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Introduction
Consumers, purchasers and regulators across the nation have been demanding greater accountability for the quality of healthcare.  It is generally agreed that the introduction of 
managed care or health maintenance organizations (HMOs) provided an opportunity to increase accountability in healthcare quality.1  However, many have found that widespread 
and persistent, systemic shortcomings in quality exist throughout our nation’s healthcare system.2 The Institute of Medicine (IOM) launched a study in 2001, Crossing the 
Quality Chasm: A New Health System for the 21st Century, defining a vision for improving the quality of our nation’s healthcare. The Chasm report distilled the principles 
of change into six guiding goals: healthcare should be safe, effective, efficient, patient-centered, timely and equitable.3 Since this report, the IOM has focused on translating 
these goals into reality. And while these efforts are not solely focused on the delivery of care through managed care systems, they indicate the need to evaluate this delivery 
system given the nation’s investment and promise to control costs while improving patient care. 

For healthcare consumers in California, managed care is the primary delivery system. Managed care covers more than 17 million California residents,4 the largest managed care 
enrollment level in the country.5  Of these, over 7 million are low-income and working-poor families and children who are covered by one of three public healthcare programs: 
Medi-Cal, Healthy Families, or through a local Children’s Health Initiative.6 For low-income uninsured children and their families, healthcare coverage has expanded through a 
series of incremental steps.  The effort began with the introduction of the Medicaid or Medi-Cal program in California in 1965.  The program has evolved over time to extend 
coverage to 3.3 million children statewide.  As the number of uninsured children continued to grow, significant federal and state expansion efforts have built upon the Medi-Cal 
program.7  Today, an additional 673,000 children8 are enrolled in the Healthy Families Program through the State Children’s Health Insurance Program (SCHIP).  With support 
of Proposition 10 funding and other funding sources, more than 44,000 children9 ineligible for either the Medi-Cal or Healthy Families programs are enrolled in nine county-
sponsored Children’s Health Initiatives (CHI).  All three programs utilize a managed care model in which care is provided through 27 health plans statewide. Combined, these 
programs represent the healthcare delivery system for the most vulnerable population.  

The growth of managed care in California has resulted in an increased number of regulatory and oversight agencies and quality assurance systems. These systems developed 
over time through a series of parallel, yet often disjointed, efforts by government regulatory and oversight agencies at the federal, state, and local levels.  In California, the role 
of regulator and administrator for publicly-sponsored programs is the responsibility of the following agencies: Centers for Medicare and Medicaid Services (CMS); California 
Department of Managed Health Care (DMHC); California Department of Health Services (CDHS); Managed Risk Medical Insurance Board (MRMIB); and the advisory boards 
of the local Children’s Health Initiative (CHI).  

Each agency represents one or more coverage programs, with an independent administrative structure, funding stream and quality assurance system.  Within this network, we find 
separate standards of accountability and reporting based on who finances the program and irrespective of the program services or population served.  For consumers enrolled 
in one of California’s public health coverage programs, discrepancies exist in accountability, quality information, and ultimately in the quality of care received. As California 
moves forward to expand coverage through county and/or privately-sponsored health coverage programs and ultimately moves to create a seamless system of care for children, 
it is increasingly important that the programs are bolstered by an infrastructure and systems of quality assurance and accountability that are aligned, efficient, and effective.  

Having regulatory agencies work together not only reduces state costs and increases administrative efficiencies, but also improves quality performance.10  Both The Commonwealth 
Fund and the Institute for Healthcare Improvement have recommended that agencies and departments adopt common quality improvement efforts to advance quality healthcare.11  
To bridge differences and decrease replication, California has sought to reduce duplication in oversight. However, these efforts have been largely directed towards managed 
care organizations participating in the state Medicaid program.  In the absence of broader efforts by regulatory and oversight agencies to better align and coordinate systems, 
consumers must rely on isolated quality assurance systems, and managed care organizations must meet a wide range of incongruent state, federal and local requirements. 

This policy brief is the fourth in a series focusing on quality improvement strategies for Medi-Cal managed care and other public health coverage programs.  The brief will go 
beyond the Medi-Cal program and review quality assurance systems for all children’s health coverage programs to identify opportunities to improve monitoring, oversight, and 
the quality of care California offers its children.

