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Executive Summary

H

alf of California’s children are covered by MediCal (California’s Medicaid program)—nearly
three-fourths of whom are children of color—
giving the program a significant opportunity
to advance children’s health equity. All children covered
by Medi-Cal are entitled to the federal Early and Periodic
Screening, Diagnostic, and Treatment (EPSDT) benefit
which provides for a comprehensive array of pediatricspecific preventive and primary care, as well as medically
necessary treatments and interventions. Yet California’s
Medi-Cal program has not lived up to that promise—with
low preventive care and screening rates as well as a large
gap between mental health care needs and access to mental
health care. This persistently poor performance contributes
to child health disparities.
California has made a laudable commitment to improve the
physical and social-emotional health of children covered by
Medi-Cal, centering its reform landscape predominantly on
managed care plans (MCPs) through which 92% of MediCal children receive care. This focus creates challenges
because MCPs operate under a distributed risk model,

whereby financial incentives that drive their decisions
may be at odds with children’s wellbeing. Childhood
development and long term health are profoundly affected
by social emotional factors, and MCPs have not traditionally
covered interventions to address these social emotional
needs. Thus, the children who are at greatest risk for
negative health outcomes are covered by a system that is
not designed to improve those outcomes, nor financially
incentivized to mitigate that risk through proactive
interventions.
In the final report of the Equity Through Engagement (ETE)
project, we examine Medi-Cal managed care as a tool to
advance child health equity. We look at the extent to which
MCPs can play a central role in Medi-Cal responding to
social drivers of health and health-related social needs,
particularly for children’s health. Given the populationbased nature of social drivers of health, we also explore how
communities and families themselves, as experts in their
own needs, can be better centered in the equation between
health care systems and child health equity.

“Using the metaphor of a stream, upstream factors bring downstream effects. Social
needs interventions create a middle stream. They are further upstream than medical
interventions, but not yet far enough. Social needs are the downstream manifestations
of the impact of the social determinants of health on the community. Improvements in
our nation’s health can be achieved only when we have the commitment to move even
further upstream to change the community conditions that make people sick.”
—BRIAN C. CASTRUCCI AND JOHN AUERBACH
Health Affairs, “Meeting Individual Social Needs Falls Short of Addressing
Social Determinants of Health,” January, 16, 2019
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Meeting Children’s Health Needs:
Upstream, Midstream, and Downstream
Health inequities arise from disparities in social and
economic opportunity—this is the foundation of the Social
Drivers of Health (SDOH) model.1 SDOHs are the structural,
social, and economic conditions and environments that
shape health outcomes such as child mental and physical
well-being. Racism, itself a driver of health, shapes these
conditions and ultimately creates and perpetuates racial
inequities in health outcomes. The Child Opportunity
Workbook we produced illustrates children’s opportunities
as a compilation of SDOH indicators by county and by race.
SDOHs are often conflated with health-related social
needs. The primary difference is the lens through which we
examine both the problem and intervention: one focuses on
individuals, the other focuses on communities. At midstream,
health-related social needs are individual needs caused by
community conditions such as an individual’s or family’s
food insecurity, housing instability, and immigration
challenges. Such individual social needs are identified
through screenings and assessments and can be addressed
for the individual child or family through social support

services and interventions. SDOHs, by contrast, occur
further upstream and are the community conditions that
shape health and well-being such as inequities in access
to jobs, affordable and stable housing, high-quality public
education, and other opportunities needed to thrive.
Recent Medi-Cal managed care reforms such as the
Population Health Management program and Enhanced
Care Management (ECM) may offer some opportunities
to improve midstream conditions and downstream
opportunities for children’s health and child health equity
through integrated support services, CBO partnerships,
and family engagement. While important and necessary,
managed care plans are not designed to play a central
role in addressing community needs further upstream
where children’s health is impacted by systemic racism and
social drivers of health in their community. Community
collaboratives are essential for responding to upstream
SDOHs, with participation and investment from managed
care plans.

TACTICS

STRATEGIES
SOCIAL DRIVERS OF HEALTH
The conditions within a community
or population that impact the health
of the community and its individual
members. Addressing social drivers
of health is a community-wide
approach.

Improve
community
conditions

Laws, policies, and
regulations that create
COMMUNITY communty conditions
IMPACT
supporting health for all
people.

upstream
HEALTH-RELATED SOCIAL NEEDS
An individual’s social needs. These
individual needs are identified from
screenings and assessments and for
which individualized plans for care
and referrals are developed to
address these needs.

Addressing
individuals’
social needs

INDIVIDUAL
IMPACT

Include patient screening questions
about social factors like housing and food
access; use data to inform care and
provide referrals.

midstream
Providing
clinical
care

Social workers , community health
workers, and/or community-based
organizations provide support to
meet patients’ social needs

Medical interventions

downstream

Adapted from source: Brian C. Castrucci, John Auerbach

EQUITY THROUGH ENGAGEMENT: EXECUTIVE SUMMARY • 5

A Path Forward to Reimagine Health Equity for Children
in a Managed Care Context
The path toward health equity and system transformation requires fundamental shifts of power toward shared decisionmaking and centering families and communities as essential partners and experts in the design and delivery of care.
The essential partners in a reimagined child-focused mental and physical health system are:

Families
Across a range of disciplines—
including child welfare, juvenile
justice, education, early
childhood, and health—family
engagement is a critical tool
for system transformation. For
participation to be authentic and
thus effective, families must be
included in the development
of policies and programs that
promote children’s well being
development, learning, and
wellness, including shared
decision-making in planning,
development, and evaluation of
family engagement strategies.2
Read our Family Engagement
report to learn more from families.

Community-Based
Organizations
CBOs are nonprofit organizations
that work at the local level to
meet the community’s needs in
a culturally concordant manner.
They are representative of a
community, often equipped
by staff with shared lived
experiences. For example, CBO
partnerships with MCPs can
offer an array of relational care
opportunities that CBOs and
Community Health Workers
and Promotoras (CHW/Ps)
provide to MCP enrollees when
MCPs establish contracts for
reimbursable transactions with
CBOs.

Accountable
Communities for
Health (ACH)
ACHs are a structured way to
bring together local clinical
providers with public health and
mental health departments,
schools, managed care plans,
social service agencies,
community organizations, and
residents in a collective effort
to prevent health conditions
and promote health in their
community. MCPs can invest
in ACHs by contributing to
community “wellness” funds
where the use of funds is
collectively determined among
the ACH participants.
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Although the managed care plan model is not designed to effectively respond to SDOHs, this ETE final report asserts
that Medi-Cal and its MCPs can contribute to addressing SDOHs by shifting the balance of power through investing in
community collaborative models such as ACHs, contracting with CBOs, and authentically bringing the voice of beneficiaries,
particularly parents and caregivers into decision making. A new framing (See graphic below) where ACHs set the table in
which MCPs join and invest in upstream SDOH strategies could provide the opportunity to address both upstream and
midstream needs. (The 2022-23 State Budget invested $15 million in existing and new local ACHs across the State.) MCPs
could contract with more culturally concordant CBOs and invest in non-clinical supports to help families address children’s
health-related social needs. This collaboration and partnership framework more directly centers families’ voices in decision
making in their child’s health care, recognizing the shared power and agency critical to dismantling structural racism and
authentically advancing health equity.

