
SACRAMENTO COUNTY COMMISSION
ON GEOGRAPHIC MANAGED CARE

O C T O B E R

E I G H T

Y E A R S

L A T E R

2003
A Review of Access

and Quality in the

Geographic Managed

Care Program in

Sacramento County

Sacramento Geographic
Managed Care:

a program of the



The Community Services Planning
Council is a catalyst for community change,
providing health and human services
information for the public, engaging people
in collaborative planning, conducting policy
analysis on health and social issues,
developing innovative programs, building
coalitions to effectively respond to emerging
community needs, and offering training and
technical assistance in community planning,
mobilizing and program development, so
people can improve their communities.

The Sacramento County Commission on
Geographic Managed Care (GMC) monitors
and reports to the Sacramento County Board
of Supervisors on health care access and
policies related to GMC. GMC is the health
care system for more than 160,000 Medi-
Cal beneficiaries in Sacramento County.

Shelley Rouillard is the Program Director
at the Health Rights Hotline, an independent
program that provides free assistance to
health care consumers in the Sacramento
metropolitan area. In that capacity, she has
written a number of reports on the
Sacramento area health care system based
on the calls received by the Hotline. She
wrote this report as a private consultant to
the Community Services Planning Council.
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On April 1, 1994, approximately 155,000
Medi-Cal beneficiaries in Sacramento County
were moved from the Medi-Cal fee-for-service
(FFS) program into a new Medi-Cal managed
care program called Geographic Managed
Care (GMC).  The major goals of the GMC
program were to:

Increase access to medical care for the
enrolled population;
Improve the quality of medical care
provided to Medi-Cal beneficiaries;
Reduce episodic care in local hospital
emergency rooms; and
Achieve savings in the Medi-Cal program.

Sacramento GMC, Eight Years Later is
a review of publicly available data on the
accessibility and quality of care provided in
the Geographic Managed Care Program in
Sacramento County. The report draws its
information from a variety of sources including
the California Department of Health Services
(DHS) and the California Medical Assistance
Commission (CMAC). In addition, the author
reviewed a number of reports from the Medi-
Cal Policy Institute, the Legislative AnalystÕs
Office, the Sacramento-based Health Rights
Hotline, and others.

Sacramento GMC, Eight Years Later
Commission on Geographic Managed Care, October 2003

4

Executive Summary
Among the findings of the report:

There is data to suggest that access to
care has improved for Medi-Cal members
enrolled in managed care plans compared
to fee-for-service (FFS) Medi-Cal
beneficiaries.
Health plans are making progress in
improving the quality of care provided to
their Medi-Cal members. Overall, there is
an upward trend in the percentages of
Medi-Cal members receiving appropriate
levels of care based on eight nationally
accepted performance standards.
Data collected from the health plans is
incomplete and not very useful in evaluat-
ing the quality of care provided, monitoring
access to care, or comparing the managed
care and fee-for-service systems.
Consequently, it is difficult to draw
conclusions about health plan performance
based on encounter data submitted by the
plans. DHS is not able to evaluate whether
or not it is getting value out of its contracts
with GMC health plans.
An evaluation of the GMC dental program
contained mixed findings about access
and the quality of care provided. Access
to care appears to be lower in some areas
in the GMC program and services may be
inappropriately denied or limited. While
DHS seems to have better oversight over
GMC dental plans than it does over the
providers in the FFS Denti-Cal program,
there are still significant areas for
improvement, particularly in preventive
care for children.
It is not clear whether GMC has saved
money for the state over the long run.
Health plan information is confidential for
four years, and without knowing the
number and type of Medi-Cal beneficiaries
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enrolled in each plan, it is not possible to
determine how much health plans are paid.
Nor is it possible to determine how much
each plan spends on health care provided
to members and meeting regulatory
requirements such as quality studies and
ensuring linguistic and cultural
competence.

The GMC Commission, established by the
Board of Supervisors to monitor the GMC
Program, believes that Sacramento County
should develop and adopt a plan for increased
community involvement in the Sacramento
health care delivery system as it affects all
community members, including Medi-Cal
GMC and FFS beneficiaries.

In addition, the report makes the following
recommendations:

The State of California should raise
provider reimbursement rates to increase
the participation of physicians in both the
GMC and FFS Medi-Cal systems.
DHS should improve its collection,
monitoring and analysis of health plan
encounter data and require all health plans
to report complete encounter data in a
timely manner. DHS also should standard-
ize how it reports data across both the
GMC and FFS systems.
Similar efforts to collect, monitor and
analyze performance data should be
undertaken in the GMC dental program.
DHS should use the quality information it
collects to reward health plans that achieve
high performance levels.
DHS, and Sacramento County, should
provide information to FFS Medi-Cal
beneficiaries regarding their option to join
a GMC plan.

After reviewing available data, the
Commission has concluded that GMC has
increased Medi-Cal beneficiariesÕ access to
care and has improved the quality of care
provided to beneficiaries enrolled in managed
health care plans. There remain some holes
to be filled in both areas, however. Physician
participation in the Medi-Cal programÑboth
FFS and managed careÑis far below the
levels necessary to adequately serve the

beneficiary population. Measuring quality of
care is still in its infancy, but there have been
measurable improvements over time. The
challenge now is to obtain complete and
timely data from health and dental plans and
use that information to drive further
improvements in the GMC program. DHS also
needs to measure, monitor, evaluate, and
improve access and quality of care provided
to FFS Medi-Cal beneficiaries.

GMC has increased Medi-Cal beneficiariesÕ
access to care and has improved the quality of
care provided to beneficiaries enrolled in
managed health care plans.



On April 1, 1994, approximately 155,000
Medi-Cal beneficiaries in Sacramento County
were moved from the Medi-Cal fee-for-service
(FFS) program into a new Medi-Cal managed
care program called Geographic Managed
Care (GMC). All Medi-Cal beneficiaries in
CalWORKS1 were given the opportunity to
enroll in one of the managed health and dental
care plans that had been approved by the
state to coordinate health care for beneficia-
ries. If beneficiaries did not choose a health
and/or dental plan, they were automatically
assigned to a plan by the state. Today,
approximately 162,000 Medi-Cal beneficiaries
make their choices from five managed health
care plans and four managed dental care
plans. The May 2003 enrollment figures for
each GMC health and dental plan are listed
in Appendix A.

The major goals of the GMC program were to:
1. Increase access to medical care for the

enrolled population;
2. Improve the quality of medical care

provided to Medi-Cal beneficiaries;
3. Reduce episodic care in local hospital

emergency rooms; and
4. Achieve savings in the Medi-Cal program.

Enrollment in a Medi-Cal health and dental
plan is mandatory for certain aid categories
that include CalWORKS families (primarily
single mothers and their children), medically
indigent adults including pregnant women,
and medically indigent children (e.g., children
in foster care). Mandatory enrollees may
receive a medical exemption from health
plan enrollment if they have a Òcomplex
medical conditionÓ such as pregnancy, cancer,
or diabetes.
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For the remaining Medi-Cal population,
approximately 95,000 low-income seniors
(persons over age 65) and persons with
disabilities, enrollment in a Medi-Cal managed
health care plan is voluntary. Although these
beneficiaries could choose to join a Medi-
Cal managed care plan, they receive very
little information about how to exercise this
option. The majority of Medi-Cal-eligible
seniors and people with disabilities in
Sacramento County receive their medical
care on a fee-for-service basis and are not
enrolled in managed health care plans.

The California Department of Health
Services (DHS) implemented the GMC pro-
gram in Sacramento County with limited input
from local government, health care providers
(including traditional Òsafety netÓ providers),
or Medi-Cal beneficiaries or their advocates.
In response to community concern about the
lack of local input into the program, the
Sacramento County Board of Supervisors
established the Sacramento County GMC
Commission and charged it with monitoring
the GMC program and providing oversight.
From the beginning, the Commission has had
no formal relationship with either the State
or the health plans.

In a November 2001 report by DJL &
Associates, the author notes: ÒWhile the
Commission provides a forum for community
dialogueÉ, its role as a local oversight body
is often stymied by a lack of: 1) consistent
information or data about the program; 2)
plan-specific or system-wide information
regarding the quality of performance of the
program; 3) ongoing collaboration and/or
communication with DHS; and 4) active
community participation at the Commission
meetingsÓ (emphasis added).2

1Background

1CalWORKS is CaliforniaÕs version of the federal Temporary Aid to Needy Families (TANF) program, formerly

known as Aid to Families with Dependent Children (AFDC).
2Options for Enhancing Community Involvement in the Sacramento County Geographic Managed Care (GMC)

Model, DJL & Associates, November 2001, p. 4.
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3Appendix H lists the members of the GMC Commission as of its November 2001 meeting and identifies the

Executive Committee members as of August 2003.
4Shelley Rouillard is employed 80% time as the Program Director at the Health Rights Hotline, an independent

assistance program for health care consumers. Her work on this report occurred in her capacity as a private

consultant, not as the Director of the Hotline.

Funding to staff the GMC Commission has
been intermittent. Since 2000, the GMC
Commission has had no permanent staff and
has been supported minimally by a small
grant from the University of California, Davis
Health System through the auspices of the
Community Services Planning Council.

