
 Behavioral Health:  
The Gap in California’s Dual Eligible Demonstration  

 
 

“The burden of mental illness and substance use disorders in older adults in the United States 
borders on a crisis.” -Committee on the Mental Health Workforce for Geriatric Populations 
 

 
 
Summary 
 
California is engaged in a multi-faceted, system-wide redesign of its health and human services 
delivery systems. Advocates for older adults and persons with disabilities have found that the 
Coordinated Care Initiative: California Dual Eligible Demonstration is central to these efforts. 
Driven by state budget deficits as well as incentives to improve offered by health care reform, 
the programs and services that support long-term living are being re-shaped into a system of 
managed care. 
 
According to the state proposal for the Dual Eligible demonstration, California “intends to 
combine a full continuum of acute, primary, institutional and home-and community-based 
services into a single benefit package, delivered through an organized service delivery system” 
(State of California, 2012, p. 1). Beginning in 2013 in 8 counties, 685,000 Californians who are 
full benefit Medicare and Medi-Cal eligible beneficiaries would be enrolled in the 
demonstration. Eventually the state proposes to extend the initiative to most of the 1.2 million 
dual eligible individuals in the state. These beneficiaries would be automatically enrolled in the 
plans and required to actively “opt-out” if they prefer not to participate. 
 
The state believes that “Managed care done well leads to high quality care” (ibid, p. 9). The 
proposal specifies that behavioral health services will be included in the continuum of services 
that will be provided under the Dual Eligible demonstration. However, rather than integrating 
these services along with primary, acute and long-term services and supports into a capitation 
rate under the Managed Care Organizations (MCOs), they have been “carved out” of the 
demonstration, with funding and responsibility remaining with county mental health and 
alcohol and drug programs. The proposal states that, “Health plans and county mental health 
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and substance use agencies will develop coordination and integration strategies, which could 
include full financial integration in later years” (ibid, p. 16).  
 
One of the key functions of a capitation rate is to provide for global budgeting in order for 
MCOs to make investments in prevention, care coordination and home and community-based 
services to avoid more expensive institutional care. By means of this mechanism, the plans are 
incentivized to provide high quality care and expanded community-based services and to take 
active responsibility for ensuring that people do not “fall through the cracks.”  
 
The state has developed a “Framework for Shared Accountability: Coordination and Alignment 
Strategies for Integrated Delivery of Behavioral Health Services” for the Dual Eligible project. A 
detailed analysis of this framework is beyond the scope of this policy brief, but overall it fails to 
address the gaps in services and quality in the system, and it tends to replicate the current 
complexity that makes it difficult for people to get the services that they need. Carving out 
behavioral health raises a number of concerns, including continued shifting of responsibilities 
between health plans and mental health plans; fragmentation; lack of quality services; lack of 
proper incentives to deliver the most effective, least expensive care; and concerns about 
appropriate access, especially for older adults and people disabilities other than serious mental 
illness (SMI) who are currently severely underserved in county behavioral health systems. 
 
 
Making Good Policies Requires Evidence of Outcomes, Including Consumer Satisfaction 
 
According to the California Department of Health Care Services (DHCS), “the Centers for 
Medicare and Medicaid Services (CMS) requires that states, through their contracts with 
managed care plans, measure and report on performance to assess the quality and 
appropriateness of care and services provided to members” (California Department of Health 
Care Services, 2010, p. 1-1). As such, DHCS periodically assesses the perceptions and 
experiences of Medi-Cal Managed Health Care members as part of evaluating the quality of 
services they receive. The methodology utilized is a survey of all members of California’s 20 
managed health care plans; results of the 2010 findings were published in the Consumer 
Assessment of Healthcare Providers and Systems (CAHPS) report. The report clearly rates all 
managed care plans’ member satisfaction on a number of measures, including: 
 

• Rating of Health Plan 
• Rating of All Health Care 
• Rating of Personal Doctor 
• Rating of Specialist Seen Most Often 

 
In addition, composite measures also reflect member experiences in: 
 

• Getting Needed Care 
• Getting Care Quickly 
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• How Well Doctors Communicate 
• Customer Services 
• Shared Decision Making 

 
This methodology results in data that can be compared to national Medicaid data, used for 
county-level comparisons, and for making comparisons of outcomes between different 
managed care models. Each plan’s performance is rated one star (poor) up to five starts 
(excellent) on each indicator, giving a clear picture of member-satisfaction with the plan. 
 