CHILD HEALTH EQUITY CENTERS ON COMMUNITY PARTNERS

Accountable
Communities
for Health

EST

INV

MEDI-CAL
HEALTH PLANS

ENGAGE
Families

CON

TRA

CT


Providers of individual
children’s health-related
social needs

CommunityBased
Organizations

SOCIAL DRIVERS OF HEALTH

Medi-Cal health plans can help address social drivers of health to improve child health outcomes
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CHILD
HEALTH
OUTCOMES

Learnings from MCPs, CBOs, and Parents on
Child Health Care
Below is a snapshot of learnings from group discussions
with parents of children covered by Medi-Cal, interviews
with managed care plans, and community-based
organizations, as well as our ETE research.

Core Learnings

Learnings from Community-Based
Organizations
» Because CBOs operate in the currency of relational trust,
they are effective conduits for MCP engagement with
families and in the promotion of preventive care.

» When addressing the health-related social needs of
individual children covered by Medi-Cal, MCPs with
the appropriate infrastructure, accountability, and CBO/
community partnerships can facilitate identifying and
connecting children to the needed social supports.

» Many CBOs provide care coordination and yet MCPs are
not contracting with them to do so.

» With regard to the social drivers of health in the
communities that children live, MCPs are not designed
to sufficiently address population-based conditions but
they have an important supportive role to play.

» CBOs may need technical assistance and intermediary
entities to contract with health plans.

Learnings from Parents and Families
» Parents/families are the experts in their child’s
experience.
» Parents/families want more holistic care for their child
including access to mental health care.
» Parents/families are not aware of, and do not receive,
care coordination.
» Parents/families prefer a person to help them navigate
their child’s health care rather than informational
material.
» Parents/families are eager to participate in MCP
community engagement strategies but need support
to do so—childcare, interpreters, and compensation for
their time and expertise.
» Family engagement is more than data points. It is
iterative, relational, and collaborative—and must be
culturally concordant.
See Family Engagement report for more details

» CBOs have difficulty navigating MCP organizational
structure in order to build ongoing business
partnerships.

» When it comes to funding non-health support services,
MCPs tend to support local grants for social support
services rather than long-term contracts.
» Health plans may not be motivated to contract with
CBOs unless there are underlying policy requirements,
financial mechanisms, and/or performance metrics
incentivizing them to do so.

Learnings from Managed Care Plans
» Midstream and upstream investments in children often
do not have financial return for MCPs.
» Little is known about the extent to which children with
Medi-Cal receive care coordination and providers may
not have adequate systems for tracking and reporting on
referral follow-ups. (See Care Coordination Issue Brief
for more on MCP obligations)
» While MCPs do engage with community partners and
their members, the business model of most health plans
is not conducive to power sharing.
» MCPs value community engagement but are not the hub
for effective community collaboration.
» MCPs recognize their role in responding to social risk
factors but it is challenging to navigate multiple social
support systems.
» MCPs want the Department of Health Care Services
(DHCS) to clarify which social support services, and
under what circumstances, can be included under
children’s EPSDT benefit.
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Recommendations for Advancing Child Health Equity
Addressing Children’s Social Drivers of Health
Through Accountable Communities for Health
Community-driven cross-sector collaboratives, such as
Accountable Communities for Health, can serve as the
bridge between managed care plans, social drivers of
health, and community supports, working together to
impact child health outcomes. The state can cultivate these
local ACH by:
» Promoting the creation of local ACHs statewide;

the medical load of their capitation payments.
» DHCS and MCPs should meaningfully engage, support,
and compensate parents and families for their input.
» DHCS should develop and report on equity measures
and standards for MCPs, including culturally
concordant care, patient satisfaction, and national
quality standards for equity (NCQA Health Equity Plus
Accreditation.)3

» Supporting the creation of local wellness funds from
which ACH can invest in local interventions;

» California Health and Human Services should develop a
cross-sector child health and opportunity dashboard,
including a Kindergarten readiness metric.

» Requiring Medi-Cal managed care plans to contribute a
portion of their capitation, as part of their community
reinvestment, to ACH wellness funds.

Conclusion

Addressing Children’s Health-Related Social
Needs and Health Equity Through Medi-Cal
Managed Care
The following list is an abridged summary of
recommendations. For more detail see the ETE final report.
» Managed care plans need to fulfill the EPSDT mandate,
and family input should be incorporated in any EPSDT
outreach campaign.
» Managed care plans must engage in robust
partnerships with CBOs to connect families to supports
that address their health-related social needs.
» Care coordination—an explicitly required EPSDT
benefit under MCPs—must be measured and
monitored to ensure delivery, and a robust family
outreach campaign through CBOs and MCPs is needed
to connect families to available care coordination.
» Medi-Cal should invest in the care coordination
infrastructure (similar to ECM infrastructure
investments) and incentivize and support MCP
contracting with CBOs, particularly for care
coordination.

DHCS has set ambitious goals for reforming Medi-Cal, and
has finally centered their quality objectives on children’s
preventive care and mental health integration. Underlying
much of Medi-Cal’s reforms is the assumption that the
managed care plan model can achieve these bold goals.
Managed care plans certainly have a critical role to play and
are well-equipped with the right incentives to deliver quality
children’s medical care and respond to children’s health
related social needs with CBO partnerships. However, when
responding to social drivers of health, communities and
families—as experts of their own needs—must be at the
center of any effort to improve child well-being and address
child health equity. This is especially true for communities
most impacted by structural racism which creates and
perpetuates inequities in health outcomes.
Medi-Cal and its managed care plans can play a role in
centering community collaboratives in health care systems
by sharing power with families and CBOs and investing
in local wellness funds and ACHs. In doing so, the state
can ensure Medi-Cal is the “essential tool for pursuing
DHCS’ strong commitment to addressing entrenched
health inequities and the resulting disparities that diminish
children’s health outcomes and life prospects.”4

» MCPs should establish formal ongoing partnerships
with ACHs to co-operate their Population Health
Management Programs and community engagement
activities.
» MCPs need DHCS guidance on which child social
support services can be covered and claimed against
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I. Introduction

S

o much of children’s health is determined
by conditions shaped by where they
live, learn, develop, and play—the social
drivers of their health.5 Particularly in the
early stages of life, when 90% of brain development
occurs, children and their families need social,
emotional, and educational resources and support
services in order to be healthy and thrive. Children
of color in particular face greater challenges
due to systemic issues like racism and poverty
that manifest themselves in inequitable health
outcomes such as low birth weight and high
rates of hospitalization due to asthma. Racism
itself is a condition creating other social drivers of
health.6 Early childhood development impacts longterm social, emotional, and health outcomes, and
early life toxic stress and adverse childhood events
significantly impact a child’s mental and physical
health7 and development across their lifespan.8
For these reasons, addressing a child’s health-related social needs, as well as the social drivers of health within a child’s
community, is critical to advancing long-term health equity and well-being.
Social drivers of health (SDOH) are the structural social and economic opportunities and environments, including racism
itself, that shape health outcomes, such as child mental and physical well-being. We use the term “social drivers” of health
instead of “social determinants” of health to both denote the influence that social factors, including racism and
housing, food, and income insecurity, have on one's health and well-being; as well as acknowledge that social factors
do not determine one’s health and instead can be overcome through power-sharing, advocacy and systems change.