2



Overseeing	Quality	for	California’s	Children
As a consequence of expanding managed care in California’s publicly-sponsored healthcare programs, multiple regulatory and oversight activities emerged to ensure quality 
care for low-income children and their families.  Many of these activities and systems reflect funding streams, state legislation, regulatory policies, and industry standards at the 
time of implementation rather than efforts to meet clear long-term policy goals. The regulatory and oversight agencies for publicly-sponsored programs include the Centers for 
Medicare and Medicaid Services (CMS); California Department of Managed Health Care (DMHC); California Department of Health Services (CDHS); Managed Risk Medical 
Insurance Board (MRMIB); and the advisory boards of the local Children’s Health Initiative (CHI) health program.  

Trends at the national level towards industry standardization influenced the elements these agencies included in their quality assurance policies. For example, the National 
Committee for Quality Assurance (NCQA) evaluates health plans for patient safety, confidentiality, consumer protection, access, service and continuous improvement.12 NCQA 
also accredits managed care health plans, at the health plans’ request, to provide standardized, objective information about the quality of managed care organizations.13  The 
CMS, National Academy for State Health Policy (NASHP), and the Agency for Healthcare Research and Quality (AHRQ) have also developed tools, frameworks, and guidelines 
for states to follow in establishing a comprehensive quality assurance system that not only monitors but also encourages quality improvement efforts.  As a result of these efforts 
and others, it is increasingly evident that a quality assurance system should examine and inform on the following: Financial Stability; Access and Capacity; Utilization; Delivery 
of Care/Services; Consumer Experiences; and Evaluation.  To assess how California’s regulatory and oversight agencies examine the quality of public health coverage programs, 
their role and quality assurance systems must be investigated. 

Federal	Regulator	
CENTERS	FOR	MEDICARE	AND	MEDICAID	SERVICES

CMS, formerly the Health Care Financing Administration (HCFA), is the federal agency with oversight responsibility for Medicare, Medicaid, and SCHIP.  CMS also implements 
various provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  While CMS does not directly oversee the delivery of healthcare, the agency sets 
forth guidelines, standards, and requirements for state administrators of the Medicaid and SCHIP programs to utilize when structuring their quality assurance systems, as these 
programs represent a significant federal and state partnership. CMS’s efforts focus on:

• Protecting and improving beneficiary health and satisfaction

• Providing leadership in the broader healthcare marketplace to improve health.14 
State	Regulator	

DEPARTMENT	OF	MANAGED	HEALTH	CARE
DMHC operates as the “control tower over the industry” working for “aggressive prevention, high quality healthcare, improved consumer education and empowerment, HMO 
and medical group solvency and accountability.”15  Thus, with a few minor exceptions,16 DMHC has responsibility for executing the laws that regulate all HMOs within the state, 
totaling over 10017 health plans that encompass vision, dental, and general health services.  The Knox-Keene Act of 1975, including subsequent amendments and regulations, are 
the laws by which DMHC is authorized to oversee managed care plans.  To support and improve a better managed healthcare system in California, DMHC efforts focus on:

• Ensuring HMO accountability by enforcing prevention and quality of care laws

• Developing and launching public education and awareness efforts

• Providing an annual report card on quality of care of the state’s HMOs

• Ensuring fiscal accountability for consumer premium dollars and co-payments throughout the HMO system

• Working to bring managed healthcare back to its roots of better preventative care that saves lives and preserves precious health dollars for those who become ill.18 

State	Administrators	
CALIFORNIA	DEPARTMENT	OF	HEALTH	SERVICES

CDHS administers a broad range of public and clinical health programs for Californians, including Medi-Cal.  In 1993, California submitted a Medicaid waiver under Section 
1115 of the Social Security Act to capitalize on the promises of managed care.  The waiver sought authorization to enroll all Medi-Cal eligible families with dependent children 
in a mandatory managed care system.  The approval of the waiver led to the development of the Division of Medi-Cal Managed Care under CDHS, which oversees 23 Medi-Cal 
managed care health plans.19 To ensure quality within the Medi-Cal program, the Department’s efforts focus on:

• Its partners and collaborative relationships to improve the health of all Californians

• Ensuring that all Californians have access to high quality healthcare, experience low levels of preventable diseases and disabilities, and enjoy optimal levels of 
health and well-being

• A valued and expert work force committed to continually improving the quality of services the CDHS provides