By contrast, the California External Quality Review Organization (EQRO) process of evaluating 
county managed Mental Health Plans (MHP) lacks specificity, accountability or detailed 
information about how each county MHP is performing. Although previously it was a 
requirement that MHPs collect information on customer satisfaction, the California Department 
of Mental Health eliminated that requirement. As a result, according to the 2010-11 EQRO, only 
25% of MHPs are using consumer satisfaction surveys, while 55% are not using data from 
consumer satisfaction surveys and a full 20% of county MHPs are not conducting them at all 
(California EQRO, 2011, pp. 68-69).  
 
In addition, the managed Mental Health Plan quality reports utilize an investigation and 
reporting methodology described as “strengths-based,” beginning each report with lengthy 
discussions of the challenges faced by MHPs and presenting vague generalities, rather than 
reporting on the specific performance outcomes on a county-by-county basis. The 2010-11 
EQRO measured 18 key components, by a standard of Met, Partial, Not Met, and No Review. 
However, the main body of the report does not contain county-specific information nor cross-
county comparisons, and results that are reported are not subjected to critical analysis, except 
in broad generalities. For example, the report says: 
 

“System-wide outcome measurement remains a challenge, with 39 percent rating 
‘present’ on this item, representing predominantly large MHPs. However, a vast majority 
of MHPs endeavor to become proficient in this area, with a roughly equal percentage of 
MHPs rated as ‘partially present.’ Twenty percent of MHPs rated ‘not present,’ with no 
significant efforts to measure consumer outcomes, even within full service partnerships 
or other small programs.”  

(California EQRO 2011, p. 68.) 
 

 
Stated more clearly, 61% of California managed MHPs do not successfully measure and report 
on how consumers fared as a result of services received. 
 
To better understand the important difference in measurement, accountability and public 
reporting between managed health care plans and managed mental health care plans, please 
see examples included in the appendix.  
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California is involved in a full-scale system redesign process, and government officials, 
policymakers, stakeholders and consumers need clear and accountable information in order to 
make informed decisions about where programs are effective, or not, as evidenced by their 
performance. The lack of information about California’s managed mental health programs is a 
significant barrier to making the best decisions and investments in mental health moving 
forward. It is to be hoped and expected that with the transfer of the Specialty Mental Health 
Medi-Cal program to DHCS, county managed MHPs will be measured and reported upon at an 
equivalent standard with physical managed care plans. 
 
 
What We Know About Managed Mental Health Plan Options 
 
Despite the lack of specificity in reporting about California’s mental health MHPs, a review of 
several years’ EQRO reports reveals several prominent concerns that should be considered and 
addressed in system re-design efforts. First, the mental health system has significant and 
ongoing problems with access. Second, the system spends disproportionate resources on a few 
high-cost beneficiaries. Finally, older adults have been and continue to be the most 
underserved population among the age groups. 
 
These themes were consistently repeated throughout several years’ EQRO reports: 

 
• “The most frequently made recommendation concerned improving access for 

underserved demographic groups. However, this access recommendation was one of 
the less frequently addressed recommendations, with 36% of MHPs not responding” 
(California EQRO, 2011, p. 156). 

 
• “A significant number of MHPs do not use penetration rates to measure access by sub-

groups, particularly underserved populations” (California EQRO, 2011, p. 63). 
 

• “Almost half (48%) of MHPs were noted for having problems with access to services… 
For many MHPs, a lack of consistent and standardized tracking tools to measure access 
and timeliness prevents the identification of root causes and taking proper follow-up 
actions to improve access” (California EQRO, 2010, p. 14). 
 

• “The lack of access to psychiatry is a consistent problem across MHPs” (California EQRO, 
2010, p. 15).  
 

• “Disparities in Latino access and cost per beneficiary for females remained 
significant, despite some modest gains” (California EQRO, 2010, p. 15). 
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• “A significant percentage of total Medi-Cal dollars continues to be spent on a 
small percentage of high-cost beneficiaries. The top 12% of beneficiaries with 
more than $10,000 in annual approved claims per beneficiary accounted for 
about 58% of the total approved claims in CY09” (California EQRO, 2010, p. 15). 
 

• “Our analysis indicated notable and highly consistent disparities in access, cost and the 
types of services received by different groups of beneficiaries” (California EQRO, 2008, 
p. 17). 

 
• “Fewer resource dollars were spent on older adults than on beneficiaries in other 

age groups” (California EQRO, 2008, p.17). 
 

• “Over the past three years, the total percentage of Medi-Cal dollars supporting 
high-cost beneficiaries continues to increase (with a high of 26 percent in CY07)” 
(California EQRO 2008, p. 17). 