TABLE 1. SOCIAL DRIVERS OF HEALTH
RACISM
Economic
Stability

Neighborhood and
Physical Environment

Education

Food

Community and
Social Context

Health Care System

 Employment

 Housing

 Literacy

 Hunger

 Social integration

 Health coverage

 Income

 Transportation

 Language

 Access to

 Support systems

 Provider availability

 Community

 Provider linguistic

 Expenses

 Safety

healthy
options

 Early childhood

education

engagement

 Debt

 Parks

 Medical bills

 Playgrounds

 Vocational training

 Discrimination

 Support

 Walkability

 Higher education

 Stress

and cultural
competency
 Quality of care

 Zip code/geography



HEALTH OUTCOMES
Mortality • Morbidity • Life expectancy • Health care expenditures • Health status • Functional limitations
Adapted from Kaiser Family Foundation
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Medi-Cal, California’s Medicaid coverage program, covers
over half—or 5.6 million9—of California’s children. Notably,
two-thirds of children enrolled in Medi-Cal are children
of color from Latinx, Black, Native American, and Asian
American communities10—and Medi-Cal serves as the
primary source of coverage for California’s Latinx and
Black children, youth, and young adults.11 (See Figure 1.)
As a result, Medi-Cal has a critical role to play in advancing
child health equity by addressing both the individual child’s
health-related social needs as well as social drivers of health
for the community in which the child lives.
FIGURE 1. Medi-Cal Enrolled Children by Race/Ethnicity,
January 2022

White
17.4%

Almost

Not
reported
16.6%

Native American/
Alaskan Native
0.4%

AfricanAmerican
7.1%

70%
of children enrolled
in Medi-Cal are
children of color

Hispanic/
Latinx
49%

Asian/
Pacific
Islander
9.5%

With the vast majority (92%) of children covered by MediCal receiving their health care benefits through Medi-Cal
managed care plans (MCPs), much of Medi-Cal reform
efforts—such as the California Advancing and Innovating
Medi-Cal (CalAIM) initiative—center around the role
that managed care plans, among other goals, can play
in improving upon the provision of this comprehensive
package of children-centered care while also playing a role
in linking children’s medical care with social supports to
address their health-related social needs. Medi-Cal is also
beginning to play a role in responding to community social
drivers of health, such as requiring managed care plans to
provide community reinvestments.
Because health inequities start from inequities in social
and economic opportunity, Medi-Cal-managed health
care would appear to be positioned to serve as the bridge
between health and the social drivers of health. But is it?
Are Medi-Cal managed care plans the appropriate system
to address social drivers of health? Our Equity Through
Engagement Project set out to examine that question and
found the managed care plan model is not designed to
effectively respond to social drivers of health. However,
with authentic community partnering—including
contracting with community-based organizations—
health plans can successfully help link children to social
supports.

Source: www.dhcs.ca.gov/dataandstats/statistics/Documents/
FastFacts-January2022.pdf

For decades, the federal Medicaid law has acknowledged
the importance of early detection and intervention in
childhood development by entitling children enrolled in
Medicaid across the nation to a comprehensive array of
preventive and primary care and coverage of medically
necessary treatments and services, called the Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT)
benefit. However, California’s Medi-Cal program has not
been living up to that promise with its low preventive care
and screening rates12 as well as a significant gap between
mental health needs and mental health care access.
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“Using the metaphor of a stream, upstream factors bring downstream effects. Social
needs interventions create a middle stream. They are further upstream than medical
interventions, but not yet far enough. Social needs are the downstream manifestations
of the impact of the social determinants of health on the community. Improvements in
our nation’s health can be achieved only when we have the commitment to move even
further upstream to change the community conditions that make people sick.”
—BRIAN C. CASTRUCCI, PRESIDENT AND CHIEF EXECUTIVE OFFICER, DE BEAUMONT
FOUNDATION, AND JOHN AUERBACH, DIRECTOR OF INTERGOVERNMENTAL AND
STRATEGIC AFFAIRS, CENTERS FOR DISEASE CONTROL AND PREVENTION

TACTICS

STRATEGIES
SOCIAL DRIVERS OF HEALTH
The conditions within a community
or population that impact the health
of the community and its individual
members. Addressing social drivers
of health is a community-wide
approach.

Improve
community
conditions

Laws, policies, and
regulations that create
COMMUNITY communty conditions
IMPACT
supporting health for all
people.

upstream
HEALTH-RELATED SOCIAL NEEDS
An individual’s social needs. These
individual needs are identified from
screenings and assessments and for
which individualized plans for care
and referrals are developed to
address these needs.

Addressing
individuals’
social needs

INDIVIDUAL
IMPACT

Include patient screening questions
about social factors like housing and food
access; use data to inform care and
provide referrals.

midstream
Providing
clinical
care

Social workers , community health
workers, and/or community-based
organizations provide support to
meet patients’ social needs

Medical interventions

downstream

Adapted from source: Brian C. Castrucci, John Auerbach
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II. Purpose and Outline of Our Project

O

ther research projects have
examined managed care
plans’ activities relative to
social drivers of health in the
community13 while Medi-Cal reforms have
increasingly placed a greater emphasis
on managed care plans’ responsibilities
regarding an individual’s health-related
social needs.14 Through this Equity
Through Engagement Project, we step
back and consider the extent to which
managed care plans can play a central
role in Medi-Cal responding to social
drivers of health, particularly children’s
health and, given the population-based
nature of social drivers of health, how
communities, as experts in their own
needs, can be better centered in the
equation between health care systems
and child health equity. Managed care
plans can better understand the full
health needs of the children they serve
if they collaborate with the families and
communities they seek to care for.15

CHILD HEALTH EQUITY

“Child health is equitable and just when every child has a fair
and intergenerational opportunity to attain their full health
and developmental potential, free from discrimination.
Advancing child well-being also requires effort to restore or
provide agency and power to children, youth, and families.”
—CALIFORNIA CHILDREN’S TRUST
BELIEF STATEMENT

Grounded in the definition of equity
as redistributing power to community
and families, we hypothesize that
community collaboratives, communitybased services, and authentic family
engagement play pivotal roles in
establishing an effective throughline
from health care to the social drivers of
children’s health and well-being. In other
words, we explore a possible framework
for integrating social supports with health care in which
managed care plans are not positioned at the center
driving the integration, but instead invest in community
collaboratives to identify and respond to population health
needs; contract with culturally concordant communitybased organizations to deliver relational and culturally
appropriate care; and adopt and invest in authentic family
engagement in the decision making of the healthcare
system. In financial terms, while it matters how much
managed care plans are investing into children’s health
care it is equally important what they are purchasing—and

it matters from whom they are purchasing. Namely, are
plans partnering and contracting with community-based
organizations and contracting for community-based
culturally concordant services, and is there a shift in
culture and power sharing that more intentionally centers
community leadership? With the right reframing, the
recent Medi-Cal reforms, quality strategies, and managed
care reprocurement changes set the stage for promising
alignments between the managed care system and
community collaboration.
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COMMUNITY PARTNERS

Families
Because parents know their children and their lived
experience best, their expertise is a critical component
in integrating health care and social supports. A
family’s input is important within their own child’s
multidisciplinary care team as well as in designing
and operating delivery systems. Bringing equity to
children’s health starts and ends with listening and
sharing decision making with the experts, namely
parents and families, who know their children and
their lived experience best.