• Being a steward dedicated to improved public access, fiscal integrity, and accountability of programs and services.20 
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MANAGED	RISK	MEDICAL	INSURANCE	BOARD
MRMIB was created in 1990 with a broad mandate to advise the Governor and the Legislature on strategies for reducing the number of uninsured persons in the state. The 
Board is made up of volunteers appointed by the Governor and Legislature who provide general oversight and instruction to the MRMIB executive director and staff.  As a 
result of federal efforts to expand healthcare coverage to uninsured children, the federal government established and provided funding for the State Children’s Health Insurance 
Program (SCHIP).  In turn, the state established the Healthy Families program in 1997 to provide low-cost healthcare coverage to children under 19.  Currently, MRMIB has 
administrative responsibility for Healthy Families, Access for Infants and Mothers (AIM), and the Major Risk Medical Insurance Program (MRMIP).  MRMIB is responsible 
for the administrative oversight of the 24 health plans21 providing care to children throughout the state under the Healthy Families program.  To ensure quality within Healthy 
Families, MRMIB’s focus is on:

• Improving the health of Californians by increasing access to affordable, comprehensive and quality healthcare coverage.22

  
CMS, DMHC, CDHS, and MRMIB provide a federal and state regulatory and administrative system to govern the quality of care given to consumers in managed care, including 
in the Medi-Cal and Healthy Families programs. The establishment of Children’s Health Initiatives (CHI) added quality oversight at the county level.  

County	Administrator
COUNTY-SPONSORED	CHILDREN’S	HEALTH	INITIATIVES

There are currently 9 county-sponsored CHI programs with 8 health plan administrators.  Each CHI represents the children’s health insurance program known as Healthy 
Kids23 in 8 of 9 counties.  The health programs exist in Alameda, Santa Clara, San Francisco, Riverside, San Mateo, Los Angeles, San Bernardino, San Joaquin, and Santa 
Cruz counties.  Other counties—including Kern, San Luis Obispo, Tulare, Fresno, Sonoma and Del Norte—are well on their way to implementing similar types of coverage 
expansions.  Funding for the health programs comes from various sources including state and/or county First 5 Commissions with Proposition 10 funding supporting services 
specifically for young children (birth to 5 years of age); the city or county; the health plans that deliver the health services; and various foundations and hospitals.  Currently, 
the health plans administering the CHI programs are the local initiative24 health plans operating under the 1115 waiver within the Medi-Cal program or through the established 
County Organized Health System (Table I).  However, commercial health plans could eventually administer the program.

Table	I:		Children’s	Health	Initiatives	

County Year		Established Funding Health	Plan

Alameda	(AL) 2000
Tobacco	Settlement	Funds
Alameda	Alliance	for	Health

Foundations
Alameda	Alliance	for	Health

Santa	Clara	(SC) 2001

First	5	Santa	Clara
County	Board	of	Supervisors

City	of	San	Jose
Santa	Clara	Family	Health
Foundations	&	Hospitals

Santa	Clara	Family	Health	Plan

San	Francisco	(SF) 2002
First	5	San	Francisco

City	and	County	of	San	Francisco	
General	Revenue

San	Francisco	Health	Plan

Riverside	(RI) 2002

First	5	Riverside	
Riverside	County

Inland	Empire	Health	Plan
Foundations

Inland	Empire	Health	Plan

San	Mateo	(SM) 2003

First	5	San	Mateo
County	Board	of	Supervisors
Peninsula	Health	Care	District

Foundations	&	Hospitals

Health	Plan	of	San	Mateo

Los	Angeles	(LA) 2003

First	5	Los	Angeles
UniHealth	eApp

LA	Care	Health	Plan
Foundations

LA	Care	Health	Plan

San	Bernardino	(SB) 2003
First	5	San	Bernardino

Inland	Empire	Health	Plan Inland	Empire	Health	Plan

San	Joaquin	(SJ) 2003
First	5	San	Joaquin	

Health	Plan	of	San	Joaquin Health	Plan	of	San	Joaquin

Santa	Cruz	(SCZ) 2004

First	5	Santa	Cruz
County	Board	of	Supervisors
Foundations	&	Hospitals

Central	Coast	Alliance	for	Health
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These initiatives were developed to expand coverage to children ineligible for state- and federally-funded programs.  Consequently, the CHI programs fall outside federal 
mandates for Medi-Cal or Healthy Families.  CHI programs are largely subject only to DMHC’s regulations because they are generally offered through a Knox-Keene licensed 
health plan.  Thus, the CHI’s role, capacity, and efforts to ensure quality are solely dependent on the local entity’s commitment to quality assurance and DMHC requirements.  
To ensure some quality oversight authority, the CHIs, through their contracts and/or Memorandums of Understanding (MOU) with the health plans, have outlined additional 
recommendations for program management, structure, and quality improvement beyond what is currently required under the Knox-Keene Act.