 
 

However, at the same time, the EQRO reports highlight innovative, exemplary programs and 
promising practices in some counties. Alameda County has developed data reporting which 
offers comparative analysis of populations and outcomes; Humboldt and Trinity Counties have 
each developed a data dashboard to guide management and service delivery. Sonoma County is 
using data analysis to implement evidence-based assessment tools. 
 
San Luis Obispo County has launched a multi-year stigma initiative in English and Spanish, while 
San Mateo County has an innovative cultural competence program. Ventura County has created 
a Latino Access Project. 
 
Los Angeles and Santa Clara counties are both participating in California’s 1115 “Bridge to 
Reform” Demonstration waiver, and significantly expanding health care coverage. Los Angeles 
is implementing health care integration programs involving collaboration with Federally 
Qualified Health Centers (FQHCs) and primary care as well as co-location of services. Santa 
Clara is expanding primary care integration through collaboration with the Santa Clara Valley 
Health and Hospital Systems by means of collaboration with an FQHC; retraining, improving 
consumer engagement, and eliminating a waiting list. Marin County is expanding the reach of 
its existing primary care integration through Medical Homes, collaboration with FQHCs and use 
of the IMPACT model. 
 
Contra Costa County has implemented a clubhouse model for wellness and recovery. San 
Bernardino County is engaged in delivery system redesign to address fiscal solvency, promote 
wellness and recovery, and support consumer employment. Trinity County has developed a six-
bed Adult Living Facility to support consumers living outside the county in locked facilities to 
return home and live in their own community. 
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All of these factors, deficits as well as innovations, are part of the current landscape of the 
county MHPs. Good system re-design policies will subject all of these factors to critical analysis, 
building on strengths and at the same time using the opportunity of system redesign to 
consider changes in service delivery models to solve long-standing areas of low or inadequate 
performance. 
 
 
A Transformation in Behavioral Health Access for Older Adults and Persons With Disabilities 
 
In the past, older adults and persons with disabilities other than serious mental illness have had 
extremely limited access to mental health services. This is primarily, although not entirely, due 
to the limitations on Medi-Cal Specialty Mental Health Services. Title 9, Chapter 11, Section 
1830.205 of the California Code of Regulations sets out very narrow qualifying medical 
necessity criteria for Specialty Mental Health Medi-Cal, limiting reimbursement to 18 specific 
diagnoses from the American Psychiatric Association Diagnostic and Statistical Manual, Fourth 
Edition. These limitations severely restrict who may access mental health services. 
 
The largest driver of change that is now occurring is federal parity, the Pete Domenici and Paul 
Wellstone Mental Health Parity and Addiction Equity Act of 2008. Taking effect January 2010, 
federal parity required mental health and substance use disorder (MH/SUD) benefits equal to 
medical/surgical benefits, prohibited annual and lifetime dollar limits, expanded covered 
diagnoses and included other provisions that expanded access to MH/SUD services. 
 
These changes were further extended under the provisions of the Patient Protection and 
Affordable Care Act of 2010 (ACA). In addition to ending insurance discrimination based on pre-
existing conditions and expanding Medi-Cal eligibility to 133% of Federal Poverty Level, various 
provisions of the ACA implement parity requirements that will apply to most people who have 
public or private health insurance coverage, including the Medi-Cal expansion population, 
qualified health plans in the individual and small group market, and Essential Health Benefits 
under the Exchange. 
 
Under a separate provision, Medicare is also phasing in mental health parity for outpatient 
treatment. The Medicare Improvements for Patients and Providers Act of 2008 re-set co-
payments for outpatient mental health services, incrementally lowering them to the level of 
medical/surgical benefits. The reduction in the coinsurance rate from 50 to 20 percent is being 
phased in over a 5-year period, starting in 2010. 
 
These changes, taken together, are expected to have a major impact on access to MH/SUD 
services. According to a report by the California Institute for Mental Health (CIMH), in 2009 
California spent $3.8 billion on publicly funded MH/SUD services, mostly for the Medi-Cal and 
Health Families populations (Jarvis & Freeman, 2012, Briefing Paper 2). (This is roughly $475 per 
Medi-Cal enrollee, equivalent to a $40 per member/per month rate. The Medi-Cal expansion 
population is expected to cost approximately $23.93 per member/per month.) This report 
estimates that the demand for mental health services is expected to rise as much as 28%, and 
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substance use disorder demand could increase as much as 44%, resulting in an additional $251 - 
$678 million per year in spending for MH/SUD services for the safety net expansion population 
(ibid). This will have major implications for access to behavioral health services for older adults 
and people with non-SMI disabilities: 
 

“Medi-Cal enrollees who do not meet the Specialty Mental Health Medical Necessity 
criteria currently have access to very limited mental health benefit that includes two 
visits a month of mental health care provided by a physical health practitioner, 
medications, and emergency care. We anticipate that these benefits will need to be 
upgraded to the same mental health benefit as that offered to the Medi-Cal expansion 
population, at parity.”  