At its meeting in November 2001, the GMC
Commission decided to disband its formal
structure and prepare a report to the
Sacramento County Board of Supervisors
outlining some recommendations for the
future of Medi-Cal managed care in
Sacramento. After reviewing the options in
several reports by DJL & Associates, the
Commission decided to present to the Board
the option of creating a program that would
be similar to the model adopted by San Diego
County and its GMC program, known as
ÒHealthy San Diego.Ó

Commission members and Planning
Council staff met with representatives of the
Sacramento County Health and Human
Services Agency to discuss this option.
County staff were reluctant to pursue any
change to the GMC program, citing concerns
about increased costs to the county if the
Healthy San Diego Model was adopted.
Although the Commission presented the
reports and recommendations to Sacramento
county staff, the information was not formally
presented to the Board of Supervisors.

Since November 2001, a five-person
Executive Committee of the GMC
Commission has continued to meet to try to
document the experiences of GMC and
pursue broader community involvement in
developing recommendations for the larger
health care system in Sacramento County.3

In February 2003, the Community Services
Planning Council, on behalf of the GMC
Commission, engaged the consulting services
of Shelley Rouillard4 to:

Review the evolution of the GMC program;
Analyze the publicly available data
regarding the GMC program;
Provide a report, with findings and
recommendations, to the Board of
Supervisors on the experiences of the
GMC program; and
Validate the recommendation to improve
community participation in the Sacramento
health care environment.

This report is the product of that research.
The report draws its information from a variety
of sources including the State Department
of Health Services and the California Medical

Assistance Commission. In addition, the
author reviewed a number of reports from
the Medi-Cal Policy Institute, the Legislative
AnalystÕs Office, the Sacramento-based
Health Rights Hotline, and others.

The major goals of the GMC program were to
increase access to medical care for the
enrolled population, improve the quality of
medical care provided to Medi-Cal
beneficiaries, reduce episodic care in local
hospital emergency rooms, and achieve
savings in the Medi-Cal program.
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2Access to Primary and Specialty Care
One of the goals of the GMC program was

to increase access to medical care for the
enrolled population. Overall, the Commission
found that there are data to suggest that
access to care has improved for Medi-Cal

members enrolled in managed care plans
compared to FFS Medi-Cal beneficiaries.

Under managed care, each Medi-Cal
beneficiary is ÒguaranteedÓ assignment to a
primary care physician (PCP) and access to
a network of hospitals, physicians, and other
health care providers. Health plans are
required to assign each member to a PCP
and ensure that the member receives care
from that provider. Health plans also must
publish a comprehensive list of contracted
doctors and other providers. Such Òguaran-
teesÓ are not available to fee-for-service Medi-
Cal beneficiaries. Neither DHS nor the County
of Sacramento provides a list of Medi-Cal
providers to fee-for-service beneficiaries;
likewise, they do not arrange for health care
services to be provided. Fee-for-service
beneficiaries are left to fend for themselves

to find providers who are willing to accept
them as patients.

As part of its analysis, the Commission
reviewed Sacramento County data from the
Health Rights Hotline, an independent con-
sumer assistance program that helps people
resolve problems with their health care. In
2001, the Hotline served approximately 2,200
Sacramento County residents. Approximately
31 percent of these callers had Medi-Cal
coverage. Of those, more than one-third
(38.5%) were enrolled in a managed care plan
and about sixty percent (61.5%) received
care on a fee-for-service basis.

Access to Care for Managed Care
Enrollees vs. Fee-for-Service Beneficiaries
Chart 1 depicts Health Rights Hotline data
showing that Medi-Cal fee-for-service
beneficiaries experience problems accessing
care (e.g., finding a PCP, specialist, or other
health care provider), at about five times the
rate of Medi-Cal managed care members.
Medi-Cal fee-for-service beneficiaries report
problems finding a primary care provider at
twenty times the rate of Medi-Cal managed
care enrollees (6.50 and 0.32 per 10,000
respectively). When looking at access to
specialty care, Hotline data indicate rates of

Comparison of Access to Care Problem Rates for Sacramento County GMC and FFS
January-December 2001

CHART 1

Access to Care (Aggregate)

Difficulty Finding PCP ¥

Lack of Specialist Availability ¥

Difficulty Changing Plan or Provider ¥

GMC Plans

1.83
10.22

I
S

S
U

E
S

0 1 2 3 4 5 6 7 8 9

Medi-Cal FFS

R a t e  P e r  1 0 , 0 0 0  E n ro l l e e s  ( S a c r a m e n t o  C o u n t y  O n l y )

10

0.32
6.5

0.57
2.44

0.89
0.93

Not Statistically Significant

11

ÒGMC PlansÓ includes health and dental plans. Each

case may reflect up to three issues or problems. All

rates are statistically significant to a .05 level, unless

otherwise indicated. Source: Health Rights Hotline

Report on Services, 2001.

Under managed care, each Medi-Cal
beneficiary is ÒguaranteedÓ assignment to a

primary care provider.

Total Medi-Cal HMO Cases = 262; Issues = 394

Total Medi-Cal FFS Cases = 419; Issues = 553
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problems significantly higher for the fee-for-
service Medi-Cal population compared to
those in managed care (2.44 problems per
10,000 fee-for-service beneficiaries compared
to 0.57 per 10,000 enrollees in managed
care). (See Appendix B and C.)

Fee-for-service beneficiaries have difficulty
finding providers, in large part, because the
rates paid to providers in the Medi-Cal fee-
for-service program are extremely low.
According to a May 2003 report by the Medi-
Cal Policy Institute, CaliforniaÕs Medi-Cal fees
ranked 42nd among states when adjusted
for cost-of-living differences.5 Most, if not all,
of the GMC health plans pay their contracted
providers at a rate higher than the Medi-Cal
fee-for-service rate either under monthly
capitation payments or enhanced fee-for-
service payments.

Physician Participation in Medi-Cal
A February 2002 report by the Medi-Cal Policy
Institute looked at the number of physicians
participating in the Medi-Cal program
between 1996 and 1998. In its conclusion,
the authors state, ÒNearly half of the
physicians surveyed É reported that they
did not accept Medi-Cal patients. Further,
the rate of primary care physicians available
to Medi-Cal patients in 1998 was well below
the workforce standards established by the
federal Health Resources Services
Administration.6 On average, only about two-

thirds of primary care physicians and about
half of specialist physicians were available
to Medi-Cal patients in 1998 as were available
to the population as a whole.Ó7

In May 2003, the University of California,
San Francisco released findings from an
updated statewide survey of physician
participation in the Medi-Cal Program for
2001. The update declares, ÒDespite efforts
in the late 1990s to increase physician
participation in the Medi-Cal program,

including the expansion of Medi-Cal managed
care and an increase in physician fees, there
was no measurable increase in physiciansÕ
participation in the program between 1996
and 2001.Ó8 The data upon which the report
was based is for physician participation
statewide; data specific to Sacramento
County are not available.

Regarding specialty care, the report found
that Òthe percentage of physicians with Medi-
Cal patients in their practice in 2001 ranged
from 28 percent for orthopedic surgeons to

5Physician Participation in Medi-Cal, 2001, Prepared by the University of California, San Francisco, for the Medi-

Cal Policy Institute, May 2003, p. 8.
6HRSA, an agency of the U.S. Department of Health and Human Services, works to Òassure the availability of

quality health care to low income, uninsured, isolated, vulnerable and special needs populations and meet their

unique health care needs.Ó www.hrsa.gov
7Bindman, Andrew B., MD et al, Physician Participation in Medi-Cal 1996-1998, Medi-Cal Policy Institute,

February 2002, p. 3.
8Physician Participation in Medi-Cal, 2001, Prepared by the University of California, San Francisco, for the Medi-

Cal Policy Institute, May 2003, p. 2.

Medi-Cal fee-for-service beneficiaries
experience problems accessing care at about
five times the rate of Medi-Cal managed care
members. Source: Health Rights Hotline, 2001.
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71 percent for general surgeons.Ó9 Further,
the report notes that there was a Òsignificant
decline in participation among surgical

specialists between 1998 and 2001Éthe
percentage [of physicians with existing Medi-
Cal patients in their practice] who reported
that they were unwilling to accept new Medi-
Cal patients nearly doubled over time from
20 percent in 1998 to 39 percent in 2001.Ó10

Declining Supply of Specialty Physicians
Problems with access to specialty care are
not unique to the GMC program. A March
2001 report by the Sierra Sacramento Valley
Medical Society on physician supply in the
Sacramento area found that the total number
of specialty physicians declined by 11.4%
between 1995 and 2000.11 The report notes
that for eight specialties, there was a net loss
of 2 or more physicians per 100,000
population. In four other specialties, there
was a net loss of more than 1 but less than
2 physicians.12 Health plans and physician
representatives report that Medi-Cal members
must seek care in the Bay Area for certain
pediatric and other specialties such as
neurology and orthopedics. Concerns about
physician supply are widespread, and access
to specialty care for the Medi-Cal population,
particularly the FFS population, is hindered
even further due to the low rates paid to
providers in the FFS Medi-Cal program.

9 Ibid, p. 14.
10 Ibid, p. 18.
11Active Physicians Sacramento and El Dorado Counties 1995 and 2000, Sierra Sacramento Valley Medical

Society, January 2001 (revised March 28, 2001), p. 2.
12 Ibid, p. 2.