The older CHI programs, such as Alameda’s and Santa Clara’s, have more developed quality assurance systems than programs established within the last year.  Some CHIs have 
gone a step further by hiring an independent evaluator, the Urban Institute, to assess their administrative data, their capacity to facilitate care, and consumer experiences.25 
However, the current administrative model essentially eliminates one level of accountability and independent oversight seen in the Medi-Cal and Healthy Families programs 
through the state administering agencies.  Efforts are underway by California’s First 5 Children and Families Commission to further enhance the quality assurance efforts 
undertaken by the CHI health insurance programs, including working with DMHC to avoid duplicating any regulatory requirements.  

With this understanding of the roles of the regulatory and administrative agencies, we can review the activities each agency conducts to oversee and monitor quality care.  
Many of the agencies apply similar activities, tools, measures, and improvement efforts.  Table II indicates the quality monitoring and oversight activities of each regulatory and 
administrative agency. CMS’s requirements and standards are reflected in CDHS and MRMIB activities.  

Table	II:	Monitoring	and	Oversight	Activities	in	California

Activities
DMHC CDHS MRMIB County	CHI	

MC HF CHI MC HF AL SC SF RI SM LA SB SJ SCZ
																																																																								Capacity	to	Facilitate	Care

Facility	reviews	(e.g.	health	and	safety,	qualified	staff,	
evaluate	health	plan/contractor	relationship) √a √ √ √a √ √ √ √ √ √ √ √ √ √

Utilization	management	reviews	and	data	collection	
(e.g.	encounter,	demographics) √a √ √ √a √ √ √ √ √ √ √ √ √ √

Access	and	availability	(e.g.	cultural/linguistic,	
emergency	services)	reviews	and	data	collection √a √ √ √a √ √ √ √ √ √ √ √ √ √

Administrative	organization	capacity	reviews √a √ √ √a √ √ √ √ √ √ √ √ √ √
Financial	audits
(includes	interviews	and	collection	of	data) √a √b √ √a √b √ √ √ √ √ √ √ √ √

Quality	management	reviews √a √ √ √a √ √ √ √ √ √ √ √ √ √
																																																																									Level	of	Care	Provided

Plan	performance	based	on	clinical	measurement	
collection	(e.g.	HEDIS	and	non-HEDIS) √ √ √ √ √ √

Plan	performance	based	on	consumer	experiences	
(e.g.	CAHPS) √ √ √c

Grievance	and	complaint	reviews	and	data	collection √a √ √ √a √ √ √ √ √
Plan	performance	measurement	comparison/benchmarks √ √ √ √ √ √

																																																																									Improvement	Efforts
Data	(can	include	demographics	&	enrollment)	
collection	results	are	shared	internally √ √ √ √ √ √ √ √ √ √ √ √ √ √

Data	(can	include	demographics	&	enrollment)	
collection	results	are	made	available	to	public √ √ √ √ √

Public	reporting	for	consumers	 √d √
Quality	studies	on	health	status	&	improvements √ √ √ √ √
Quality	improvement	projects √ √ √ √ √ √ √

Notes:	a—These	audits	are	conducted	jointly	between	DMHC	and	CDHS	to	prevent	duplication.	
b—Financial	audits	are	coordinated	between	DMHC	and	MRMIB	to	prevent	duplication.
c—SFHP	has	developed	its	own	survey	to	measure	its	Healthy	Kids	consumer	experiences	and	satisfaction.	
d—CDHS	is	currently	working	on	a	consumer’s	guide/report	card	as	a	form	of	public	reporting	on	Medi-Cal	managed	care	health	plans.
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While the regulations and guidelines established in the Knox-Keene Act provide a baseline, Medi-Cal has been the model for California’s quality assurance systems for its 
children’s coverage programs.  The quality assurance system adopted by MRMIB for the Healthy Families expansion is almost identical to Medi-Cal’s. Similarly, many of the CHIs 
modeled their quality assurance activities around MRMIB’s Healthy Families program. A review of California’s regulatory and oversight agencies’ roles and activities indicates 
that many agencies are conducting and sharing similar processes and goals. Therefore, state and local agencies should examine opportunities for alignment and coordination 
to improve quality oversight, monitoring, and delivery, while still recognizing the need for some independence to reflect the variety of populations served. 