(Jarvis & Freeman, 2012, Briefing Paper 3, p. 4.) 
 

Similarly, SUD benefits are currently very limited and will have to be expanded to include 
inpatient, outpatient, emergency and prescription drug services to all Medi-Cal enrollees that 
meet medical necessity, at parity (ibid). 
         
These changes present an entirely different landscape for access to MH/SUD services for older 
adults and persons with disabilities, including those who are dual eligibles. The challenge of 
increasing access to services for these previously unserved populations will be in the lack of 
capacity of systems to meet their needs; including a severe shortage of qualified mental health 
professionals, especially those with geriatric specialization; and lack of compliance with the 
Americans with Disabilities Act (ADA) for accessibility for persons with physical disabilities.  
 
 
The Reality: Lack of Capacity and Workforce Shortages Threaten to Limit Access 
 
Older adults and people with disabilities who are not seriously mentally ill are underserved with 
MH/SUD services. According to the National Healthy People 2010 report, one in five Americans 
has a disability or chronic condition, and his or her behavioral health needs are mostly unmet. 
The mental health needs of people with primary disabilities other than mental health are well-
documented. The "psychological emergency" of new onset physical disabilities among adults 
can have with potential psychiatric impacts including depression, alcohol and substance abuse 
and acute stress disorders (Scott, 1998). The prevalence of depression among people with 
intellectual disabilities is about 40% (Cooper, S.A. et al, 2007). Older adults, who are among the 
highest population with disabilities, experience symptoms of depression at a rate of 12-20% 
(Brenda, W.J. et al, 1999). People with physical disabilities have been found to demonstrate two 
times the prevalence of major depression as the norm (Langer, K.G., 1994) and overall, 
approximately 28-59% of adults with disabilities report being depressed (Mitra, M. et al, 2005).  

The unmet mental health needs of older adults and people with disabilities prompted the 
Healthy People 2010 report to identify as a major objective the goal to "reduce the proportion 
of adults with disabilities who report feelings such as sadness, unhappiness, or depression that 
prevent them from being active" (U.S. Department of Health and Human Services, 2000). 
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However, research has shown that there are a number of barriers to adequate behavioral  
health services for these populations, including programmatic access, architectural and 
administrative barriers (Thurer & Rogers, 1987) transportation, finances, attitudes and lack of 
appropriate training among professionals (Pelletier et al, 1985). Fewer mental health system 
resource dollars are spent on older adults than on beneficiaries in other age groups (California 
EQRO, 2008, p. 17). 

The dramatic growth of the older adult population makes these concerns even more pressing. 
Over 12% of the population are in their 60s, 70s and 80s; by 2030 are they are expected to 
grow to 20%. The "oldest old" group, who are age 85 and older are expected to be the fastest-
growing segment of the population.  

California’s older adult population is the country's largest, with over four million seniors 
currently residing in the state (U.S. Census, 2000). According to the California Department of 
Aging, one in every five Californians is now age 60 or older; 40% of these individuals have a 
disability, and nearly one in five have one or more MH/SU conditions (Eden, et al., 2011).  Just 
under half a million older adults in the state identify as Latino or Hispanic; 354,000 identify as 
Asian; over 182,000 as African American and over 100,000 people as Native American, Pacific 
Islander or multiracial (U.S. Census, 2000). Since the current service delivery system 
underserves these populations and since they experience greater health disparities, the 
development of MH/SUD services must emphasize cultural competence, reduction of 
disparities, and appropriate strategies to reach and address this growing community need.  
 
However, the California county mental health and alcohol and drug systems do not currently 
have the overall capacity to address these needs. This is especially true of their workforce 
readiness. A report sponsored by the CIMH estimates that between 145,000 and 2,000,000 
additional individuals in the safety net will need mental health services, and between 85,000 
and 115,000 will seek substance use disorder services. These numbers imply that between 
1,766 and 2,377 new mental health clinicians, and between 2,100 and 2,828 substance use 
clinicians will be needed by 2019 – a total of over 5,000 new clinicians (Jarvis  & Freeman, 2012, 
Briefing Paper 4, pp. 5-6). 
 