A fundamental question we aim to examine is how
the Medi-Cal managed care system can authentically
collaborate with communities, including families, in the
delivery of a “whole child” approach to care.
While most of the delivery of care occurs at the practice
and service level, this project mainly focused on the
state policy level, examining how state policy can impact
the delivery of care for children through community
collaboration and family engagement. The project
recognizes the tremendous opportunity to create change
at the policy and systems level, particularly given the
current Medi-Cal reforms, new managed care plan
reprocurement contracts, and other initiatives being
implemented by Medi-Cal.
While there are multiple dimensions from which to focus
on children’s health-related social needs and social drivers
of health, this project focused on the following areas for
which Medi-Cal managed care plans have some level
of contractual obligation or options for engagement on
behalf of the children they serve:16
» Fully actualized comprehensive children’s benefit
(EPSDT);

Community-Based Organizations
(CBOs)
CBOs are nonprofit organizations that work at the local
level to meet the community’s needs in a culturally
concordant manner. They are representative of a
community, often with shared lived experiences. CBOs
work across various areas and often have established,
trusted networks and regularly and authentically
engage families by providing care coordination,
education and navigation, referrals, and peer support.

» Care coordination;
» Linkages to social supports for children and families;
» Partnerships with child-serving CBOs and community
health workers/promotores (CHW/Ps);
» Community engagement and collaboratives; and
» Family perspectives and family engagement

Community Collaboratives
Community Collaboratives, such as Accountable
Communities for Health, bring together local
agencies, CBOs, and resident leaders in shared
governance to identify a shared vision and goals,
and to align their strategies to achieve agreed upon
outcomes.
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 REPORT ROADMAP
Research
Approach

In our methodology section, we outline our quantitative and qualitative
research approaches examining children’s social drivers of health and health
outcomes and the role Medi-Cal and their managed care plans currently
play as well as are expected to play in the context of recent Medi-Cal
initiatives. Most notably, we examine managed care plans’ partnerships with
communities.

Background:
Child Health Equity
Level Setting

This report starts with a background to level-set some of the basics on the
social impacts affecting children’s health outcomes and where racial/ethnic
disparities occur. This background also outlines Medi-Cal’s comprehensive
child-specific health benefits and its potential for advancing child health
equity. We then outline the historical role and performance of the managed
care delivery system17 relative to children’s health.

Potential
Opportunities from
Recent Medi-Cal
Reforms

We outline several recent Medi-Cal reforms and initiatives that center
managed care plans as a means of improving children’s health access, quality,
and health equity. We highlight reforms and objectives that recognize the
important role community partners offer to advance children’s health equity.

Proposed Changes
That Tap Into
the Power of
Community

Community collaboratives for health, community-based organizations
providing services and family support, and families themselves, are already
players in advancing child health equity. We outline who these partners are
and the role they can play in partnership with Medi-Cal managed care plans.
Centering community and family engagement, we put forth a new paradigm
for the role Medi-Cal managed care can play in integrating social supports
with health care for children covered by Medi-Cal.

Observations and
Suggestions from
Health Plans, CBOs,
and Families

We share observations and perspectives conveyed in interviews and focus
groups with Medi-Cal managed care plans, CBOs, and families on the
role of managed care plans in addressing children’s health-related social
needs, managed care plans’ partnerships with CBOs, and the extent to
which managed care plans seek and incorporate families’ input into their
delivery of care. We also share some of their challenges and suggestions for
improvement.

Policy
Recommendations

Finally, we synthesize these findings into several high-level policy
recommendations building on existing Medi-Cal reforms to advance a greater
partnership between communities and managed care plans as a throughline
to tackling children’s social drivers of health and improving child health
equity.
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III. Methodology

W

e used a combination of quantitative and qualitative
analysis to meet our ETE project objectives:

» To examine the racial disparities underlying social
drivers of California’s children’s health;

» To assess Medi-Cal managed care plans’ relation to social drivers
of health and child health;
» To clarify the relevant role for MCPs in addressing children’s
health-related social needs and social drivers of health;
» To examine the challenges and opportunities for managed care
plans to partner with community providers (such as CBOs and
CHW/Ps) as conduits to community social supports;
» To gain input from the true experts—children’s parents and
families—about their experiences with and suggestions
for managed care plans, clarifying what authentic family
engagement looks like;
» To suggest how the current Medi-Cal reforms can be harnessed
or supplemented to align community collaboration with the
Medi-Cal managed care system to serve children.
A combination of quantitative analyses and qualitative observations
from relevant stakeholders’ methods as well as others’ research on
the subject provided greater insights into useful models, systemic
and operational challenges and gaps, and levers of opportunity with
which an equity lens could improve child health outcomes.

Examining Racial Disparities in Children’s
Social Drivers of Health and Child Health
Outcomes

 THE CHILD OPPORTUNITY
INDEX AS A MEASURE OF
CHILDREN’S SOCIAL DRIVERS OF
HEALTH
Social drivers of health (SDOHs) for children
can be measured using the Child Opportunity
Index (COI), a tool created by researchers
at Brandeis University and the Ohio State
University that “measures and maps the
quality of resources and conditions that matter
for children to develop in a healthy way in
the neighborhoods where they live.” The COI
includes 29 SDOHs across three opportunity
domains: education, social and economic, and
health and environment. The COI was created
to explicitly measure how child SDOHs
cause inequities in health outcomes.19 It is a
comprehensive metric that allows researchers
to compare child opportunity across nearly all
U.S. neighborhoods (approximately 72,000),
and the COI is longitudinal (with datasets from
2010 and 2015), allowing for comparison
over time.20 Comparing COI results by
race/ethnicity and location across the state
provides a useful snapshot of any disparities in
opportunity.

We examined social drivers of health for California’s children by
race and by county to better understand the impact of such drivers
on children. To do so, we utilized the Children’s Opportunity
Index (COI),18 which includes 29 social drivers of health (SDOHs)
compiled by researchers from Brandeis University and Ohio State
University (see box for details on COI). The researchers developed
a county-level database for our project analysis. Similarly, we
examined specified child health outcomes broken out by race and
county. We used the following indicators of child health from 2017
Let’s Get Healthy California and 2011 to 2019 California Health
Interview Survey data: infant mortality rates, asthma rates, obesity
rates, behavioral concern, and psychological distress. A key factor
in selecting these measures was the availability of racial/ethnic
breakouts.
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Examining How Social Drivers of
Health Are Related to Children’s Health
Outcomes and Medi-Cal Managed Care
Plan Performance
We assessed the relationship between social drivers
of health and child health outcomes by measuring
associations between county-wide COI scores and countywide child health outcome measures. We sought to assess
relationships between social drivers and indicators of child
physical, behavioral, and socioemotional health to measure
how social drivers interact with various domains of child
well-being. However, sample size concerns of county-wide
child health well-being limited this analysis. To supplement
our estimates, we reviewed existing research21, 22, 23, 24 on
the relationship between social drivers of health and child
health outcomes.
We also compared Medi-Cal managed care plan
performance data on child health indicators by county
to child health outcome indicators to determine whether
there was a correlation. Similarly, we measured associations
between managed care plan performance data and COI
county data to determine if there was a correlation. The
managed care performance data came from analysis of
the 2018–2019 “Medi-Cal Managed Care External Quality
Review Technical Report” released by the Managed
Care Quality and Monitoring Division of the California
Department of Health Care Services and included
the following child health performance metrics: child
immunization, adolescent immunization, access to primary
care practitioners for children ages 12 to 24 months, child
access to primary care practitioners ages 25 months to 6
years, child access to primary care practitioners ages 7 to 11
years, child access to primary care practitioners ages 12 to
19 years; and well-child visits in the third, fourth, fifth, and
sixth years of life.