One effort to better coordinate among the agencies currently takes place with CDHS and DMHC. Their joint monitoring activity includes reviews of facilities, utilization 
management, access and availability of care, administration structure, financial stability, grievances and complaints, and quality management of care.  This joint monitoring 
occurs every 3 years.  CDHS collects this information for years not jointly monitored. DMHC utilizes the jointly-gathered information to determine licensing approval for 
managed care plans. 

As the oversight entity for Medi-Cal managed care, CDHS goes a step further.  It independently collects and analyzes clinical and consumer data to evaluate the plans’ quality 
performance.  CDHS utilizes these data to develop quality studies and identify areas for improvement, and then often addresses these areas through collaboratives among the 

health plans.

MRMIB’s activities are conducted independently of both DMHC and CDHS.  However, MRMIB relies on DMHC auditing, especially its financial audits.  MRMIB and DMHC 
develop joint timelines for reviews so that both agencies are timely in their approval of plan regulatory filings.  MRMIB separately reviews facilities, utilization management, 
access and availability of care, administration structure, grievances and complaints, and quality care management.  These activities occur every year.  It also independently 
collects and analyzes clinical and consumer data to evaluate the plans’ quality performance.  MRMIB utilizes these data to develop quality studies and identify areas for 
improvements.  

As demonstrated by Table II, each county and program conducts activities for the CHIs that are independent of other CHI programs and of DMHC, CDHS, and MRMIB. This 
failure to coordinate creates a system that relies on self-regulation by the CHI and/or health plan for the delivery of quality care with the exception of DMHC regulation of the 
health plan. 

As a result of the activities listed in Table II, information about the “level of care” provided is reported to three separate entities every year.  Reviews and audits of “capacity to 
facilitate care” are also conducted by three separate entities, with the addition of one conducted jointly with DMHC every three years.  All entities, except for DMHC, analyze 
their findings and share this information within their department to evaluate how well a health plan is performing every year.  DMHC generally issues “medical survey” reports 
every 3 years, but does conduct “non-routine” or focused reviews at other times, when the need arises.  Diagram A further illustrates the contractual relationships among the 
health plans, regulators, and administrators and the crossover in oversight. 

Diagram	A	:	Quality	Oversight	&	Reporting	Relationships	

One opportunity to coordinate efforts centers on monitoring health plans’ “capacity to facilitate care.”  Others exist in aligning how agencies and health plans assess the level 
of care provided and in improving the collection of clinical measures and consumer experience data. While Medi-Cal has a broader scope of quality assurance activities in this 
area because it also serves adults, all three programs could focus alignment efforts around their child populations. 

CMS

County	CHI CDHS	Medi-Cal Healthy	Families

HMO HMO HMO

DMHC



Measuring	Quality	of	Care	for	Children
In the managed care industry, the primary data used to determine delivery of services are clinical and consumer experience measures.  CDHS, MRMIB, and a few CHIs incorporate 
these measures in their quality assurance systems.  Health Employer Data Information System (HEDIS) and Consumer Assessment Health Plan Survey (CAHPS) are the principal 
tools used to collect performance data. These tools were developed by NCQA to transform healthcare quality through measurement, transparency, and accountability.26

HEDIS is the most widely accepted measurement of performance both in public and commercial markets.  Currently, there are 56 HEDIS quality measurements.  Of the 56 
measures, the Medi-Cal program collects nine measures, five of which target children.  As the Healthy Families program serves children, not adults, MRMIB collects six HEDIS 
measurements that target only children.  Before enrollment began for the Healthy Families program, there was an extensive process of involving consumers, advocates and health 
plans in developing a set of measures for quality.  The number of clinical measures collected by the CHI programs varies from four to five.  The CAHPS surveys are currently 
used in the Medi-Cal and Healthy Families program.  These surveys are given to each program’s specific population to measure consumer experiences and satisfaction.  The 
CHI health programs are considering using these surveys.  

The Medi-Cal program also collects three non-HEDIS measures, while the Healthy Families program collects one non-HEDIS measure.  All of the child-based measures for the 
three programs are outlined in Table III.  

Table	III:	Child-Based	Quality	Assurance	Measures	by	Program

HEDIS	Measures MC HF County CHI27

Alameda Santa	Clara San	Francisco Riverside

Use	of	appropriate	medications	for	people	with	
asthma

√ √ √a

Childhood	immunization	status √ √ √ √ √a √a
Child	and	adolescent	access	to	primary	care	
practitioners	(PCP) √ √ √ √ √

Well-child	visits	(Year	3,	4,	5,	6) √ √ √ √ √ √
Adolescent	well-care	visits √ √ √ √ √ √
Well-baby	visits	(First	15	months	of	life) √ √
Follow-up	after	hospitalization	for	mental	illness √
Treatment	for	children	with	upper	respiratory	infection √
CAHPS √ √

Non-HEDIS	Measures
Children’s	initial	health	assessment	 √ √ √
Asthma	rescue	medicine		 √
Blood	lead	screening √

Note: a—These measures will be collected for the upcoming year.