The recently released national report The Mental Health and Substance Use Workforce for 
Older Adults: In Whose Hands? creates a call to arms about this issue, stating that the 
magnitude of the workforce shortage to serve geriatric MH/SUD needs is so great that no single 
approach or isolated changes in a few federal agencies or programs will address it (Eden, et al., 
2011, p. 2). These factors complicate a Dual Eligible demonstration strategy that relies on 
“coordination” with an overburdened county mental health system to expand workforce and 
capacity to meet the MH/SUD needs of older adults and people with disabilities other than 
serious mental illness. A CIMH report outlines a number of workforce strategies underway, and 
reports that some of the most promising solutions come from integration with primary care: 
 

“Organizations that are actively using the four quadrant model [of integrated services 
delivered in both health and behavioral health settings] throughout the country are 
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finding that two-thirds to three-quarters of those with behavioral health disorders can 
be successfully treated in primary care, freeing up specialty resources for the highest 
need individuals. They are also finding that successful treatment models in primary care 
are less costly than those in specialty behavioral health settings.”  
 

(Jarvis & Freeman, 2012, Briefing Paper 4, p. 13.) 
 
 
Options and Strategies 
 
The Dual Eligible demonstration MCOs are currently in the process of designing the 
coordination of benefits with behavioral health county agencies and stakeholders through a 
state-organized mental health and substance use integration work group. Upcoming meetings 
are scheduled to be held in Sacramento on Wednesday, August 15, 2012, 2 - 4 pm and 
Wednesday, September 19, 2012, 2-4 pm. Information about the work group may be found at 
http://www.calduals.org/workgroup/bh-integration/. The state’s proposal outlines the 
challenge: 
 

“In California, community behavioral health services and IHSS are administered by 
county agencies and are funded in whole or in part by counties. Coordination with acute 
care or health plans is not generally in place. Incorporating these locally funded and 
administered programs into a coordinated State model requires careful consideration of 
how best to serve beneficiaries and align fiscal and programmatic incentives, while also 
maintaining local flexibility to build on existing successful programs. The State is working 
with stakeholders and local agencies to develop a coordinated model that calls for 
accountability and also allows for local flexibility” (State of California, 2012, p. 37). 

 
The state has posted a policy brief to the Cal Duals website that provides a framework for 
behavioral health integration: State Options for Integrating Physical and Behavioral Health Care 
(Hamblin, et al., 2011). These options include: 1) Managed Care Entity as Integrated Care Entity; 
2) Primary Care Case Management Program as the Integrated Care Entity; 3) Behavioral Health 
Organization as Integrated Care Entity; and 4) Managed Care Organization/Primary Care Case 
Management/Behavioral Health Organization Partnership Facilitated by Financial Alignment.   
 
Option 1 described in the policy brief, Managed Care Organization as Integrated Care Entity, is 
the most comprehensive integration initiative. It would place responsibility for all services, 
including behavioral health for all dual eligible persons, under the managed care organizations 
with a capitation rate. Within this model, MCOs could contract with county MHPs where the 
MHPs are high-performing, innovative or have appropriate capacity to serve the SMI 
population. While the state has avoided the full integration option for now, it has said that 
strategies could include full financial integration in later years. Advocates should be fully 
informed about the strengths and weaknesses of a fully integrated approach. Some of the 
considerations of this option include: 
 

http://www.calduals.org/workgroup/bh-integration/
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• Sufficient provider networks are an issue, and may indicate the need and 
appropriateness for MCOs to contract with county MHPs as well as with community 
providers who currently contract with the MHPs. 

• Strong oversight is needed to ensure behavioral health needs are addressed and funds 
are not reallocated for other purposes. 

• Subcontracting must be designed so as not to replicate existing fragmentation. 
• Specialized MCOs or Special Needs Plans targeted to the SMI population may be 

valuable models for meeting that population’s needs. 
• This model, since it does not incorporate all county mental health systems as a whole, is 

likely to meet with significant resistance from county mental health and alcohol and 
drug programs. 

 
 

Another strategy that is implied in the state best practices policy brief would be a “CARVE IN” of 
behavioral health services for older adults and people with disabilities other than serious 
mental illness. (“In some cases, states may opt for different approaches for different regions of 
the state or for various population subsets, for example, dual eligible individuals under and over 
age 65” [Hamblin, et al., 2011, p. 11]). With this option, the behavioral health needs of dual 
eligible individuals who are not seriously mentally ill would be fully integrated and delivered by 
the MCO, and the funding for these services would be part of a capitation rate. Some 
considerations of this option include: 
 

• Strong oversight is needed to ensure behavioral health needs are addressed and 
funds are not reallocated for other purposes. 

