will identify
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program year three, public health care systems collected

demographic data collection.

detailed REAL data for more than 638,000 patients and

Considerations:

SOGI data on 279,000 patients. Thirteen out of seventeen
DPHs met their annual improvement target for their

Through these various initiatives, the health care field

selected data collection metric and disparity population.xv

is taking important steps towards resolving differences
in demographic data collection and reporting across

Covered California Qualified Health Plan (QHP) contracts:

different types of coverage. Not surprisingly, integrated

Since 2017, health plans in Covered California are required

health systems that are able to access more robust data,

to reduce health disparities and promote health equity

may have an easier time identifying disparities from which

by: (1) identifying the race/ethnicity of all enrollees; (2)

to drive quality improvement interventions. In recognition

collecting data on diabetes, hypertension, asthma and

of the greater effort involved for insurers to collect REAL

depression to measure how quality varies by race/ethnicity;

data, health care purchasers like Covered California

(3) conducting population health-improvement activities

and DHCS must emphasize both plan obligations and

and interventions to narrow observed disparities in care;

plan capacity. DHCS should continue to enforce laws

and (4) promoting community health initiatives that foster

and requirements for health plans to provide equitable,

better health, healthier environments, and promote healthy

patient-centered care while at the same establishing

behaviors. In response to contractual requirements, 93

an initial focus upon and ongoing investment in

percent of Covered California enrollees are in plans that

technology that will allow plans, providers, and patients

were at or above the 80 percent requirement for enrollee

to securely share personal health information, including

self-identification of race/ethnicity.xvi All 11 insurers are

demographic data, electronically. A centralized method

analyzing disparities in care for patients with diabetes,

of demographic data collection and sharing will enable

hypertension, asthma and depression for all of their lines

plans and providers that are not fully integrated health

of business, not just Covered California, and planning

systems to better track and trend the impact of quality

targeted interventions. A new law signed in 2019 clarifies

improvement efforts for all Medi-Cal beneficiaries.

that Covered California plans must provide enrollee data
for all of their commercial members including those in

Accurate collection of beneficiary demographic data

the individual and small group markets “in a manner that

is also important for the successful and unbiased

allows for an analysis by demographic subpopulations.”

xvii

implementation of DHCS’ population health management

This new data will help to improve the ability of

(PHM) strategy. The PHM strategy requires health plans

Covered California and health plans to provide more

to manage and assess patient risk in order to target

targeted interventions to address identified disparities.

appropriate interventions. While predictive analysis may
hold promise, many PHM algorithms for assessing risk

Moreover, the federal Health Resources and Services

are biased when plans and purchasers focus primarily on

Administration has required federally qualified health

health care cost andutilization despite known disparities

centers (FQHCs) to collect data about the race, ethnicity,

in access to care.xviii Ample data has shown, for example,

language, sexual orientation, and gender identity of their

that African-Americans experience lower access to

patients served. Since FQHCs, along with the public

treatment, both because of provider bias, lack of trust,

hospital outpatient clinics, are important providers in

and other barriers to access.xix PHM strategies that will

all Medi-Cal MCPs networks, there already is a strong

be effective for diverse Medi-Cal beneficiaries must

foundation for, and significant experience in, such

include adjustments based on demographic data, and

Improving Collection, Reporting, and Utilization of Beneficiary Demographic Data
3

for social and behavioral risks.xx, xxiThere are assessment

Sources:

tools such as PRAPARExxii and trauma screeningsxxiii, xxiv

i

that collect data about social and behavioral risk factors

DHCS PRIME initiative, https://www.dhcs.ca.gov/provgovpart/Pages/PRIME.aspx

ii

Covered California Attachment 7, https://hbex.coveredca.com/insurance-

that can be used in implementing a comprehensive PHM

companies/PDFs/Attachment_7_2019_MOD_Final.pdf

strategy.

iii

“2015–16 Disparities Focused Study 12-Measure Report,” Managed Care Quality
and Monitoring Division

Recommendations:

California Department of Health Care Services July 2018.

To improve health care quality and advance health

https://www.dhcs.ca.gov/dataandstats/reports/Documents/MCQMD_Disp_Rpts/
CA2015-16_FS_Disparities_12-Measure_Report_F3.pdf

equity, DHCS should:

iv

y

Main, Elliott K; Markow, Cathie; Gould, Jeff. “Addressing Maternal Mortality and
Morbidity in California Through

Set year-over-year targets and provide financial

Public-Private Partnerships,” Health Affairs, 2018. DOI: 10.1377/hlthaff.2018.0463.

incentives for MCP self-reported demographic data

https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.0463
Institute for Healthcare Improvement, http://www.ihi.org/Topics/Health-Equity/
Pages/default.aspx
v

collection, reporting, and utilization; and elimination
of health disparities through MCP Performance

“Burden of Diabetes in California: CA Dept. of Public Health Chronic Disease
Control Branch,” September 2014.
vi

Improvement Plans (PIPs).
y

https://www.cdph.ca.gov/Programs/CCDPHP/DCDIC/CDCB/CDPH%20Document%20Library/FINAL%20Rpt%20(187

Require MCPs to include beneficiary demographic

7)%20DM%20burden%202014_9-04-14MNR3.pdf

data, and adjust for social and behavioral risks,

State of California, Department of Public Health, California Birth and Death
Statistical Master Files, 1999-2013.
vii

in implementing population health management

California American Indian/Alaska Native Maternal and Infant Health Status
Report. Sacramento: California
viii

(PHM) interventions.
y

Department of Public Health, Center for Family Health; 2019.