Clarifying the Role of Managed Care Plans in
Children’s Health-Related Social Needs
We conducted 10 interviews with Medi-Cal managed care
plan representatives: CEOs, Quality Improvement staff, and
community liaisons (see Appendix A for plans). We asked
them about their plans’ specific interventions related to
children’s health-related social needs, partnerships with
CBOs, and family engagement activities.

Understanding Community Partnerships and
Family Engagement
We conducted 11 interviews with various communitybased organizations, initiatives with local programs, and
navigation platforms (see Appendix A for organizations) to
understand their relationship with the health plans in their
area, the extent to which they partner with the plans, and
the challenges and opportunities.
We collaborated with four community-based
organizations (CBOs)—Alpha Resource Center of Santa
Barbara, San Ysidro Health, Heluna Health/Eastern LA
Family Resource Center, and California Consortium for
Urban Indian Health (CCUIH)—to conduct a total of eight
focus group discussions with 58 parents of children enrolled
in Medi-Cal. We were intentional about partnering with
CBOs with a strong history of serving families and children
of color in order to actualize the principles of equity, namely
power sharing, within the context of doing our research. We
wanted to share power with those closest to the community
to conduct the research and synthesize the observations
from their perspective. The CBO partners led the recruiting
and facilitation of eight focus groups with support from TCP
(two parent discussion groups per each CBO). The CBOs
also led the analysis and write-up of focus group discussion
memos that were turned into a larger family engagement
report that is a companion to this report. TCP conducted
one additional focus group of parents who participated
in health plans’ Community Advisory Committees. The
collaborating CBO organizations and parent participants
were financially compensated.
There were a total of 58 participating parents across the
nine discussion groups, including 15 Native American,
seven Black, 23 Latinx, six Chinese American, and seven
Caucasian. From the 58 participants, 33 were primarily
English speakers, 19 were Spanish speakers, and six
were Chinese speakers. Most of the parent participants
were female (56 parents) and two were male parents.
Parents were asked questions about their experience with
their children’s Medi-Cal health plan and where they turn for
help in navigating health care for their children. In addition,
parents were asked to provide their feedback on how MediCal can improve health coverage and the delivery of care for
their children.

EQUITY THROUGH ENGAGEMENT • 18

IV. Disparities in Social Drivers of Health
Impact Children’s Health

T

here are substantial racial and ethnic inequities in the social drivers of health across California, particularly
impacting Black, Latinx, and Native American children, and these racial and ethnic inequities lead to inequities in
child health outcomes, further limiting child opportunity.25 Thus, we examine the inequities in social drivers across
racial and ethnic communities in the context of opportunity, using the Child Opportunity Index (COI) to measure
and map the quality of resources and conditions that matter for children to develop in a healthy way in the neighborhoods
where they live. The table below outlines the measures of the social drivers of health that make up the COI.

TABLE 2. SOCIAL DRIVERS INCLUDED IN COI SCORES BY DOMAIN
Education

Health & Environment

Social & Economic

» ECE centers

» Access to healthy food

» Employment rate

» High-quality Early Childhood
Education centers

» Access to green space

» Commute duration

» Walkability

» Poverty rate

» ECE enrollment

» Housing vacancy rate

» Public assistance rate

» Third grade reading proficiency

» Hazardous waste dump sites

» Homeownership rate

» Third grade math proficiency

» Industrial pollutants in air, water,
or soil

» High-skill employment

» Advanced Placement (AP) course
enrollment

» Airborne microparticles

» Single-headed households

» College enrollment in nearby
institutions

» Extreme heat exposure

» High school graduation rate

» School poverty

» Ozone concentration
» Health insurance coverage

» Teacher experience
» Adult educational attainment
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» Median household income

Disparities in Opportunity
Across all counties, on average, children of color have lower
opportunity scores than white children. California’s Black
and Latinx children’s average opportunity scores are 28
and 30, respectively, which are 37 and 35 points lower than
white children’s average opportunity score of 65, or less
than half that of white children. See our county-by-county
Children’s Opportunity Index workbook. (Appendix B).
Among the bottom 20 counties for child opportunity in
California, Latinx children are worse off in 80% of those
counties, Black children are worse off in 75% of those
counties, and Native American and Alaskan Native (NA/AN)
children are worse off in 70% of those counties, relative to
FIGURE 2. White Children Have Opportunities
Three Times Greater Than Black, Latinx, and Native
American Children in Los Angeles County
Child Opportunity Scores in Los Angeles County
by Race and Ethnicity, 2015

white children. Even in the best county for child opportunity
in California—San Mateo—Latinx, Black, and NA/AN
children have lower opportunity scores than white children.
In Los Angeles County, Latinx and NA/AN children have
opportunity scores three times lower than white children,
with Black children scoring almost four times lower (Figure
2). In the worst counties for child opportunity in California—
Madera and Tulare—white children’s opportunity scores are
still close to two times higher than Latinx children and Black
children. (Figure 3).
The next question is whether opportunity or social drivers
relate to health outcomes and whether disparities correlate
with disparities in health outcomes.
FIGURE 3. Opportunities for White Children Are
Close to Twice That for Black and Latinx Children in
Madera and Tulare Counties
Child Opportunity Scores in Madera and Tulare Counties
by Race and Ethnicity, 2015
■ State Average
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Asian

NA/AN

Black
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Source: Georgetown Center on Poverty and Inequality’s Analysis of the
Child Opportunity Index 2.0.

Source: Georgetown Center on Poverty and Inequality’s Analysis of the
Child Opportunity Index 2.0.

Notes: Child Opportunity Scores aggregate and weight data
from 29 indicators of social drivers of health to assess child
opportunity at the census tract level. Higher scores indicate better
child opportunities. The Child Opportunity Index team helped
craft county-wide estimates for this project using 2015 Child
Opportunity Index 2.0 data and 2013–2017 American Community
Survey data. Race and ethnicity have been defined here as mutually
exclusive categories. Latinx includes people of any race, whereas all
other categories exclude people identifying as Latinx. NA/AN refers
to Native American and Alaskan Native. Asian includes people
identifying as Native Hawaiian and Other Pacific Islander (NHOPI).
Children are defined here as people between the ages of 0 and 17.

Notes: Child Opportunity Scores aggregate and weight data
from 29 indicators of social drivers of health to assess child
opportunity at the census tract level. Higher scores indicate better
child opportunity. The Child Opportunity Index team helped
craft county-wide estimates for this project using 2015 Child
Opportunity Index 2.0 data and 2013–2017 American Community
Survey data. Race and ethnicity have been defined here as mutually
exclusive categories. Latinx includes people of any race, whereas all
other categories exclude people identifying as Latinx. NA/AN refers
to Native American and Alaskan Native. Asian includes people
identifying as Native Hawaiian and Other Pacific Islander (NHOPI).
Children are defined here as people between the ages of 0 and 17.
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Opportunity Impacts Children’s Health
Outcomes
We measured the association of county-wide COI scores
and the following indicators of child health: infant
mortality rates, asthma rates, obesity rates, behavioral
concern, and psychological distress. We did find a strong
association between child opportunity and infant mortality.
For example, where child opportunity is lower, infant
mortality rates are higher, and where child opportunity is
higher infant mortality is lower (See Figure 4). There was
little association between COI scores and asthma rates,
behavioral concern, and psychological distress, and a
moderate association between COI scores and obesity.