2Access to Primary and Specialty Care

Éaccess to specialty care for the Medi-Cal
population, particularly the FFS population, is

hindered even further due to the low rates
paid to providersÉ
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3Quality of Care in the GMC Program

Percentage of Medi-Cal Managed Care Beneficiaries Statewide and Sacramento
Receiving Standards of Care in Eight Quality Areas, 1998-2001

CHART 2

Another goal of GMC was to improve the
quality of medical care provided to Medi-Cal
beneficiaries. Over a four-year period (1998-
2001), the California Department of Health
Services (DHS) published quality of care data
for each managed health care plan operating
in Sacramento County. While the data show
that there are variations among plans, overall
the percentage of Medi-Cal members receiving
the appropriate level of care based on the
established quality standards has been
increasing. In reviewing information currently
available from DHS, it appears that the health
plans are making progress in improving the
quality of care provided to their members.
Unfortunately, it is not possible to compare
the quality of care provided in GMC to that
provided in FFS Medi-Cal. This is because,
to our knowledge, no study has been
conducted regarding the quality of care
provided under FFS Medi-Cal.

*Data on Prenatal Care and Use of Appropriate Asthma Medications is available only for years 2000 and 2001.

** Childhood Immunizations 2 includes all the immunizations from Childhood Immunizations 1 and adds the

chicken pox vaccine. Data is available only for years 2000 and 2001.

Prenatal
Care*

Postpartum
Care

Well Child
First 15
Months

Well Child
3rd to 6th

Years

Childhood
Immunizations
Combination 1

Childhood
Immunizations
Combination 2**

Adolescent
Well Care

Use of
Appropriate

Asthma
Medications*

00 01 98 01 98 01 98 01 98 01 00 01 98 01 00 01

Q U A L I T Y  I N D I C A T O R

Statewide

80%

70%

60%

50%

40%

30%

20%

10%

69
73

46

68

46

54

42

50

26

41
46

17

52

60

50

57
50

62

45

53 52

59
54

51

21
28

21
27

54 54

51

57

Sacramento

QUALITY OF CARE ACTIVITIES
HEDIS¨ Data
The National Committee on Quality Assurance
(NCQA) accredits HMOs and some other health
plans. NCQA has established a data set known
as HEDIS¨ (Health Employer Data and
Information Set) that is widely recognized as
the standard for measuring the quality perfor-
mance of HMOs. DHS uses eight HEDIS¨
performance measures to evaluate the quality
of care provided to Medi-Cal managed care
members through the contracted health plans.
Plan performance is compared to national
standards for ÒminimumÓ to ÒhighÓ perfor-
mance levels in Medicaid managed care plans.

Chart 2 shows that, overall, between 1998
and 2001, the average percentage of Medi-
Cal Managed Care beneficiaries in Sacramento
County that receive the appropriate levels of
care has increased based on the eight HEDIS¨
measures. (See Appendix D for definitions of
these measures.)



Charts 3 through 7 show that, with few
exceptions, the Medi-Cal health plans in
Sacramento County are meeting or exceeding
the ÒminimumÓ performance level standard
set by NCQA. Few of the plans are meeting
the ÒhighÓ performance level of standard
of care.

Performance of Medi-Cal Health Plans
Compared to Commercial

For this report, the Commission compared the
performance of Medi-Cal HMOs to their
commercial counterparts using data from 2001
reported by the Pacific Business Group on
Health (PBGH).16 The standards for Medi-Cal
and commercial plans are defined in Appendix
D. Comparisons could be made only for five
out of the eight indicators because PBGH
does not report performance for well child
visits or adolescent care.

16 The Pacific Business Group on Health (PBGH), a business coalition of 50 health care purchasers, Òseeks to

improve the quality and availability of health care whle moderating cost.Ó www.pbgh.org

Comparison of Quality Indicators in GMC and Commercial Health Plans
January-December 2001

WHA Medi-Cal

WHA Commercial

Molina Medi-Cal

Molina Commercial N/A

Kaiser Medi-Cal

Kaiser Commercial

Health Net Medi-Cal

Health Net Commercial

Blue Cross Medi-Cal

Blue Cross Commercial

100% 90% 80% 70% 60% 50% 40% 30% 20% 10%

CHART 3: PRENATAL CARE

NCQA Minimum Performance Level (MPL)

NCQA High Performance Level (HPL)

Percent of  Heal th Plan Enrol lees Receiv ing the Accepted Standard of  Care

H
E

A
L

T
H

 
P

L
A

N
S

57.4

64.5

73.0

63.9

81.3

46.0

79.5

73.0

90.0

58.0

92.0
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Overall, the Commission found that in the
five categories, health plans perform at a
higher level in their commercial products
compared to their Medi-Cal products. For
example, Chart 4 shows the percentage of
commercial members receiving the standard
for post-partum care ranges from 58 percent
to 78 percent compared to a range of 39
percent to 59 percent for Medi-Cal members.
(See Appendix C.)

One issue to consider in comparing the
performance of GMC and commercial health
plans is the difference in the populations being
served. In general, the Medi-Cal population
faces much greater economic and social
challenges than does the commercial popula-
tion. Differences in language, literacy,
transience, financial, and cultural characteris-
tics may have a significant impact on whether
beneficiaries are able to obtain the appropriate
care based on established standards.

MPL and HPL are the 26th and 90th
percentiles, respectively, of the NQCA
2002 National Medicaid Standards.



CHART 4: POSTPARTUM CARE

CHART 5: CHILDHOOD IMMUNIZATIONS - COMBINATION 1

WHA Medi-Cal

WHA Commercial

Molina Medi-Cal

Molina Commercial N/A

Kaiser Medi-Cal

Kaiser Commercial

Health Net Medi-Cal

Health Net Commercial

Blue Cross Medi-Cal

Blue Cross Commercial

100% 90% 80% 70% 60% 50% 40% 30% 20% 10%

NCQA Minimum Performance Level (MPL)

NCQA High Performance Level (HPL)

Percent of  Heal th Plan Enrol lees Receiv ing the Accepted Standard of  Care

H
E

A
L

T
H

 
P

L
A

N
S

43.4

39.2

59.3

47.8

57.9

34.5

61.0

66.0

76.0

58.0

78.0

WHA Medi-Cal

WHA Commercial

Molina Medi-Cal

Molina Commercial N/A

Kaiser Medi-Cal

Kaiser Commercial

Health Net Medi-Cal

Health Net Commercial

Blue Cross Medi-Cal

Blue Cross Commercial

100% 90% 80% 70% 60% 50% 40% 30% 20% 10%

NCQA Minimum Performance Level (MPL)

NCQA High Performance Level (HPL)

Percent of  Heal th Plan Enrol lees Receiv ing the Accepted Standard of  Care

H
E

A
L

T
H

 
P

L
A

N
S

45.6

40.0

69.0

51.3

61.1

41.8

69.3

50.0

75.0

62.0

71.0

3Quality of Care in the GMC Program

Sacramento GMC, Eight Years Later
Commission on Geographic Managed Care, October 2003

13

MPL and HPL are the 26th and 90th
percentiles, respectively, of the NQCA
2002 National Medicaid Standards.

MPL and HPL are the 26th and 90th
percentiles, respectively, of the NQCA
2002 National Medicaid Standards.



CHART 6: CHILDHOOD IMMUNIZATIONS - COMBINATION 2
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CHART 7: USE OF APPROPRIATE ASTHMA MEDICATIONS
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As noted in the charts above, there are variations among the health plans based on the
quality indicators established by DHS. Some plans consistently outperform others. Though the
performance of plans vary somewhat by measure, overall, it appears that Blue Cross and Kaiser
perform at a higher rate than do Health Net, Molina and Western Health Advantage.

Sacramento GMC, Eight Years Later
Commission on Geographic Managed Care, October 2003

14

MPL and HPL are the 26th and 90th
percentiles, respectively, of the NQCA
2002 National Medicaid Standards.

MPL and HPL are the 26th and 90th
percentiles, respectively, of the NQCA
2002 National Medicaid Standards.



Internal Quality Improvement Plans
The California Department of Health ServicesÕ
contract with health plans requires that the
plans conduct internal quality improvement
plans (IQIPs) and report to DHS on their
outcomes, in addition to collecting and
reporting the HEDIS¨ measures. The
Commission obtained the status of each of
the health plansÕ IQIPs from DHS. Based on
the status report, it appears that Blue Cross
and Health Net have completed, or nearly
completed, their IQIPs whereas Kaiser, Molina
and Western Health Advantage either have
discontinued, or are just beginning, their IQIPs.

Of twenty-seven quality improvement
initiatives undertaken by the health plans
between 1999 and 2001, nearly half (13) were
discontinued prior to completion. Of the eight
active initiatives, three are nearly complete,
and five are still in the first phase. DHS has
determined that six of these initiatives are
complete. (See Appendix E.)

DHS allowed plans to discontinue their
IQIPs because they either 1) could not be
successfully re-measured (e.g., the population
under review had changed); 2) were no longer
perceived to be problems (e.g., prior
interventions were successful, therefore the
issue no longer required further study), or 3)
there were significant methodological
problems preventing implementation of
interventions and/or measurement.