• Sub-contracting must be designed so as not to replicate fragmentation. 
• Compliance with ADA in physical and programmatic accessibility is a key concern. 
• This option implies that county MHPs will continue to manage the behavioral health 

needs of SMI populations, leaving that population at risk for stigma and fragmented 
service delivery. 

 

Given the historical lack of access for older adults and persons with non-SMI disabilities to 
services in county behavioral health systems, the capacity and workforce shortages counties 
face, and the lack of performance and outcome measures, advocates may wish to further 
explore and advocate for a “CARVE IN” strategy to better meet the behavioral health needs of 
older adults and people with non-SMI disabilities. 

 



11 
 

Questions for Discussion 

1) Taken as a whole, are county MHPs effectively serving the needs of persons with serious 
mental illness? Full consideration of this question may be beyond the scope of this 
policy brief, but should be a foundation for policymaking for the seriously mentally ill 
population in the Dual Eligible Demonstration and other system re-design efforts. 

2) As of now, are county MHPs effectively serving the needs of older adults and persons 
with disabilities other than serious mental illness?  

3) If not, do county MHPs have the resources, experience, capacity and an effective plan in 
place to serve the behavioral health needs of older adults and persons with disabilities 
other than serious mental illness? 

4) What are the implications of making investments into collaborative models of 
“coordination” if the medium-term goal is fully integrated services? 

5) If state policymakers privilege “coordinated” behavioral health services over 
“integrated” services, how will the state address the dangers of fragmentation that 
threaten to continue as barriers? 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Prepared by Laurel Mildred, MSW 
Laurel.Mildred@mildredconsulting.com 
7/24/12 
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RRaattiinngg  ooff  HHeeaalltthh  PPllaann  

MMeeaassuurree  DDeeffiinniittiioonn  

MCMC Program members were asked to rate their plan on a scale of 0 to 10, with 0 being the 

―worst health plan possible‖ and 10 being the ―best health plan possible.‖  

NNaattiioonnaall  CCoommppaarriissoonnss  

Table 4-2 shows the adult and child star ratings for Rating of Health Plan.  

Table 4-2—Rating of Health Plan 
Adult Medicaid  Child Medicaid  

Kaiser Permanente-North—Sacramento   Kaiser Permanente-South—San Diego   

Kaiser Permanente-South—San Diego   Kaiser Permanente-North—Sacramento   

Health Plan of San Mateo—San Mateo   Central CA Alliance for Health—Monterey, Santa Cruz   

Health Net—Tulare   Health Net—Los Angeles   

Central CA Alliance for Health—Monterey, Santa Cruz   Health Net—Fresno   

Partnership Health Plan—Napa, Solano, Yolo   Health Net—Tulare   

Health Net—Los Angeles   Health Plan of San Mateo—San Mateo   

CenCal Health—Santa Barbara   Anthem Blue Cross—Tulare   

Inland Empire Health Plan—Riverside, San Bernardino   CalOptima—Orange   

Anthem Blue Cross—Tulare   Santa Clara Family Health Plan—Santa Clara   

CalOptima—Orange   CenCal Health—Santa Barbara   

Community Health Group—San Diego   Anthem Blue Cross—San Joaquin   

Health Net—Fresno   Molina Healthcare—San Diego   

Health Plan of San Joaquin—San Joaquin   Anthem Blue Cross—Contra Costa   

Molina Healthcare—Riverside, San Bernardino   Health Plan of San Joaquin—San Joaquin   

Health Net—Kern   L.A. Care Health Plan—Los Angeles   

Medi-Cal Managed Care Program Average   Inland Empire Health Plan—Riverside, San Bernardino   

Molina Healthcare—San Diego   Medi-Cal Managed Care Program Average  

Anthem Blue Cross—San Joaquin   Contra Costa Health Plan—Contra Costa   

Contra Costa Health Plan—Contra Costa   Community Health Group—San Diego   

Alameda Alliance for Health—Alameda   Kern Family Health Care—Kern   

Kern Family Health Care—Kern   Anthem Blue Cross—Alameda   

L.A. Care Health Plan—Los Angeles   Anthem Blue Cross—Stanislaus   

Santa Clara Family Health Plan—Santa Clara   Partnership Health Plan—Napa, Solano, Yolo   