Similarly, disparities in child health outcomes mirror the
disparities in opportunity. For example, Black and Native

American children and teens have higher asthma rates
than white children and adolescents (Figure 5) while also
experiencing disparities in opportunity as compared to
white children (Figure 2).
Other research corroborates the association between social
drivers of health and child health outcomes,26 including
race/ethnicity as a social driver. One analysis investigated
the association of eight social drivers on child obesity,
socioemotional health, dental health, and health status
and found that low household income and education, low
maternal mental health, lack of child health insurance, as
well as race (or racism) were all associated with a greater
likelihood of a child experiencing poor health outcomes.27
In addition, the authors of the study suggest that social risk
factors have a cumulative effect on child health outcomes.

FIGURE 4. There Is a Strong Association Between COI Scores and Infant Mortality Rates
Correlation Between Child Opportunity Scores and Infant Mortality Rates in CA, 2015-2017

Source: Georgetown Center on Poverty and Inequality’s Analysis of the Child Opportunity Index 2.0 and 2015–2017
California Health and Human Services Let’s Get Healthy California data, accessed at https://data.chhs.ca.gov.
Notes: Child Opportunity Scores aggregate and weight data from 29 indicators of social drivers of health for children
to assess child opportunity at the census tract level. The Child Opportunity Index team helped craft county-wide
estimates for this project using 2015 Child Opportunity Index 2.0 data and 2013–2017 American Community Survey
population data. Counties were excluded from this list if their data was suppressed due to a small sample size.
Counties’ Infant mortality rate is measured as deaths per 1,000 live births. Infant mortality rate data was calculated
using 2015–2017 California Health and Human Services Let’s Get Healthy California data.
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FIGURE 5. Native American* and Black Children Have
Higher Asthma Rates Than White Children and Teens
Percentage of Children (0 to 18) Who Have Asthma
by Race and Ethnicity in CA, 2011-2019
100%

Percentage of Children with Asthma

83.1%
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74.7%
66.7% 66.4%

60

66.1%

63.4%
55.1% 51.3%

40

20

0

NA/AN Black White Multi- Latinx Asian NHOPI Overall
racial

Source: Georgetown Center on Poverty and Inequality’s calculations using
2011–2019 California Health Interview Survey data. Accessed at https://
ask.chis.ucla.edu.
Notes: Race and ethnicity have been defined here as mutually
exclusive categories. Latinx includes people of any race, whereas all
other categories exclude people identifying as Latinx. NA/AN refers to
Native American and Alaskan Native. NHOPI refers to Native Hawaiian
and Other Pacific Islanders.
*NA/AN is highlighted yellow to indicate that the California Health
Interview Survey suggests this estimate might be statistically unstable.
While the sample size for NA/AN people in this survey is 6,000, the
asthma rate for NA/AN children and teens may be subject to sample
size fluctuations, and results should be interpreted with caution.
Children and teens are defined here as people between the ages of 0
and 18. Data is averaged from 2011 to 2019.
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V. The Value of Medi-Cal’s EPSDT Benefit:
A Lever in Child Health Equity

A

n important SDOH
that can be leveraged
to improve health
outcomes is quality care,
which is accessed through health
insurance coverage. California’s
Medicaid and Children’s Health
Insurance Program (CHIP)-funded
program, known as Medi-Cal, is
uniquely positioned to support the
improvement of children’s health
outcomes. As the largest Medicaid
program in the nation, Medi-Cal
covers one-third of all Californians
(14.3 million individuals), more than
half of all children in the state (5.6
million children).28 The program
covers more than half of births to
Black (55%), Latinx (63%), and
Native American individuals (56%).29 Medi-Cal (including
CHIP-funded Medi-Cal) has contributed to bringing the
uninsured rate down to 2%, creating virtually universal
coverage for children in California. Serving as the primary
source of coverage for Latinx and Black children,30 Medi-Cal
is well situated to also advance child health equity.
With Medi-Cal managed care plans enrolling almost all
(92%) of Medi-Cal children, Medi-Cal-managed care plans
contractually hold Medi-Cal’s obligation to provide the
comprehensive array of children’s health care services
that children are entitled to under Medicaid law. Thus, we
examine Medi-Cal managed care plans as a fundamental
player in impacting children’s health outcomes within the
purview of their obligations and the Medi-Cal program’s
role in effectively holding health plans accountable, starting
with comprehensive health care benefits for Medi-Cal
children.

EPSDT: The Medicaid Promise of
Comprehensive Health Care for Children
The Medicaid entitlement for Early and Periodic Screening,
Diagnostic, and Treatment (EPSDT) was created in 1967
as part of a reform package intended to improve pediatric
health care. It came on the heels of a government study
finding that a third of young men drafted into the military
were being rejected, many due to treatable physical,
mental, and developmental health conditions that had
gone unidentified and untreated. Amendments to EPSDT
in 1972 and 1981 added outreach and family support
components, and in 1989 EPSDT was broadened to
include a comprehensive range of pediatric preventive
and treatment services, whether or not such services were
otherwise covered under a state’s Medicaid plan.31
From the outset, EPSDT emphasized the importance of
prevention and early intervention in children’s health
issues. In introducing the legislation to Congress, President
Lyndon Johnson explained: “The problem is to discover, as
early as possible, the ills that [impact] our children. There
must be continuing follow-up treatment so that [preventable
conditions] do not go untreated…”32 EPSDT coverage for
children is intentionally “more robust” than the benefits
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for Medicaid-eligible adults and is “designed to assure that
children receive early detection and care, so that health
problems are averted or diagnosed and treated as early as
possible.”
More than just the assurance that Medi-Cal will cover the
array of services in the EPSDT benefit, EPSDT establishes an
obligation for Medi-Cal to proactively ensure that families
know about the array of well-child care and recommended
parent education,33 and facilitate their access, including
assisting families with making appointments, providing
non-medical transportation to the visits and,
if needed, interpretation services for
all medically necessary EPSDT
services.34

defined. In 2018, EPSDT medical necessity requirements
were reinforced in clarifying state legislation and
subsequent guidance to managed care plans in the form
of an All Plan Letter (APL) and in the Medi-Cal Provider
Manual. Most recently, Medi-Cal 2024 reprocurement
contracts reiterated with great specificity the plans’ EPSDT
responsibilities for children.36 In addition to providing timely
access to preventive and other medical care, managed
care plans are responsible for coordinating physical and
mental health care, including assistance with appointment
scheduling, non-medical transportation to appointments,
interpretation services for all medically
necessary care under their contract, and
coordination of care with carvedout services such as dental care,
specialized mental health,
PERIODIC
California Children’s
Checking
Services (CCS) services,
children’s health
and services provided
at periodic,
through Regional
age-appropriate
Centers.37