On June 5, 2003, DHS established a new
Quality Improvement Program policy for all
Medi-Cal managed care plans. Under the new
policy effective January 1, 2004, all health
plans will be required to participate in audits
of the plansÕ information and reporting systems
and methodologies for calculating perfor-
mance measure rates. Plans also will be
required to participate in a standard set of 12
HEDIS¨ measures in 2004 and 2005 (expand-
ed from the original eight measures), conduct

17MMCD Policy Letter No. 03-01, Quality and Performance Improvement Program, June 5, 2003.

biennial consumer satisfaction surveys, and
conduct or participate in four Quality
Improvement Projects (QIPs).17

Through data collection, reporting and
monitoring of health plan performance, DHS
is able to measure improvements in health
plan performance that cannot be measured
under the FFS Medi-Cal program. It is
unfortunate that similar information is not
available for FFS Medi-Cal beneficiaries in
Sacramento County, who, due to age and/or

disability, are most in need and the highest
users of healthcare services. It should be
noted that in counties using the County
Organized Health System (COHS) model of
Medi-Cal managed care, all Medi-Cal
beneficiaries in COHS counties are required
to enroll in the plan and therefore, some data
on services provided to seniors and persons
with disabilities are available.

GMC AND FFS DATA COLLECTION
AND REPORTING
The ability to collect and report data is a
reflection of the health planÕs ability to track,
analyze, and improve the quality of care
provided through its contracted providers. In
reviewing data provided by the plans to DHS,
it is important to consider the level of
technological sophistication of each health
plan. Some health plans have integrated
systems from which to collect and report data
from their contracted providers. Others may
not be as sophisticated. The level of quality
information provided by a health plan may
reflect its management information system
(MIS) capabilities or limitations. Without a
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DHS is able to measure improvements in
health plan performance that cannot be
measured under the FFS Medi-Cal program.

3Quality of Care in the GMC Program



deeper understanding of the plansÕ
capabilities, and specifically their abilities to
collect meaningful and complete data from
their contracted providers, conclusions are
hard to draw.

Hospital Emergency Room Care
Reducing episodic care in hospital emergency
rooms (ER) was another goal of GMC. Trying
to determine this provides an example of how
difficult it is to use current data to draw any
conclusions. In an attempt to compare the
use of hospital ERs by the managed care and
FFS populations, the GMC Commission
reviewed utilization data for calendar year
2001 for the Medi-Cal fee-for-service program
and for each of the GMC health plans. Data
was provided by the Medi-Cal Managed
Care Branch and is based on the MIS/DSS
system used by DHS to track health plan
encounter data.

Appendix F compares the utilization data
reported by the health plans to DHS based
on the health plan encounter data. Although

all GMC health plans are required to submit
encounter data, not all services may be
reported because payments by plans to some
providers are capitated, rather than based on
individual services provided. Therefore,
itemized bills are generally available only for
plans that do not pay capitation. DHS cautions
that the counts may be under-reported
because of inaccurate coding of services.

For example, ER visits reported by Blue
Cross and Western Health Advantage (WHA)
are about double the reported rates for Health
Net and Molina. It is impossible to draw
conclusions from this observation because
we do not know if this is because Blue Cross
and WHA have more members with chronic
conditions than the other plans, or due to
other factors.

As another example, MolinaÕs reported rate
of well child care visits is about half of that
reported for other plans. This could mean that
Molina is not providing a sufficient level of
well child care compared to the other plans,
or it could be a matter of under-reporting of
the actual services provided. There is no way
to conclude whether or not the plan is
performing adequately based on these data.

Similarly, no meaningful comparison could
be made regarding hospital ER use between
Medi-Cal managed care and FFS. The
Managed Care Division collects and reports
health plan utilization data in a different way
than does the Medical Care Statistics Division
for FFS utilization. Also, the populations for
GMC and FFS Medi-Cal are very different in
terms of their consumption of health care
dollars due to age and health status, and
therefore hard to compare. It would be helpful
if DHS standardized the methods in which it
collects, tracks and reports data for both
managed care and FFS.

Data Concerns
The lack of complete data collected by DHS
is cause for concern. In 2001, the Medi-Cal
Policy Institute18 commissioned a report to
analyze the collection, analysis and reporting
of Medi-Cal managed care data. From Provider
to Policymaker: The Rocky Path of Medi-Cal
Managed Care Data attempted to determine
whether or not the stateÕs information

18 The Medi-Cal Policy Institute was established in 1997 by a grant from the California HealthCare Foundation.

DHS acknowledges that improving the quality,
timeliness and accuracy of health plan data

has not been a priority within the Department.
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system was able to Òuse Medi-Cal managed
care data to:

Evaluate quality of care;
Monitor access to care;
Establish provider rates; and
Analyze and compare the managed care
and fee-for-service systems.Ó19

The report concluded that the data available
could not be used in any of these ways. The
report identified problems at every level in the
system Òfrom providersÕ offices to the
California Department of Health Services
(DHS).Ó20 The report recommended that DHS
take the lead to solve the problems identified
in the report and suggested a number of
priorities including:

Improve collaboration and communication
between DHS and the contracting health
plans;
Focus on data accuracy, completeness and
timeliness from health plans and their
contracted providers;
Increase standardization of data collection
and beneficiary identification; and
Improve information systems and
processes.21

DHS acknowledges that improving the
quality, timeliness and accuracy of health plan
data has not been a priority within the Depart-
ment. Consequently, it is difficult to draw con-
clusions about health plan performance from
the encounter data collected by DHS. The
only conclusion that can be drawn is that DHS
must make collection, monitoring and reporting
of complete and timely health plan data a
requirement for future health plan contracts.
DHS cannot evaluate whether or not it is
getting value out of its contracts with GMC
health plans and achieving the goals of Medi-
Cal managed care without accurate, complete,
and timely data from the health plans.

19Chitayat, Aimee, MSW and Valerie Lewis, MPA, MPH, From Provider to Policymaker: The Rocky Path of Medi-Cal

Managed Care Data, Medi-Cal Policy Institute, March 2001, p. 1.
20 Ibid.
21 Ibid, p.2.

Incentives for Plan Performance
If plans submit complete and timely data, DHS
could develop incentives in order to improve
the performance of health plans that are not
meeting the minimum standards and to
recognize or reward those plans that perform
at a high level. Currently, DHS does not provide
any financial incentives to the GMC health

plans to improve access or quality, though it
has begun to use the quality data in limited
ways to recognize publicly the higher achieving
health plans. For example, DHS sponsors an
annual quality of care conference where high
performing health plans receive a non-financial
award for their quality efforts.

Now that DHS is systematically collecting
quality data from each health plan, it should
be able to use that information to steer Medi-
Cal beneficiaries into the higher performing
plans. For example, when a beneficiary does
not choose a health plan, the state
automatically assigns the beneficiary to a plan.
Instead of randomly assigning a beneficiary
to a health plan, the state could assign the
beneficiary to a higher performing health plan.
Increasing the health plan membership based
on quality performance could be used as a
powerful incentive for health plans to improve.
Employers and other large purchasers use
quality of care data to evaluate which health
plans to make available to their employees.
DHS could do the same for Medi-Cal
beneficiaries.
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3Quality of Care in the GMC Program

Increasing health plan membership based on
quality performance could be a powerful
incentive for health plans to improve.



Sacramento County is the only county in
California that mandates dental managed
care for the CalWORKS population and
several others. In April 2001, the Medi-Cal
Policy Institute published an evaluation of
the GMC Managed Care Dental Program. The
evaluation compared the GMC dental program
in Sacramento County to the FFS Denti-Cal
program in Fresno County. Fresno County
was selected to be the comparison county
based on various demographic variables. The

purpose of the evaluation was to answer
several key questions about access and
quality of care in the GMC dental program
and to determine the relative value of GMC
compared to the FFS Medi-Cal dental
program (called Denti-Cal).
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4Dental Care in the GMC Program

22Geographic Managed Care Dental Program Evaluation: Executive Summary, William M. Mercer, Inc. for the

Medi-Cal Policy Institute, April 2001, pp. 4-5.
23Ibid, p. 5.

Access to Dental Care
The evaluationÕs findings regarding access
included the following:

The number of dentists available in each
GMC dental plan to accept new patients
ranged from one dentist per 246 members
to only one dentist available per 1,042
members. (Most commercial programs
report having one dentist per 360 to 400
members.)
Necessary treatment was provided expedi-
tiously about 55% of the time in the GMC
program compared to 89% in Denti-Cal.
Patients under the age of 3 received 30%
fewer services and patients over the age
of 14 received 19% fewer services in GMC
than in Denti-Cal.22

The evaluation also notes that Òdata under-
reporting is an identified issue in the GMC
programÉÓ It also notes that, ÒGMC
treatment provided in a hospital setting is
often reported through the GMC medical
plans rather than the dental plans and this
may account for some of the discrepancy in
the under age 3 category.Ó23

Necessary treatment was provided
expeditiously only 50% of the time in the GMC

program compared to 89% in Denti-Cal.
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Quality of Dental Care
Regarding the quality of dental care provided
in the GMC dental program, the 2001
evaluation made the following findings:

There is greater accountability for quality
in the GMC Dental program than in FFS
because it requires annual site visits to
100% of provider offices (compared to
only 2% in the FFS program) and provides
full credentialing of dentists (which the
Denti-Cal program does not).
The overall level and quality of preventive
services was scored as unacceptable in
40% of the audited GMC charts compared
to 50% unacceptability in the Denti-Cal
charts.
About 31% of GMC charts failed to
indicate fluoride treatments for appropriate
children compared to 56% of the Denti-
Cal charts.
GMC dentists failed to apply sealants in
56% of patients with age profiles that were
positive for sealants compared to 50%
failure in the Denti-Cal program.
The Denti-Cal program appears to Òover-
treatÓ patients based on review of charts
where treatment was provided without
documentation of need in 35% of Denti-
Cal charts compared to only 6% in GMC.
The GMC program may be under-treating
patients, defined as Òthe failure to provide
all necessary care and/or failure to do so
expeditiously.Ó Only 55 percent of GMC
charts scored acceptable for expeditious
treatment compared to 89 percent for
Denti-Cal.
GMC charts scored better than Denti-Cal
charts in periodontal screening which is a
process to evaluate the health of the gums
and bones around the teeth. About 38
percent of GMC charts scored
unacceptable compared to 80 percent of
the Denti-Cal charts.