As seen in Table III, there are several key HEDIS childhood measures that are collected by both the Medi-Cal and Healthy Families programs and the CHI health programs.  Only 
four of the nine county CHI health programs have been in operation for more than two years, the minimum time needed to collect HEDIS measures.  Therefore, data on clinical 
quality performance are in the developmental stages.  Data on the well-child visits and adolescent well-care visits are collected by all programs.  By next year, the childhood 
immunization measure will also be collected by all programs.  Information on access to a PCP is collected by all programs with the exception of Medi-Cal.  

Only the Medi-Cal and Healthy Families programs have adopted the CAHPS survey to assess consumers’ experience satisfaction with care.   As with any patient satisfaction 
survey, CAHPS can be expensive to administer and requires a significant sample size to provide meaningful data.  The fact that several CHIs have operated for less than three 
years may contribute to their hesitation in this area.  Furthermore, there is little agreement or consistency in the collection of other child health indicators beyond a few basic 
HEDIS measures.    

In addition to the variance in measurements collected by programs, there is no consistency or agreement on how the measures are analyzed and viewed comparatively.  The 
tendency is to compare health plan performance within the specific programs and within the region in which the plan operates.  Medi-Cal and Healthy Families also compare 
to national performance standards. The CHI contracted health plans currently evaluate themselves against the other programs they administer and the other health plans that 
deliver the CHI health program.  All three program administrators review the results of these findings to see how well their health plans are performing.  However, there is no 
cross comparison among the three children’s programs because of their different program requirements.  The type of reports generated and who reviews them also vary across 
all programs.
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The	Role	of	the	Health	Plan
In addition to understanding the various regulatory and administrative activities that occur at the state and local levels, one must also consider how these roles and quality 
assurance systems impact the health plans directly responsible for delivering care to consumers.  Of the 27 health plans facilitating healthcare through their medical networks 
and providers for California’s low-income children, 20 health plans28 contract with at least two of the children’s coverage programs (Table IV).

Table	IV:	Participation	of	Managed	Care	Health	Plans	in	Children’s	Coverage	Programs

HMO Medi-Cal Healthy	Families County	CHI

Alameda	Alliance	for	Health √ √ √
Central	Coast	Alliance	for	Health	Plan √ √ √
Health	Plan	of	San	Joaquin √ √ √
Health	Plan	of	San	Mateo √ √ √
Inland	Empire	Health	Plan* √ √ √
LA	Care	Health	Plan √ √ √
Santa	Clara	Family	Health	Plan	 √ √ √
San	Francisco	Health	Plan √ √ √
Blue	Cross* √ √
Cal	Optima √ √
Community	Health	Group* √ √
Contra	Costa	Health	Plan √ √
Health	Net √ √
Kaiser	Permanente √ √
Kern	Family	Health	Care √ √
Molina* √ √
Santa	Barbara	Regional	Health	Authority √ √
Sharp	Health	Plan √ √
UHP	Healthcare √ √
Universal	Care √ √
Partnership	Health	Plan √
UCSD	Health	Plan √
Western	Health	Advantage √
Blue	Shield √
Care	First	Health	Plan √
Community	Health	Plan √
Ventura	County	Health	Care	Plan √

Note: * These health plans are NCQA accredited.

The 20 health plans are responsible for establishing quality assurance structures in accordance with DMHC, CDHS, and MRMIB’s regulatory and oversight requirements and 
activities. As seen in Diagram A, a health plan that delivers three programs would respond to four regulatory and/or administrative entities.  Even health plans delivering one 
program are subject to two oversight systems.  Exceptions are Medi-Cal contracted health plans that are relieved of collecting and reporting duplicative information to two 
agencies because of joint efforts by CDHS/DMHC.  COHS health plans also have a lesser burden because most COHS health plans are exempt from DMHC regulation.
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In lieu of better aligned and coordinated quality assurance systems at the state and or local level, health plans administering more than one program have sought to internally 
align and coordinate their quality activities. To limit duplication, health plans delivering all three programs conduct quality assurance activities, including improvement projects, 
simultaneously to cover all three programs and populations that share facilities and providers. For example, a physician incentive quality improvement project conducted by a 
health plan will benefit all health programs within the plan because the plan shares the same facilities and physicians throughout all programs.  Health plans have found that it 
is advantageous to have one department oversee quality activities for all public coverage programs. 