EARLY
At the heart of the EPSDT
Assessing
and
entitlement is the
identifying problems
recognition that child
well-being involves
early (as early as the
a whole-child
prenatal period)
approach to care,
intervals
with an emphasis on
While Medi-Cal’s
preventive care. By
EPSDT benefit does
SCREENING
TREATMENT
identifying health
not generally cover
Providing physical, mental,
Control, correct, or
and developmental
social services such
developmental, dental,
issues early in
reduce health
as food, housing,
hearing, vision, and
childhood, timely
problems identified
or economic
child- and familyother screening tests
development, Medispecific interventions
to detect potential
Cal does require
can mitigate lifelong
DIAGNOSTIC
problems
managed care plans to
health conditions.
Performing diagnostic
provide case management
Notably, with regard
tests to follow up when
to assist children “in gaining
to health-related social
a risk or problem is
access to needed medical,
needs, Medi-Cal adheres to the
identified
social, educational, and other
American Academy of Pediatrics’
38
services;”
provide referrals to social
Bright Futures periodicity schedule35 that
services and supports;39 and encourage
includes “psychosocial/behavioral” screenings,
connections to social service programs such as the
which are “family-centered assessments that may include a
Special Supplemental Nutrition Program for Women,
child’s social-emotional health, caregiver depression, and
Infants, and Children (WIC). In other words, Medi-Cal
social determinants of health.”
managed care and the Medi-Cal providers serving children

Managed Care Plans’ Obligation to
Deliver the EPSDT Benefit and Care
Coordination
As noted, Medi-Cal managed care plans have been
obligated to fulfill Medi-Cal’s EPSDT requirement since
their inception but it has been through the more recent
clarifications that the full extent of their obligation has been

are in the position not only to identify and address health
and mental health conditions, but also to screen for healthrelated social needs and provide referrals to those services—
an important gateway to identifying and addressing
children’s other health-related social needs.
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VI. Medi-Cal Managed Care: Its Role and
Performance in Children’s Health
The Predominance of
Managed Care
For decades, Medi-Cal
managed care has been the
predominant delivery system
for children’s physical and
mental health. While services
for some populations, such as
those eligible for the California
Children’s Services (CCS), have
traditionally been covered on a
fee-for-services basis, California
is transitioning more Medi-Cal
populations into managed care as well, starting with CCS
“Whole Child” model pilots in several counties. Certain
services are carved out of Medi-Cal managed care such as
specialty mental health, which is provided through county
mental health plans, and dental care.
All counties have some form of Medi-Cal managed care,
although the model may differ by county. Historically,
the models include a “two-plan” model with one countysponsored plan (a “local initiative”) and one commercial
plan; a County Operated Health System (COHS); a
Geographic Managed Care model with multiple commercial
plans; and a Regional model with two commercial
plans serving multiple rural counties.40 Most recently,
in conjunction with the 2024 Medi-Cal managed care
reprocurement process, counties could modify their
managed care model. Several rural counties changed to a
COHS model and a few chose a new single model operated
by a county-sponsored plan.41

Managed Care Plan Performance on
Children’s Health Access and Outcomes
Despite the longstanding predominance of MediCal managed care systems and explicit contractual
requirements, Medi-Cal managed care plans are not yet
fulfilling their EPSDT obligation. Children covered by MediCal are not receiving basic preventive care: Only 55% of
children received the well-child visits recommended in their
first 15 months of life.42 Only a quarter of children received

required developmental
screenings.43 California ranks
43rd in the nation for providing
early behavioral, social, and
developmental screenings
to young children and 48th
in the nation for the number
of children without an ageappropriate physical or dental
preventive care visit within
the past year. With only 30
percent of children needing
mental health care receiving
it, California’s ranking on that
measure has worsened to 48th in the nation.44 The 2019
National Survey of Children’s Health found that of the
1.2 million Californian children with public health insurance
who needed care coordination, 40% (517,501) did not
receive it.
Indicators of health access for children covered by MediCal do not seem to be improving and in some cases have
been getting worse. An analysis of quality metrics across
all types of Medi-Cal managed care plans over time found
three of the four current measures that declined over
time were related to the care of children.45 Six of the nine
quality measures related to children declined or stayed the
same; there was an improvement in only three of the quality
measures.46 There is great variability in performance by plan
and by county, with many plans’ performance falling below
standards in several children’s indicators, as shown in this
Health Plan Performance table.47
We asked managed care plans and CBOs their perspectives
on how managed care plans were approaching children’s
health care—specifically a whole-child care approach. A
consistent comment from managed care plans and CBOs
alike was that there were no current financial incentives
for managed care plans to focus on children’s care.
Despite the clear contractual requirements for providing
children covered by Medi-Cal comprehensive primary care
and treatments, children have previously not been “on
the radar” of health plans. From the perspective of several
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Learning from Families
Common themes from discussions with parents
of children covered by Medi-Cal:

Medi-Cal Program
» Parents value having coverage for their children.
» Maintaining their children’s Medi-Cal coverage
is cumbersome and time-consuming.
» Families have difficulty transitioning coverage
for their children with special needs to adult
coverage.
» Medi-Cal informational materials are difficult to
understand.
» Parents want more support in choosing a health
plan.

Medi-Cal Managed Care Plans and
Providers
» Health plans are not sufficiently helping families
manage their children’s care. 		
» Parents do not feel that their health plans have
played a role in providing and connecting them
to social support services.
» Parents want a more holistic “whole-child”
approach to their children’s care, particularly
including services to help with mental health
concerns.
» Families do not always receive accurate
interpretation services.
» Health plans often do not communicate
important information to parents regarding
their children’s eligibility for certain services and
supports, including care coordination, and are
often not up to date with policy changes.
» The lack of cultural awareness, understanding,
and sensitivity among Medi-Cal providers
causes fissures and distrust between families
and the health care system.
» Parents are often dismissed by their providers
and not considered experts in their child’s
condition and care.
Source: FAMILY VOICES MATTER: Listening to the
Real Experts in Medi-Cal Children’s Health, The
Children’s Partnership, June 2022.