One reason for the discrepancy in
treatments to Denti-Cal beneficiaries may lie
in how providers are paid. Under GMC, dental
plans are paid a ÒcapitatedÓ rate, which is a
monthly rate for each member enrolled in the
plan. (This also is referred to as a per member
per month, or PMPM, rate.) The dental plans
are required to use the capitation payments
to provide all necessary care to enrollees.
There are incentives for plans to under-treat
because they can make more money by
providing fewer services. Conversely, in the
FFS Denti-Cal program, providers are paid
for each service they perform. The more
intensive the service provided, the higher the
reimbursement. Providers in the FFS model,
therefore, have a financial incentive to perform
more expensive services.

Based on this evaluation, it is not clear
whether access or quality to dental care has
improved in the GMC dental program. Access
to care appears to be lower in some areas in
the GMC program and services may be
inappropriately denied or limited. While DHS

seems to have better oversight over GMC
dental plans than in the FFS Denti-Cal
program, there are still significant areas for
improvement in preventive care, particularly
for children.

There is greater accountability for quality in the
GMC Dental program than in FFS.



Under GMC, the California Medical
Assistance Commission (CMAC) negotiates
confidential capitation rates with each health
and dental plan. A capitation rate is a monthly
amount paid by the state to a health plan for
each Medi-Cal beneficiary enrolled in the
plan. The capitation rate is often referred to
as a Òper member per monthÓ (PMPM) rate.
Regardless of whether or not a beneficiary
uses health care services in a given month,

the plan receives its capitated rate for each
enrolled member. The amount of the PMPM
rate varies depending on the beneficiaryÕs aid
code. For example, the PMPM rate for a child
is different than the rate for a pregnant woman,
or for a person with disabilities. Capitation
rates paid to the health plans are confidential
for four years. For this report, the Commission
obtained the capitation rates paid to the health
and dental plans in 1999, the latest year for
which rates are publicly available. The rates
are attached as Appendix G.

Each health and dental plan contracts with
various health care providersÑdoctors,
dentists, clinics, outpatient centers, urgent
care clinics, and hospitalsÑto develop the
network of providers available to Medi-Cal
beneficiaries under the plan. The one
exception is Kaiser which contracts with only
one physician group (The Permanente Medical
Group) and owns its own hospitals and other
facilities. Contracts between health plans and
providers also are confidential. Some plans
may pay providers on a capitated basis; others
are paid on a fee-for-service basis. Similarly,
capitated providers receive the monthly
payment regardless of whether the patient
received health care services or not.
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5Has GMC Achieved Savings?

24Medi-Cal Managed Care: Where Do We Go From Here?, Analysis of the 2002-03 Budget Bill, State of California

Legislative AnalystÕs Office.

A federal requirement of the GMC program
is that the total amount paid for care for the
enrolled population (e.g., TANF population)
cannot exceed 95 percent of what was paid
under the fee-for-service Medi-Cal program
in 1996-97. Fee-for-service (FFS) refers to a
payment system whereby a provider receives
a payment for each medical service provided
to a Medi-Cal beneficiary. It was assumed
that the state would achieve a 5 percent
savings, amounting to many millions of dollars.

In its analysis of the 2002-03 State Budget,
the California Legislative AnalystÕs Office
(LAO) issued a brief that raised a number of
potential issues for reform in Medi-Cal
managed care. The LAO reported that the
historical FFS data upon which managed care
rates are based has not been representative
of actual program costs since 1996-97.24

 The populations enrolled in managed care
(children and families) have lesser medical
needs than the FFS population, which is
primarily seniors and persons with disabilities.

Whether or not GMC has saved money for
the state over the long run is unclear. Without
knowing how many Medi-Cal beneficiaries in
each aid code are in each health plan, it is
not possible to determine how much each
health plan is paid. Nor is it possible to
determine how much each plan spends on
the health care provided to plan members, or
to perform quality studies, ensure cultural
and linguistic competence and meet other
regulatory requirements. There also are differ-
ences in rates depending on whether the
health plan is pre-paid (e.g., paid its capitation
rate at the beginning of each month) or post-
paid (e.g., paid at the end of the month), and
whether certain high cost drugs are included
or excluded in the capitation rate.

While the comparison of the 1999 capita-
tion rates paid to the plans is interesting, it
does not tell us whether the rates are high,
low, or appropriate.

Whether or not GMC has saved money for the
state over the long run is unclear.
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Quality measurement tools and
accountability have resulted in valid
data for managed care plans that is
not available in FFS Medi-Cal.

As noted earlier, DHS has established a
systematic way to collect quality information
from the health plans based on eight
nationally accepted HEDIS¨ measures. These
efforts are still in their infancy and are limited
in scope. However, it is a beginning. Similar
data are not available in the fee-for-service
system so there is no way to compare the
quality of care being provided to Medi-Cal
beneficiaries who are not enrolled in a
managed care plan. Additionally, the
populations enrolled in managed care and
fee-for-service are very different so meaningful
comparisons cannot be drawn based on the
indicators currently used.

There has been a demonstrated
improvement in the quality of care
provided to Medi-Cal Managed
Care enrollees.

Based on the Department of Health
ServicesÕ Results of the HEDIS¨ Performance
Measures for Medi-Cal Managed Care
Members reports, health plans have improved
their scores on certain established standards
of care for Medi-Cal beneficiaries. While the
Medi-Cal HMOs generally score lower than
their commer-cial counterparts, there have
been improvements in health plan
performance over the four years that DHS
has been collecting the data.

6Benefits and Limitations of Geographic Managed Care
Access to care is guaranteed in
Medi-Cal managed care.

In managed care, health plans must assign
a member to a PCP and ensure the member
receives a medical evaluation from the PCP
within 90 days. Each Medi-Cal beneficiary
enrolled in a health plan has a primary care
provider and access to specialty and hospital
care. FFS Medi-Cal beneficiaries are not
guaranteed access to a primary care provider,
specialist, or hospital. FFS beneficiaries must
search for a provider willing to accept the
low Medi-Cal reimbursement rate. Health
Rights Hotline callers report that some county
staff tell FFS Medi-Cal beneficiaries to Òuse
the phone bookÓ to try to find a doctor willing
to accept them as patients.

Medi-Cal managed care beneficiaries
appear to have a wider choice of
plans and providers than do FFS
beneficiaries.

Health plans are required to have a network
of providers, including primary and specialty
care, as well as outpatient and inpatient
facilities. Health plans provide access to these
services for Medi-Cal beneficiaries, generally
paying providers more than the Medi-Cal fee
schedule rates. On occasion, plans arrange
for care even if the necessary provider is not
available in Sacramento County. Because
few providers are willing to accept low Medi-
Cal reimbursement rates, there appears to
be less choice of providers available for FFS
Medi-Cal beneficiaries who are not enrolled
in a managed care plan. There is little effort
by either DHS or Sacramento County to
ensure that FFS beneficiaries receive
necessary care, even if care must be arranged

BENEFITS
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out of the county. As noted earlier, FFS
beneficiaries generally do not know that they
have the option to join a managed care plan
or what the benefits and limitations of joining
a health plan might be.

Medi-Cal health plans provide a
support system to GMC members.

Managed care plans are required to
provide supportive services to their members
to ensure that they receive timely care from
qualified providers. For example, a health
plan may pay for transportation, meals and
an overnight stay at a hotel if needed, for
patients that need to go out of town for
specialty care. Other Medi-Cal health plans
offer social services for persons with mental
health conditions, encourage and reward
healthy approaches such as prenatal care,
immunizations, breastfeeding, and eye care
for people with diabetes. For example, one
health plan has local, multilingual staff that
visit Medi-Cal members to assist them in
accessing needed services. Plans also
provide case management, disease manage-
ment, health education programs, and
linguistic services to plan members. Though
not every Medi-Cal health plan offers the
same level of support, most provide some
assistance in finding a provider, arranging for
transportation, or providing other support
services to members. Limited support
services are available for fee-for-service
Medi-Cal beneficiaries.

LIMITATIONS

To the extent providers are willing to
participate in Medi-Cal they seem to
be doing it under managed care.

Data from the Health Rights Hotline
indicates that fee-for-service beneficiaries
experience access to care problems at
significantly higher rates than do managed
care enrollees. Fee-for-service beneficiaries
have a very hard time finding providers that
will accept them. The supply of providers
willing to serve elderly and disabled Medi-
Cal beneficiaries is very small. Providers
report that the reimbursement does not cover
the actual costs of providing care to this
population. An unintended consequence of
GMC may be that fewer providers in
Sacramento County are willing to accept FFS
Medi-Cal patients because they receive higher
reimbursement through their contracts with
managed care plans.

The data available to evaluate the
effectiveness of GMC is limited,
incomplete, and inconsistent.