Anthem Blue Cross—Fresno   San Francisco Health Plan—San Francisco   

Anthem Blue Cross—Stanislaus   Alameda Alliance for Health—Alameda   

Health Net—Stanislaus   Care 1st—San Diego   

San Francisco Health Plan—San Francisco   Anthem Blue Cross—Santa Clara   

Care 1st—San Diego   Health Net—San Diego   

Health Net—Sacramento   Health Net—Stanislaus   

Anthem Blue Cross—Santa Clara   Anthem Blue Cross—San Francisco   

Anthem Blue Cross—San Francisco   Molina Healthcare—Riverside, San Bernardino   

Anthem Blue Cross—Contra Costa   Molina Healthcare—Sacramento   

Anthem Blue Cross—Alameda   Anthem Blue Cross—Fresno   

Anthem Blue Cross—Sacramento   Health Net—Kern   

Molina Healthcare—Sacramento   Anthem Blue Cross—Sacramento   

Health Net—San Diego   Health Net—Sacramento   

+ If the health plan had fewer than 100 respondents for a measure, caution should be exercised when evaluating these results.  
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SSttaattee  CCoommppaarriissoonnss  

Figure 4-10—Rating of Health Plan Top-Box Rates 

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%
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Molina Healthcare - Riverside, San Bernardino 
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The MCMC Program‘s star ratings for Rating of Health Plan were Poor for the adult population 

and Fair for the child population. For the National Comparisons, 31 out of 36 plans for the adult 

population and nine out of 36 plans for the child population demonstrated Poor performance for 

this measure. There were eight plans for the child population and two plans for the adult 

population that had Excellent or Very Good star ratings for Rating of Health Plan. 

Kaiser Permanente–North in Sacramento County and Kaiser Permanente–South in San Diego 

County had Excellent star ratings for both the adult and child populations when compared to 

national data. Both of these plans also scored significantly higher than the MCMC Program 

weighted average for the State Comparisons analysis.  

There were eight plans that had Poor star ratings for both the adult and child populations when 

compared to the national data and also scored significantly lower than the MCMC Program 

weighted average for the State Comparisons analysis:  

 Anthem Blue Cross in Fresno County 

 Anthem Blue Cross in Sacramento County 

 Anthem Blue Cross in San Francisco County 

 Health Net in Kern County 

 Health Net in Sacramento County 

 Health Net in San Diego County 

 Health Net in Stanislaus County 

 Molina Healthcare in Sacramento County 
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Figure 3–3.  Strengths and Opportunities by Category 

Issue Strengths Opportunities Total Percentage 

Quality 55 43 98 29% 
Communication & 
Collaboration 34 26 60 17% 
Access 23 30 53 16% 
IS implementation  
and use 25 25 50 15% 
Wellness & Recovery 16 11 27 8% 
Timeliness 7 16 23 7% 
Outcomes 4 11 15 5% 
Workforce 4 6 10 3% 

 

Quality 

Issues that speak to general quality were cited as strengths or opportunities 29 percent of 
the time, more often cited as a strength. The QI function, its use and display of data, and the 
allocation of staffing resources were more often cited within large MHPs. In addition, using 
levels of care assessments to drive service delivery was most often noted as a strength in small 
and small-rural MHPs. Similarly, when level of care issues were cited as an opportunity for 
improvement, it was more often in small MHPs 

Communication and collaboration 

Issues associated with communication and collaboration were cited as strengths and 
opportunities in MHPs of all sizes. Collaboration with primary care was a particular strength in 
large and medium MHPs, and less so for small-rural MHPs. Small MHPs were more frequently 
cited for their strengths in general collaborative efforts, and small-rural MHPs were noted for 
their communication in particular. On the other hand, large MHPs were more likely to be noted 
for their need to improve collaborative efforts, and both large and small MHPs were noted for 
their need to improve communication among staff and stakeholders. 

Access 

Access issues were most frequently cited as a strength in small-rural MHPs, and efforts 
to reach underserved groups were noted in medium MHPs in particular. As an opportunity for 
improvement, this issue presented more frequently in small and small-rural MHPs.  
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MHP: Alameda
CAEQRO Size: Large Region: Bay Area(1)

Individual Mental Health Plan Summary - FY11
CA External Quality Review Organization

B.  FY11 Strengths
The formation of a broad based quality improvement unit with connection to senior leadership shows a 
commitment to quality management and performance improvement.

1.

The development of extensive training and use of the Recovery Knowledge Inventory through the Wellness
Recovery Resiliency Hub has strengthened measurable recovery skills development among staff, 
providers, consumers, and family members.

2.

MHP addressed leadership succession planning through sending six managers to CiMH Leadership 
Institute, providing facilitation training, management orientations, and beginning development of training on 
communication, collaboration and decision making.