In addition to these efforts, the health plans are also identifying and implementing procedures to share information, coordinate, and collaborate among themselves. The health 
plans operating as Local Health Initiatives in Two-Plan model counties under Medi-Cal managed care meet regularly to learn from each other and share best practices.  Because 
many of these health plans also contract with the local CHI program, these talks are beginning to include the CHI program.  The same health plans are currently working on a 
quality improvement collaborative based on incentives. The Local Initiatives Rewarding Results project is a collaboration between CDHS, MRMIB, the Center for Health Care 
Strategies (CHCS) and the local health initiative plans.  

While the relationships outlined above and the systems and activities taking place demonstrate overlaps within our systems, they also present an opportunity to improve 
California’s quality oversight.  However, before seeking to implement strategies and/or re-organize California’s current structure, other states’ systems and recommendations 
should be reviewed. 

Lessons	Learned	From	Other	States
NASHP’s Medicaid Managed Care: A Guide for States reports that other state Medicaid agencies have made efforts to align and coordinate with their respective oversight 
state agencies. These efforts include:

1. A formal interagency agreement where another agency and the Medicaid agency will work or collaborate with each other on various projects.  Projects may include 
measurement; quality improvement; enrollment; and working together to address other agencies’ issues and concerns. 

2. Joint Medicaid and SCHIP health plan contracts for plans that work with both programs.  Set performance expectations for both programs could then be created. 

3. Shared administration that collapses both programs under one department, although this recommendation has been cited as efficient for smaller states with fewer 
enrollees.  

4. Shared health plan monitoring, where all health plans that administer the Medicaid and SCHIP programs are held at the same level of expectation because all are 
monitored by one entity. 

5. Sharing information and data among the state agencies to learn from each other and address the needs of their populations without undertaking this effort on their own. 

6. Forming a joint advisory group between Medicaid and SCHIP where program and policy decisions that affect both programs are combined.  

7. Holding joint meetings among state agencies that would benefit from each other’s experience.

NASHP also cites the importance of having agencies share financial and other administrative information to reduce the administrative load on plans and agencies.29

There are 16 states with separate Medicaid and SCHIP programs.  Nineteen states have an expanded Medicaid program with a separate SCHIP program.  One of these states is 
California.30  As of 2000, among these 35 states, 16 state Medicaid agencies were coordinating efforts.  Of these efforts, 11 state Medicaid agencies were holding joint meetings 
with their SCHIP program, 8 shared data and other information, and 6 shared the same administration.31  

The following section further describes how two states have aligned and coordinated efforts.  These states have both programs under the authority of one agency and are similar 
to California in their program structure and the large enrollee populations served. 

New	York
New York’s efforts focus on the collection and evaluation of quality measures.  The state collects HEDIS and non-HEDIS measures for New York’s commercial, Medicaid, and 
SCHIP programs and analyzes results across all programs.  New York developed and adapted Quality Assurance Reporting Requirements (QARR) to hold all the state’s managed 
care health plans to the same standard of care, to improve the validity of the data collected, and to improve their overall evaluation of health plans. 

The QARR is a series of measures designed to examine managed care plan performance in several key areas.  The measures are largely adopted from the NCQA 
HEDIS with additional New York state-specific measures added to address public health issues, such as lead testing of two-year olds.  New York also uses 
CAHPS.  Whenever possible, these plans are compared to national averages and goals.  New York believes that as a result of their efforts, all health plans are 
evaluated with the same expectations for both public programs and the commercial industry, operations are more efficient, and overall health quality is improved. 
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Michigan
Michigan’s alignment efforts have centered on their Medicaid and SCHIP programs as well as a third, new public health coverage program for underinsured adults without 
children. These three programs share the same contract manager under the Managed Care Plan Division. This step was taken in response to findings that the three programs 
were held to varying standards and evaluated differently. As a result, the Division recently rewrote the contracts for all three programs.  They now parallel each other with clear 
expectations that the structure of their quality assurance programs will operate at the same level for all programs. Once Michigan has evaluated the effectiveness of redrafting 
these components, the state hopes to identify other opportunities. Alignment and coordination are their means for improving cost, quality, and administration of the health 
plans, the programs, and state staff.  