A continuous process to review and
analyze health plan performance will be
necessary to ensure continued improvements
in the quality of care provided to Medi-Cal
beneficiaries in Sacramento County. With no
formal agreement between the Commission,

BENEFITS continued
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DHS and the health plans, the CommissionÕs
oversight ÒauthorityÓ has been lacking.
Recently, DHS began to provide quarterly
utilization reports to the health plans and is
working with them to make the reports useful.
These conversations appear to be limited to
representatives from DHS and the health plan
medical directors. DHS would benefit from
input from a wider range of stakeholders,
such as representatives of the Commission
and the DHS Medi-Cal Managed Care
Advisory Group.

Current trends in health care costs
and reimbursements may result in
even lower provider participation in
the Medi-Cal program.

To the extent that community premiums
for health care continue to rise at double digit
rates (and this trend is predicted over the
next four to five years) and Medi-Cal rates
stay the same or decline, provider
participation in both the Medi-Cal FFS and
GMC programs may decline even further. This
could have a negative long-term impact on
the ability of Medi-Cal beneficiaries to access
needed care, particularly those who are not
enrolled in a Medi-Cal HMO. This is not to
say that the current ÒvoluntaryÓ population
(e.g., seniors and persons with disabilities)
should sign up with a Medi-Cal HMO, but it
is a warning that the most vulnerable
populations could end up shut out of the
local health care system. In this scenario,
these populations would have to rely on
emergency rooms to obtain basic care, or
worse, go without needed care until it
becomes an emergency situation.

Lack of community input, oversight
and collaboration in the development,
implementation and ongoing operation
of the GMC program has alienated
local government, health care
providers, Medi-Cal beneficiaries and
the public.

Unlike the San Diego model of GMC, the
Sacramento community has had little or no
input into the GMC program. The structure
of the GMC Commission rendered it little
more than a public forum for discussion of
issues, with no authority to make decisions,
pressure DHS to provide timely and accurate
data, or to evaluate the effectiveness of GMC.
As a result, the County of Sacramento has
not been invested in GMC in any meaningful
way. Without a new model, county govern-
ment and other community organizations will
not have effective involvement in improving
the Sacramento health care environment.

6Benefits and Limitations of Geographic Managed Care
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7Recommendations
In making the following recommendations,

the Commission acknowledges that this is a
time of reduced financial resources. However,
the Commission also believes that there are
steps that can be taken to begin to increase
community involvement in improving the local
health care system.

Sacramento County should initiate
development of a broad-based Òhealthy
communityÓ planning collaborative,
consisting of hospitals, health care
providers and ancillary organizations,
public and non-profit agencies, and
consumers, to monitor, evaluate, and
recommend improvements in health care
quality and access for all Sacramento
County residents.

The Commission believes that broad
community participation in decisions
regarding access to health care is essential
to ensure a system that meets the health care
needs of the population. Such a direction

would consider not only the FFS and GMC
Medi-Cal populations, but also the uninsured
and underinsured that often seek care through
county programs or at hospital emergency
rooms. By involving the broad range of
stakeholders, Sacramento County could
develop a system of care that more
adequately meets the health care needs of
its residents.

One model that has been successful in
engaging local and state agencies in
Geographic Managed Care is the ÒHealthy

San DiegoÓ program in San Diego County.
Sacramento should adopt some of the
strategies used in San Diego to increase local
involvement and investment in ensuring
access to quality of care for all Medi-Cal
beneficiaries. After studying the ÒHealthy
San DiegoÓ model, the Commission
recommends that Sacramento County take
the following actions:
1. Negotiate a contract with DHS whereby the

state delegates clear authority and
responsibilities to Sacramento County
regarding the GMC program.

2. Commit financial resources to support the
program and request the State to do the
same.

3. Establish broad-based Advisory Committees
that includes the range of stakeholders who
are necessary for decision-making, including
consumers, providers, health plan
representatives, and county government.

4. Require a statement from an Advisory
Committee for any action item on the Board
of Supervisors agenda regarding the Medi-
Cal program.

5. Through its contract with the State, the
County should have authority to:
¥ Develop local community standards that

will be incorporated into health plan
contracts;

¥ Require that health plans submit copies
of HEDIS¨ data to the County;

¥ Establish a Quality Improvement
Committee that includes all participating
health plans as well as other stakeholders;

¥ Develop a system-wide Quality
Improvement Plan;

¥ Conduct education and outreach activities;
¥ Implement enrollment presentations;
¥ Provide an independent advocacy

program for all Medi-Cal beneficiaries.

One model that has been successful in
engaging local and state agencies in

Geographic Managed Care is the ÒHealthy
San DiegoÓ program in San Diego County.
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25These recommendations are taken from Options for Enhancing Community Involvement in the Sacramento

County Geographic Managed Care (GMC) Model, DJL & Associates, November 2001, p. 14.

6. Charge the professional and consumer
advisory committees and their various
subcommittees with developing a system-
wide QI plan to be approved by the Board of
Supervisors.25

Beyond local action, and based on the
findings in this report, the Commission makes
the following recommendations directed
primarily to the California Department of
Health Services:
1. The State of California should raise

provider reimbursement rates to increase
the participation of physicians and other
health care providers in the Medi-Cal
program. DHS should place special
emphasis on increasing participation by health
care providers that have the capabilities to
serve diverse linguistic and cultural
populations.

2. The California Department of Health
Services should improve its collection,
monitoring, and analysis of health plan
encounter data and require all health plans
to report complete encounter data in a
timely manner. Through its collection and
reporting of HEDIS¨ data, DHS can track
health plan performance in meeting the
requirements of a standardized set of
measures. DHS should hold plans
accountable for providing accurate and valid
data. For example, some states withhold part
of health plan reimbursement until clean and
complete data is provided. DHS also should
develop a methodology for comparing
utilization between the managed care and
FFS populations.

3. DHS needs to collect, monitor and analyze
performance data in the GMC dental
program. DHS should publicize its data on
the performance of GMC dental plans to help
policymakers and consumers evaluate
whether or not the dental HMOs are improving
levels of access and quality of care provided
to Medi-Cal beneficiaries.

4. DHS should use the quality information it
collects to reward health plans that achieve
high performance levels. One way to reward
plans is to use the data to ÒdefaultÓ Medi-
Cal beneficiaries who do not choose a health
plan into a high performing plan. This would
both reward the health plans that are
performing well and provide an incentive for
the other plans to improve.

5. DHS, and Sacramento County, should
provide information on the option to join
a GMC plan to FFS Medi-Cal beneficiaries.
Such information should include how
beneficiaries can request information about
joining a managed care plan, where to get
help understanding the information, and the
advantages and disadvantages of enrolling
in a health plan.

The Commission believes that taking these
steps will help to increase provider
participation in the Medi-Cal program,
improve the quality of care provided in Medi-
Cal health and dental plans, and increase
collaboration between the state and county
to increase access to quality health care for
Sacramento County residents.
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Conclusion
In reviewing publicly-available data, the

Sacramento County Commission on
Geographic Managed Care has concluded
that GMC has increased Medi-Cal beneficia-
riesÕ access to care and has improved the
quality of care provided to beneficiaries
enrolled in managed health care plans. There
remain some holes to be filled in both areas,
however. Physician participation in the Medi-

Cal programÑboth FFS and managed careÑ
is far below the levels necessary to adequately
serve the beneficiary population. Measuring
quality of care is still in its infancy, but there
have been improvements over time. The
challenge now is to use the information
available to drive further improvements in the
GMC program, and to find ways to measure,
monitor, evaluate, and improve the access
and quality of care provided to FFS Medi-Cal
beneficiaries.

Issues in the GMC program may be
harbingers of issues affecting the community
as a whole. Physician supply through attrition,
area population growth, and the aging of the
population will have strong consequences
on the future stability of the Sacramento
health care delivery system and the financing
of that care.

The challenge now is to use the information
available to drive further improvements in

the GMC program, and to find ways to
measure, monitor, evaluate, and improve the

access and quality of care provided to FFS
Medi-Cal beneficiaries.
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Appendix A

Health Plan Enrollment

Blue Cross 75,924

Health Net 30,399

Kaiser 19,902

Molina 20,322

Western Health Advantage 15,838

TOTAL 162,385

Source: Department of Health Services, Monthly Enrollment Report.

Dental Plan Enrollment

Access Dental 51,630

Delta Dental 44,012

Health Net Dental 15,384

Western Dental 52,281

TOTAL 163,307

GMC Health and Dental Plan Enrollment, May 2003
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ÒAccess to careÓ includes the following specific issue

categories: Difficulty Finding PCP, Lack of Specialist

Availability, and Difficulty Changing Plan or Provider

All Medi-Cal HMOs 1.83 0.32 0.57 0.89

Medi-Cal FFS 10.22 6.50 2.44 0.93

Access to
Care

(Aggregate)

Difficulty
Finding

PCP

Lack of
Specialist
Availability

Difficulty
Changing Plan

or Provider

Total Medi-Cal HMO Cases = 262
Total Medi-Cal Problems and Issues = 394

Total Medi-Cal FFS Cases = 419
Total Medi-Cal FFS Issues = 553

Rates in bold italics are statistically
significant. All rates are for Sacramento
County only. All Medi-Cal HMO rate includes
dental HMOs. Each case may reflect up to
three issues or problems.