3.

C.  FY11 Opportunities for Improvement
Stakeholders continue to report problems with accurate, consistent, two way communication. There is a 
need for improved communication to manage the large system of care with 85% of services provided by 
contractors.

1.

The MHP has not made much progress on conducting two performance improvement projects with 
measurable indicators and interventions designed to improve outcomes for consumers.

2.

The use of outcome reporting and review of key data indicators, including penetration rate monitoring of 
underserved groups, to improve access and services remains fragmented and under developed.

3.

A.  Response to Key Recommendations from FY10
Develop a Quality Management department and resource the department with staff with behavioral health 
quality management expertise:

1.

Fully Addressed Partially Addressed Not Addressed

To the extent possible, expand the use of Clinicians Gateway by setting deadlines for use by all staff and 
giving interested CBOs access:

2.

Fully Addressed Partially Addressed Not Addressed

Enlist contractors in examining the contracting system to reduce fragmented contracting and address any 
barriers to service engagement.  Assess timeliness and identify/implement improvements.  Use utilization 
and other relevant data to examine the issues:

3.

Fully Addressed Partially Addressed Not Addressed

D.  FY11 Top Five Recommendations A-Access, T-Timeliness, Q-Quality, O-Outcomes, I-Info Systems, Oth - Other

Involve staff and contractors in developing and evaluating strategies to improve 
organization wide communication.

1. Q,Oth

Provide leadership support and involve stakeholders to conduct two active and ongoing 
performance improvement projects that can be implemented and remeasured in a 
timely way.

2. Q,O

Continue to develop key indicator and outcomes measurement for all age groups, 
disseminate results, and use the information to improve services. Expand outcomes 
measurement beyond a few selected programs and incorporate it system wide.

3. O

Continue to simplify and streamline the contracting process through standardization of 
business processes. Collaborate with and involve contract providers in system 
development and evaluation of system improvements.

4. A,Q,Oth

Address barriers to consumer/family member employment, access to benefits, and 
career advancement.

5. Q,Oth
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G.  Medi-Cal Approved Claims Data Calendar Year 2009 (2)

Element MHP Region MHPs of Similar Size Statewide Rank of 56 MHPs
Penetration Rate (PR):
Foster Care PR:
Hispanic PR:

9.08% 7.61% 6.25% 6.15% 17
78.69% 69.11% 59.43% 62.43% 10
5.01% 4.06% 3.57% 3.56% 12

App Claims/Bene (ACB):
White ACB:   
Hispanic ACB: 
Male ACB:   
Female ACB:  
Foster Care ACB:   

$6,075 $6,241 $4,410 $4,841 13
$6,095 $6,457 $4,370 $4,968 13
$5,601 $6,015 $3,979 $4,600 9
$7,260 $7,284 $5,009 $5,451 9
$5,027 $5,264 $3,858 $4,265 15

$10,579 $12,184 $7,413 $7,705 11

I.  Review of Key Components Met Partial Not Met No Review
1.
2.
3.
4.
5.
6.
7.
8.
9.

10.

Quality management and performance improvement are priorities

Penetration Rates are used to monitor and improve access
Manages and adapts its capacity to meet service needs
Service accessibility and availability reflect cultural competence
Consumers and family members are employed in key roles
Stakeholder input and involvement in planning and implementation
Effective communication from MHP administration
Integrity of Medi-Cal claim process
Investment in information technology infrastructure is a priority
Data is used to inform management and guide decisions

11. Integration and/or collaboration with community based services
12. Tracks access data from initial contact to first appointment
13. Tracks access data to first psychiatric appointment
14. Tracks timely access to hospitalization follow up appointments
15. Tracks No Shows to improve overall timeliness to services
16. Consumer run and or consumer driven programs
17. Measures clinical and/or functional outcomes of consumers served
18. Utilizes information from Consumer Satisfaction Surveys

H.  Current Systems/Planned Changes     

New system in placeActively searching for a new system
Considering a new system Implementation in progress
No Plans to replace the current syste New system selected, not in imp

E.  Performance Improvement Project - Clinical    
Title: Primary Care Integration

Status: Active Little/No Activity None
Completed Concept/Design

(N=13)
Yes - 0,  Partial - 0,  No - 13
Key Elements:

F.  Performance Improvement Project - Non-Clinical    
Title: EPSDT

Status: Active Little/No Activity None
Completed Concept/Design

(N=13)
Yes - 0,  Partial - 0,  No - 13
Key Elements:
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