As demonstrated with the states above and the NASHP, various alignment and coordination efforts are currently being implemented across the nation that have proven efficient 
and successful.  Based on these findings, California should explore ways to better align, collaborate, and coordinate their quality assurance systems.  

Steps	Towards	Alignment	and	Coordination
There is increasing movement towards alignment and coordination at the national, state and local levels.  CMS developed a collaborative effort—the Quality Assurance 
Reform Initiative (QARI)—between states, the managed care industry, consumer advocates and others to design practical approaches to monitoring and improving the quality 
of Medicaid managed care services.  An early recommendation was to coordinate efforts among all state agencies with quality oversight responsibility.32 CMS also introduced 
the Quality Improvement System for Managed Care (QISMC) initiative, which developed a coordinated Medicare and Medicaid quality oversight system that would reduce 
duplication or conflicting efforts and send a uniform message on quality to states and consumers.

In 2001, the Medi-Cal Policy Institute and NCQA produced the Medi-Cal Audit Crosswalk.33  The report outlined the regulatory oversight requirements for managed care 
health plans for Medi-Cal—including those by CMS, CDHS, and DMHC—and compared them to the NCQA accreditation standards.  The report found that most broad 
standards are highly consistent, meaning the intent of the standards are similar if not identical among all agencies.  The report served as California’s first steps to identifying 
cross-over and coordinating efforts among regulators and administrators.  

California has begun to coordinate the regulatory and administrative agencies with oversight responsibility for a given children’s health coverage program.  The successful joint 
monitoring activities conducted by DMHC and CDHS are a result of state legislation, passed in 1998, requiring the two state agencies charged with licensing and/or monitoring 
the delivery of healthcare through managed care to reduce duplication in their medical audit programs.34  Thus, audits of health plans that deliver the Medi-Cal product line 
have been reduced.  However, further coordinated effort is still required to completely eliminate unnecessary duplications. 

Informally, DMHC, CDHS, and MRMIB have met periodically to review quality assurance indicators.  The CHIs, with assistance from the Institute for Health Policy Solutions, 
have established an unofficial network.  Budding CHI programs will outreach to the more experienced CHIs for guidance in their process, including the implementation of a 
quality assurance system.   

As mentioned earlier, other alignment and coordination efforts among agencies include CDHS and MRMIB conducting CAHPS surveys to evaluate consumer satisfaction; the 
collection of some common child-based measures, although not yet a formalized process; and the alignment of programs at the health plan level to coordinate all of the plans’ 
quality activities.  

However, the landscape continues to change with the expansion of low-income health coverage programs for children, resulting in more duplication of efforts and a dilution of 
resources.  The range of resources in each county makes every CHI an independent and autonomous health insurance product rather than a statewide program. Consequently, 
California now offers essentially eleven publicly-supported low-income healthcare coverage programs for children.  We can no longer simply turn to the Medi-Cal program to 
determine how well California’s children are faring or to ascertain how we can continue to improve the care they receive.  With the introduction of the Healthy Families and now 
CHI programs, we need mechanisms to learn from the best each program has to offer and ensure that California’s children receive the best possible care. 

Therefore, the next step is to align and coordinate quality assurance policies, measurements, and reporting systems across all children’s health coverage programs to improve 
the health of our children.  The following recommendations are designed to help California take the next step and strengthen the quality of healthcare for all children.

10



	 	 	 	 	 	 	 	 	 	 	 	 	 	 							Recommendations
Alignment
• Establish an expanded standardized set of initial plan performance measures and quality improvement system across all children’s coverage programs

• Assist all plans providing care to children to receive NCQA accreditation by 2010 as contractual conditions

• Develop boilerplate language for Medi-Cal, Healthy Families and CHI contracts on quality assurance system requirements, including the review of audit and reporting 
requirements, protocols to reduce the burden on health plans and administrators, and quality improvement incentives

Coordination

• Establish a joint quality assurance committee with representation from all children’s healthcare coverage to develop a standardized set of quality assurance measurements, 
monitor performance trends, and determine statewide quality improvement efforts

• Develop cooperative agreements between DMHC, MRMIB and the CHI to reduce duplication and conduct joint audits similar to that of DMHC and CDHS

• Develop policy and contractual conditions that provide access to data and information by state regulatory and administrative agencies performing quality assurance oversight

Centralization
• Establish oversight authority for all CHI quality assurance through an independent state level agency such as CDHS, MRMIB or First 5 Commission

• Provide authorization and establish a centralized system for developing a comparative analysis and annual report on plan performance for all children’s health coverage 
programs through DMHC
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