Health Rights Hotline Access to Care Problem Rates
Sacramento County GMC and FSS
January-December 2001

Appendix B
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All Commercial HMOs 0.30 0.81 0.04 0.43 0.52 0.58 1.06 0.54 2.18 0.69

All Medi-Cal HMOs 1.83 2.34 1.58 2.72 2.72 2.28 3.03 1.77 5.44 0.76

Medi-Cal FFS 10.22 6.97 2.09 4.65 3.25 3.60 3.72 3.83 23.46 1.74

ACCESS TO

CARE

ACCESS TO

COVERAGE

BARRIERS

TO CARE

CUSTOMER

SERVICE

DELAYS

DENIALS/

COVERAGE

DISPUTES

INAPPRO-

PRIATE CARE

PAYMENT

DISPUTES

CONSUMER

EDUCATION

OTHER

Total Commercial HMO Cases = 349
Total Commercial Problems and Issues = 484

Total Medi-Cal HMO Cases = 262
Total Medi-Cal Problems and Issues = 394

Total Medi-Cal FFS Cases = 419
Total Medi-Cal FFS Issues = 553

Rates in bold italics are statistically
significant. All rates are for Sacramento
County only. All Medi-Cal HMO rate includes
dental HMOs. Each case may reflect up to
three issues or problems. The rate of problems
for each plan is calculated per 10,000 enrollees.
See Appendix D for definitions of problem rates.

Health Rights Hotline Comparison of Problem Rates
Sacramento County GMC and Commercial Health Plans
January-December 2001
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Appendix C

1998 1999 2000 2001 1998 1999 2000 2001

Sacramento County Average 45.4% 52.8% 57.2% 53.4% N/A N/A 53.6% 50.6%
Blue Cross

Commercial 71.0% 56.0%
Medi-Cal (72,668) 59.2% 62.2% 61.8% 61.1% 55.8% 56.0%

Health Net
Commercial 62.0% 52.0%
Medi-Cal (30,590) 40.4% 63.3% 56.3% 51.3% 51.9% 49.9%

Kaiser
Commercial 75.0% 74.0%
Medi-Cal (19,880) NR 58.9% 70.3% 69.0% 66.8% 67.0%

Molina
Medi-Cal (21,640) N/A 39.7% 53.6% 40.0% N/A 36.3%

Western Health Advantage
Commercial 50.0% 40.0%
Medi-Cal (15,308) 36.7% 39.8% 43.9% 45.6% 40.0% 43.6%

CHILDHOOD IMMUNIZATIONS
COMBINATION 1

CHILDHOOD IMMUNIZATIONS
COMBINATION 2

1998 1999 2000 2001 1998 1999 2000 2001

Sacramento County Average N/A N/A 60.0% 68.0% 42.2% 50.2% 44.1% 49.5%
Blue Cross

Commercial 92.0% 78.0%
Medi-Cal (72,668) 76.3% 81.3% 57.6% 56.3% 55.5% 57.9%

Health Net
Commercial 58.0% 58.0%
Medi-Cal (30,590) 34.9% 63.9% 35.9% 46.6% 22.1% 47.8%

Kaiser
Commercial 90.0% 76.0%
Medi-Cal (19,880) 70.8% 73.0% NR 53.6% 56.0% 59.3%

Molina
Medi-Cal (21,640) N/A 64.5% N/A N/A N/A 39.2%

Western Health Advantage
Commercial 73.0% 66.0%
Medi-Cal (15,308) 57.9% 57.4% 33.0% 44.2% 42.9% 43.4%

PRENATAL CARE POSTPARTUM CARE

Sources:

Commercial: Healthscope Quality Ratings Report,

based on HMO members enrolled in the HMO

throughout calendar year 2001, Pacific Business Group

on Health, www.healthscope.org.

Medi-Cal: Results of the HEDIS 2002 Performance

Measures for Medi-Cal Managed Care Members, Health

Services Advisory Group, Inc., February 2003 and

similar reports for HEDIS 1999, 2000, and 2001.

Comparison of Quality Indicators for GMC and Commercial Health Plans
1998-2001
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ÒNRÓ means that health plans calculated the measure

but chose not to report the result or the results were

materially biased.

ÒN/AÓ means either (1) the measure is not applicable

to this particular population, (2) the health plan had an

insufficient denominator population (<30 cases), or (3)

the health plan does not offer the benefit.

1998 1999 2000 2001 1998 1999 2000 2001

Sacramento County Average N/A N/A 51.1% 56.6% 16.5% 50.2% 49.3% 46.4%
Blue Cross

Commercial 62.7% N/A
Medi-Cal (72,668) 49.2% 57.8% 6.5% 53.6% 52.4% 61.5%

Health Net
Commercial 65.3% N/A
Medi-Cal (30,590) 48.9% 55.4% 30.0% 43.4% 41.4% 48.5%

Kaiser
Commercial 63.3% N/A
Medi-Cal (19,880) 54.1% 58.7% NR 63.9% 66.7% 72.2%

Molina
Medi-Cal (21,640) N/A N/A N/A N/A N/A 27.8%

Western Health Advantage
Commercial 50.3% N/A
Medi-Cal (15,308) 52.0% 54.5% 12.9% 40.0% 36.5% 21.9%

ASTHMA MEDICATIONS* WELL CHILD VISITS - FIRST 15 MONTHS

1998 1999 2000 2001 1998 1999 2000 2001

Sacramento County Average 49.8% 55.3% 53.9% 57.3% 21.0% 31.6% 27.9% 27.2%
Blue Cross

Commercial N/A N/A
Medi-Cal (72,668) 55.7% 56.6% 56.3% 63.0% 17.8% 26.9% 26.3% 27.1%

Health Net
Commercial N/A N/A
Medi-Cal (30,590) 59.4% 60.2% 59.5% 67.4% 32.4% 40.4% 35.9% 29.3%

Kaiser
Commercial N/A N/A
Medi-Cal (19,880) NR 48.5% 47.1% 46.6% NR 24.3% 23.5% 23.6%

Molina
Medi-Cal (21,640) N/A N/A N/A 56.7% N/A N/A N/A 34.4%

Western Health Advantage
Commercial N/A N/A
Medi-Cal (15,308) 34.3% 55.8% 52.5% 53.0% 12.7% 34.8% 25.8% 21.4%

WELL CHILD VISITS - 3RD TO 6TH YEARS ADOLESCENT WELL CARE

* To calculate the commercial rate for asthma

medications, the percentages for children, adolescents

and adults are aggregated and averaged.
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Appendix D

Timeliness of Prenatal Care Ð Percentage
of women who delivered a live birth between
November 6, 2000 and November 5, 2001,
were continuously enrolled in the health plan
for 43 days prior to delivery through 56 days
after delivery, and who received a prenatal
care visit in the first trimester or within 42
days of enrollment in the health plan.

Postpartum Care Ð Percentage of women
who delivered a live birth between November
6, 2000 and November 5, 2001, were
continuously enrolled in the health plan for
43 days prior to delivery through 56 days
after delivery, and who received a postpartum
visit on or between 21 days and 56 days after
delivery.

Childhood Immunizations (Combination 1)
Ð Calculates the number of children who
turned two during the reporting year and
received all the required immunizations.
Combination 1 is composed of four DTP or
DtaP, three OPV or IPV, one MMR, three HIB,
and three hepatitis B (HBV) immunizations.

Childhood Immunizations (Combination 2)
Ð Calculates the number of children who
turned two during the reporting year and
received all the required immunizations.
Combination 2 is comprised of four DTP or
DtaP, Three OPV or IPV, one MMR, three HIB,
three hepatitis B (HBV) immunizations and
one varicella-zoster (VZV), or chicken pox
vaccine.

Well Child Visits in the First 15 Months of
Life Ð Percentage of children who turned 15
months old during the measurement year and
who received six or more visits with a primary
care practitioner during their first 15 months
of life.

Well Child Visits in the Third, Fourth, Fifth
and Sixth Year of Life Ð Percentage of
members who were between three and six
years of age as of December 31, 2001 and
who had a least one well-child visit with a
primary care practitioner during 2001.

Adolescent Well-Care Visits Ð Percentage
of members who were between 12 and 21
years of age as of December 31, 2001, and
who had at least one comprehensive
adolescent well-care visit with a primary care
practitioner or an obstetrician/gynecologist
during 2001.

Use of Appropriate Medications for People
with Asthma (Combined Rate) Ð Evaluates
whether members with persistent asthma are
being prescribed medications acceptable as
primary therapy for long-term control of
asthma. The measure is a claims-based
denominator and is reported using the
administrative method only. Members are
identified based on age (5 to 56 years of age),
two-year continuous enrollment, and a
requirement of being identified as having
Òpersistent asthma.Ó

California Department of Health Services, Medi-Cal Managed Care Division
QUALITY DEFINITIONS

Definitions of Performance Indicators
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Treating Asthma Ð Percentage of children,
adolescents and adult members who got the
right medicineÑcalled anti-inflammatoriesÑ
for their asthma.

Childhood Immunizations Ð Percentage of
children enrolled in the HMO who received,
by age two, the four vaccinations
recommended by the Centers for Disease
Control and the American Academy of
Pediatrics.

Pacific Business Group on Health / Healthscope
QUALITY DEFINITIONS

Adolescent Immunizations Ð Percentage of
adolescents enrolled in the HMO who
received, by age 13, the second booster dose
of measles, mumps and rubella (MMR) and
Hepatitis B Vaccinations.

Visits During Pregnancy Ð Percentage of
pregnant women who began prenatal care
during the first 13 weeks of pregnancy.