Require and incentivize provider adoption of the

“2018 National Healthcare Quality and Disparities Report,” Agency for Healthcare
Research and Quality, https://www.ahrq.gov/research/findings/nhqrdr/nhqdr18/
index.html
ix

updated 2015 Edition Electronic Health Record
(EHR) Certification criteria as part of DHCS’ new

Karter AJ, Schillinger D, Adams AS, Moffet HH, Liu J, Adler NE, Kanaya AM.
Elevated rates of diabetes in Pacific
x

Value Based Payment program.xxv
y

Islanders and Asian subgroups: The Diabetes Study of Northern California (DISTANCE). Diabetes

Continue to support a statewide electronic health

Care. 2013;36(3):574-579, https://www.ncbi.nlm.nih.gov/pubmed/23069837

information exchange that includes electronic

American Diabetes Association. Standards of medical care in diabetes – 2015:
summary of revisions. Diabetes
xi

exchange of patient demographic data to address

Care. 2015;38(Supp 1):S8-S16.

drivers of good and poor health; seek federal funds

xii

where available to support interoperability and data

“Achieving Equitable Healthcare Quality Improvement,” Berny Gould RN, MNA Sr.
Director Quality &amp; Equitable

connections.
y

http://screenat23.org

xiii

Care Kaiser Permanente Health Plan PowerPoint presentation:

Require MCPs to continue the progress of the

https://cpehn.org/sites/default/files/advancing_equitable_healthcare_quality_improvement_-berny_gould_0.pdf

Medi-Cal PRIME project through a sustained

PRIME, DHCS website: https://www.dhcs.ca.gov/provgovpart/Pages/PRIME.
aspx
xiv

investment in safety-net data tracking and
reporting and efforts to eliminate health disparities.

Reducing Health Disparities at California’s Public Hospitals Update, California
Association of Public Hospitals, June
xv

2019. https://caph.org/wp-content/uploads/2019/06/caph-disparities-september-2019.pdf

Supported by the California Health Care Foundation (CHCF), which works to ensure that people have
access to the care they need, when they need it, at a
price they can afford. Visit www.chcf.org to learn more.

“Covered California Holding Health Plans Accountable for Quality and Delivery
System Reform,” December 2019.
xvi

https://hbex.coveredca.com/data-research/library/CoveredCA_Holding_Plans_Accountable_Dec2019.pdf
xvii

AB 929 (Luz Rivas), approved Oct. 12, 2019.
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https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_
id=201920200AB929
“Algorithmic Bias in Health Care: A Path Forward,” Health Affairs Blog, November 1, 2019. DOI:
xviii

10.1377/hblog20191031.373615. https://www.healthaffairs.org/do/10.1377/
hblog20191031.373615/full/
Marcella Alsan, Marianne Wanamaker, Tuskegee and the Health of Black
Men, The Quarterly Journal of
xix

Economics, Volume 133, Issue 1, February 2018, Pages
407–455, https://academic.oup.com/qje/article/133/1/407/4060075
National Academies of Sciences, Engineering, and Medicine. 2017. Accounting
for social risk factors in Medicare
xx

payment. Washington, DC: The National Academies Press. doi: 10.17226/23635.
Nguyen CA, Gilstrap LG, Chernew ME, McWilliams JM, Landon BE, Landrum MB.
Social Risk Adjustment of Quality
xxi

Measures for Diabetes and Cardiovascular Disease in a Commercially Insured US
Population. JAMA Netw
Open. 2019;2(3):e190838. doi:10.1001/jamanetworkopen.2019.0838
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2729469
“PRAPARE: Protocol for Responding to and Assessing Patients’ Assets, Risks
and Experiences: Implementation
xxii

and Action Toolkit,” March 2019. National Association of Community Health Centers, Association of Asian Pacific
Community Health Organizations, Oregon Primary Care Association. http://www.
nachc.org/wpcontent/uploads/2019/09/NACHC_PRAPARE_ALL.pdf
ACEs Aware: The Science of Trauma &amp; Toxic Stress, California for All,
Department of Health Care Services, 11-22xxiii

2019 https://www.acesaware.org/wp-content/uploads/2019/11/ACEs-Aware-Science-of-Trauma-Fact-SheetFINAL-11.22.2019.pdf
CA Department of Health Care Services, All Plan Letter 19-018, Proposition 56
Directed Payments for Adverse
xxiv

Childhood Experiences Screening Services
https://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyLetters/APL2019/APL19-018.pdf
Require use of 2015 ONC standards for EHRs (leverage EHR vendors to update
to 2015 ONC standards, support
xxv

TA for implementation
U.S. Department of Health and Human Services Office of National Coordinator for
Health Information Technology,
2015 Edition Health Information Technology (Health IT) Certification Criteria, 2015
Edition Base Electronic Health
Record (EHR) Definition, and ONC Health IT Certification Program Modifications;
Final Rule, 80 Fed. Reg. 6260262759 (October 16, 2015)
https://www.gpo.gov/fdsys/pkg/FR-2015-10-16/pdf/2015-25597.pdf
Alignment: 2015 ONC standards required for MIPS in MACRA:
https://www.healthit.gov/sites/default/files/factsheets/macra_health_it_fact_
sheet_final.pdf
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