Visit After Delivery Ð Percentage of women
that had a postpartum visit 21-56 days after
delivery.

Health Rights Hotline
PROBLEM DEFINITIONS

Access to Care
¥ Difficulty changing plan, group, or provider
¥ Lack of specialist availability
¥ Difficulty finding PCP
Access to Coverage (Insured)
¥ Affordability
¥ Eligibility Problem
¥ Continuation Coverage
Barriers to Care
¥ Disability access problems
¥ Language barrier
¥ Transportation barrier
¥ Cultural barrier
Customer Services Issues
¥ Lack of in-person telephone accessibility
¥ Written material or provider directory

problem
¥ Slow payment
¥ Communication/courtesy problem
¥ Slow response to any inquiries
Delays
¥ Appointment time too long wait
¥ Authorization delay
¥ Authorized care not scheduled
Denials/Coverage Disputes
¥ Dispute over coverage
¥ Care denial

Inappropriate Care
¥ Care/treatment/facilities inappropriate or

inadequate
¥ Diagnosis inappropriate
¥ Discharge planning inadequate
Payment Disputes
¥ Coordination of benefits
¥ Balance billing
¥ Dispute over patientÕs liability or planÕs

payment
¥ Liens/accident payments
Consumer Education
¥ Choosing a PCP
¥ Choosing a health plan
¥ Patient education
¥ Managed care policy
Other
¥ Disenrollment for cause
¥ Confidentiality
¥ Medical records access
¥ Long term care related
¥ Marketing/solicitation improper
¥ WorkersÕ comp related
¥ Assignment of benefits
¥ Complaint about regulator/agency
¥ Premium concerns
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Appendix E

Health Plan IQIP Study Dates Status of Reports to DHS Status of IQIP

Blue Cross Asthma Quality Improvement Study 1999-2002 Phase 4 Report Approved Active
by DHS 1/03

Breastfeeding Study 1999-2002 Phase 3 Report Approved Discontinued
by DHS 1/01

Childhood Immunizations 1999-2002 Phase 4 Report Approved Active
by DHS 9/02

Diabetes Quality Study 1999-2002 Phase 4 Report Approved Active
by DHS 10/02

Health Net Access to Care 1999-2002 Final Report Approved Complete
by DHS 2/03

Child/Adult Asthma 1999-2002 Phase 4 Report Approved Discontinued
by DHS 8/02

Childhood Immunizations 1999-2002 Final Report Approved Complete
by DHS 10/02

Member Satisfaction 1999-2002 Final Report Approved Complete
by DHS 2/03

Kaiser Initial Health Assessment 1999-2002 Phase 1 Report Approved Discontinued
by DHS 4/02

Diabetes Management 1999 Discontinued
.

ER Department - 48 Hours 1999 Discontinued
.

Timeliness of Response to Member 1999-2000 Discontinued
Complaints & Appeals
Asthma Management Phase 1 Report Approved Active

by DHS 6/02
Depression Pharmacy Management 1999-2002 Phase 1 Report Approved Active

by DHS 6/02
Improve Waiting Times in ED 2001 Discontinued

.
CHDP Documentation 2001-2002 Phase 1 Report Active

Modified 2/03
Molina Asthma Management for Children 1999-2002 Final Report Approved Complete

by DHS 1/03
Tobacco Cessation Education 1999-2000 Discontinued

.
Childhood Immunizations 1999-2002 Final Report Approved Complete

by DHS 11/02
CAHPS 1999 Discontinued

.
Member Satisfaction 1999-2001 Phase 3 Report Approved Discontinued

by DHS 7/01
Interventions When Child Gets Sick 2000-2002 Phase 4 Report Approved Complete

by DHS 10/02
Western Health Appropriateness of Specialty Referral 1999-2000 Phase 1 Report Approved Discontinued
Advantage by DHS 12/02

Improve Patient Compliance with 1999-2000 Discontinued
Scheduled Appointments
Child/Adult Asthma 1999-2000 Phase 1 Report Approved Discontinued

by DHS 6/00
Childhood Immunizations 1999-2000 Phase 1 Report Approved Active

by DHS 7/00
Timeliness of Initial Health 2000 Initial Report Approved Active
Assessments

Source: California Department of Health Services

Status of GMC Health Plan Internal Quality Improvement Plans
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Appendix F

Medi-Cal FFS Blue Cross Health Net Kaiser Molina WHA

Inpatient Admissions
   All IP Admits 13.42 4.73 4.39 6.55 2.99 5.60
   Routine Obstetrics 3.50 1.44 1.76 0.16 0.91 0.56
   Other Med/Surg 9.92 3.29 2.62 6.39 2.09 5.05

ER Visits
   Asthma 0.54 0.85 0.29 0.84 0.41 0.79
   Diabetes 0.11 0.02 0.02 0.20 0.01 0.03
   All ER 22.69 28.79 15.04 23.51 14.07 27.98

Outpatient Visits
   Well Care 29.13 41.47 67.50 50.36 25.80 36.45
   Primary Care 190.69 216.66 152.58 243.42 106.34 152.86
   All Outpatient 226.46 258.07 217.63 289.08 132.03 188.71

Lab & X-Ray Services
   Laboratory 349.70 255.14 84.72 373.98 32.07 382.26
   X-Ray 110.47 60.32 56.43 56.56 23.08 89.49

Member Prescriptions
   Plan & FFS Paid 1,321 617 381 716 307 637
   Plan Paid 1 602 371 715 294 625
   FFS Paid 1,320 15 9 2 12 11

Average Members/Month 71,559 29,416 19,826 17,647 14,997

Source: Extract of Sacramento Geograhic Managed

Care Plans from April 2003 Medical Directors Utlilization

Report Set, California Department of Health Services.

DHS cautions that health plan specific data is derived

from encounter data and therefore may be incomplete.

Services may be undercounted.

All rates are per 1,000 member months.

Utilization of Services Report for Medi-Cal Beneficiaries in Sacramento County
April 2001-March 2002
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NOTES:

1. Some contracts include a clause that health plans

will pass on rate increases to providers.

2. Rates are adjusted for age, sex, geographic area

with price indices, Medi-Cal aid code, and eligibility

for Medicare.

3. Outpatient rates are set by the legislature.

4. Sacramento County contracts are up for renewal in

2004.

5. Blue Cross, Health Net, Maxicare rates are prepaid;

Kaiser, Molina, Omni, Western Health Advantage

rates are postpaid.

6. Omni went out of business at the end of 1999.

Maxicare ceased operations in 2002.

GMC Health and Dental Plan Capitation Rates
1999

Blue Cross

Kaiser

Health Net

Molina

Maxicare

WHA

Omni

Average

$72.60

$74.82

$74.28

$73.25

$72.75

$69.76

$73.24

$72.96

$239.52

$231.63

$257.71

$205.07

$211.47

$277.92

$222.79

$235.16

Public Assistance
& Medically

Needy Families
Disabled Children

& Adults, Blind

Public Assistance
& Medically
Needy Aged

Medically Indigent
Child, Foster

Child, Adoption
Assistance

Pregnant &
Medically

Indigent Adult

Special Program/
Percent of

Poverty Children

$110.49

$118.79

$140.05

$144.95

$105.55

$139.08

$162.23

$131.59

$80.48

$99.80

$67.44

$70.00

$91.55

$77.40

$99.61

$83.75

$601.72

$657.75

$701.06

$670.02

$639.45

$664.38

$661.93

$656.62

$54.35

$31.38

$74.14

$56.85

$50.94

$65.64

$53.48

$55.25

A I D  C O D E / C AT E G O R Y
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Robert David
Hospital Council of Northern California

Marge Ginsburg
Sacramento Healthcare Decisions

Lyla Hanson*
Sacramento County, Office of Supervisor Illa Collin

Leah Morris*
Blue Cross of California, State Sponsored Programs

Mary Potter
Sacramento County Department of Human Assistance

Leslie Pratt*
Community Services Planning Council

Peggy Russo
Community Member

William Sandberg*
Sierra Sacramento Valley Medical Society

Wendy Schwartz*
Sacramento County Department of Health and Human Services

Glennah Trochet, MD
Sacramento County Department of Health and Human Services

* Executive Committee Member
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GMC Commission Members, November 2001
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Every Patient Deserves a Doctor, California
Medical Association, April 2001, p. 4.
http://www.cmanet.org/upload/EveryPatient.pdf.

From Provider to Policymaker: The Rocky
Path of Medi-Cal Managed Care Data,
Aimee Chitayat, MSW and Valerie Lewis, MPA,
MPH, Medi-Cal Policy Institute, March 2001.

Geographic Managed Care Dental Program
Evaluation, William M. Mercer, Inc. for the
Medi-Cal Policy Institute, April 2001.

HealthScope Quality Ratings 2001, Pacific
Business Group on Health, www.healthscope.org.

A History of Medi-Cal Physician Payment
Rates, Michele Prestowitz, and Lucy Streett,
MPH, Medi-Cal Policy Institute, March 2000.

Medi-Cal Managed Care: Where Do We
Go From Here?, Analysis of the 20020-03
Budget Bill, State of California Legislative
AnalystÕs Office.

Medi-Cal Services and Expenditures
Month-of-Payment Report for CY 2001,
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Options for Enhancing Community
Involvement in the Sacramento County
Geographic Managed Care (GMC) Model,
DJL & Associates, November 2001.
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