CBO’s, managed care plans seem to consider children’s health
as being more in the public health realm and not managed care.
Without an explicit financial and comprehensive policy priority
from the Medi-Cal program, managed care plans do not have the
incentive to focus on children. While children account for over
40% of the Medi-Cal population, they only account for about 14%
of Medi-Cal spending.48 Child capitation rates are roughly half
to a third less than adult capitation.49 Most children’s health care
is relatively inexpensive because most children do not require
intensive health care treatments to manage. In addition, MedCal’s rate setting methodology is built upon past utilization, and
thus the low child capitation rates reflect EPSDT low utilization and
arguably do not sustain full EPSDT utilization for children.
In an attempt to explain the variation in managed care plan
performance in children’s health access as well as to understand
any possible relation social drivers of health might have on
managed care plan performance, we compared Child Opportunity
Index (COI) scores to managed care performance. Our analysis
showed little to no relationship. For example, we found little
association between managed care performance on child
immunization rates and COI. Similarly, there is little association
between child opportunity and managed care performance
on children’s access to primary care. (See Appendix C for both
correlation tables.) We were a bit surprised by this finding; we
might have expected areas with lower opportunity scores to
have lower access to health care services. However, in examining
particular counties, Madera and Tulare rank the lowest in child
opportunity scores yet outperform state averages in managed
care plan performance. The health plan performance in counties
with the highest overall child opportunity score—San Mateo and
San Jose—was average, with some above average performance
indicator ratings. Unfortunately, managed care plan performance
is not yet reported by race/ethnicity in order to determine any
correlation when racial/ethnic disparities are taken into account.
Also, countywide opportunity scores may mask neighborhood
differentials which could influence access to care. Regardless,
these findings suggest that managed care plan quality metrics are
not merely reflecting the social conditions in a given location.
We had expected to see some correlation between managed care
plan performance on child health access indicators and child
health outcomes (see side box), as the overarching aim of health
coverage is to improve health outcomes by providing access to
quality and timely health care. However, here again we did not find
a relationship.
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For example, we found little association between
the performance metrics for access to primary care
practitioners for children ages 25 months to 6 years and
child asthma rates (see Appendix C).50 Although there is
an established link between primary care quality and child
asthma severity,51 managed care plan performance on the
HEDIS score related to primary care practitioners is not
associated with child asthma rates. This could suggest that
there is no relationship between plans’ quality in access
to primary care practitioners and child asthma rates, or
that the power of the performance metric itself prevents
the detection of any relationship between plans’ quality
and child asthma. We found similarly weak associations
between each child performance metric and the child
health outcomes indicators used in our analysis.
While it is certainly possible that managed care plan
performance does indeed have little to no effect on
child health outcomes, the current metrics used in this
performance assessment may simply be failing to

The Healthcare Effectiveness Data and Information
Set (HEDIS) scores used in this analysis were for
the following indicators:
» Weight assessment and nutritional counseling for children
» Weight assessment and physical activity counseling for
children
» Child immunization rates
» Adolescent immunization rate
» Child access to primary care practitioners, ages 12 to 24
months
» Child access to primary care practitioners, ages 25 months
to 6 years
» Child access to primary care practitioners, ages 7 to 11
years
» Child access to primary care practitioners, ages 12 to 19
years

capture the relationship between these variables. An
alternate explanation is that the disconnect between plan
performance and child health outcomes may not be just a
measurement issue. More broadly, if social drivers of health
are significant indicators of health outcomes, we may be
expecting too much of health care access to influence
health outcomes in the absence of addressing social needs
and social drivers of health.
Existing analysis of managed care plan performance has
relied significantly—or primarily—upon HEDIS scores.
With this in mind, it is important to be conscious of the
limitations of this particular metric. Evidence suggests
that HEDIS scores may not be well-suited to accurately
assess child health outcomes and disparities in California.
A California Department of Health Care Services (DHCS)
Health Quality report published in 2018 suggests that MCPs
adequately provide care to the state’s Latinx population
and, in most cases, better serve Latinx beneficiaries than
white beneficiaries.52 This finding conflicts with our initial
analysis of Social Drivers of Health in California,53 which
indicates that Latinx communities throughout the state
face significant barriers to high-quality health services and
health outcomes.
Perhaps impacting health outcomes necessitates the
inclusion of more community-based support indicators as
well as measures of patients’ relational experience with their
health care. In the context of systems of health, the current
managed care framework of health care delivery would
need to incorporate greater integration with communitylevel needs and social support as envisioned in CalAIM’s
Population Health Management Program. The issue at
hand is not just making the integration of population
health a contractual requirement centered on the managed
care plan, but instead reframing the power dynamics to
center on community collaboratives, CBOs, and families in
partnership with managed care plans.

» Well-child visits in third, fourth, fifth, and sixth years of life

The CHIS child health outcomes measured:
» Child asthma rates
» Child obesity rates
» Infant mortality rates
» Child behavioral concern rates
» Rates of psychological distress for children and teens

Given the tie between social drivers of health
and health outcomes, Medi-Cal should
consider measuring MCP performance using
community-based indicators (access to
community-based social services), as well
as patient experience and relational care.
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VII. Recent Medi-Cal Managed Care Reforms:
Potential Opportunities for Children’s Health

M

edi-Cal is currently overhauling its delivery system to improve quality and health equity, and provide greater
integration of care, including linkages to social supports. While many of the reforms focus on those with
complex conditions, there is a reinvigorated emphasis on children’s health, including placing children’s health
as a priority goal in Medi-Cal’s reprocurement process for managed care plans, making children’s preventive
care a key clinical focus area for their quality strategy, and most recently, hiring a new high-level official to serve as “children’s
health champion” within DHCS.
Below is an abbreviated outline of the recent Medi-Cal
reforms and initiatives that offer potential opportunities for
advancing children’s health and child health equity through
community collaboration and engagement. The core
principles and objectives reflect an equity model that places
the patient at the center of their care and takes a whole-person
approach through prevention, social support integration, and
community engagement.

DHCS’ Comprehensive Quality Strategy
In this Comprehensive Quality Strategy (CQS),54 DHCS
recognizes that health care services are just part of a wholeperson patient-centered approach to health, and a population
health approach involves partnerships across multiple
disciplines addressing the social drivers on the individual and
system level. The quality and equity strategy applies to MediCal programs beyond managed care plans’ delivery systems,
outlining goals, guiding principles, and the clinical focus areas
of children’s preventive care, maternal care, and integrated
mental health.

DHCS’ MEDI-CAL QUALITY AND
EQUITY STRATEGY
GOALS:
 Members as owners of their health care
 Healthy families and communities through
prevention
 Early intervention for “rising risk”
 Whole person care for high risk individuals
addressing drivers of health

GUIDING PRINCIPLES:
 Eliminating disparities through anti-racism and
community-based partnerships
 Data-driven improvements that address the whole
person
 Transparency, accountability and member
involvement
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Medi-Cal’s Strategy for Supporting
Health and Opportunity for Children and
Families
To emphasize Medi-Cal’s prioritization of children’s health,
DHCS compiled Medi-Cal’s Strategy for Supporting Health
and Opportunity for Children and Families55 to highlight the
recent reforms and initiatives that are intended to advance
the health of and health equity for children covered by MediCal. Some of the core guiding principles and considerations
are similar to the CQS described above, such as addressing
disparities and advancing equity, promoting a whole-child
preventive approach informed by parents, and providing
family and community-based care. Each of the strategies in
the box below includes several new and existing initiatives.

DHCS’S MEDI-CAL STRATEGY FOR
CHILDREN AND FAMILIES
GOALS:

Community-Based and Family-Centered
Models of Care
Recognizing that the health of children enrolled in MediCal is linked to the health of their parents and caregivers,
siblings, and communities in which they live, Medi-Cal is
supporting several dyadic models of care and engaging
community health workers/promotoras, doulas, peers, and
others who are positioned to offer culturally concordant
care rooted in shared lived experiences and community
connections. For example, in order to increase positive birth
outcomes, Medi-Cal will begin covering doula services,
which include emotional and physical support to pregnant
individuals and families throughout pregnancy, labor, birth,
and the postpartum period. Starting this past April, MediCal also extended postpartum coverage from 60 days to 12
months, directly supporting postpartum individuals and
their health care needs, along with benefiting their children
and families by supporting their health and recovery after
giving birth.

 Implement a new leadership structure and engagement
approach
 Strengthen the coverage base for California’s children
 Fortify the pediatric preventive and primary care
foundation
• EXAMPLE: Equity and Practice Transformation grants to
bring to scale pediatric models of whole-child approach
targeted in communities most in need
• EXAMPLE: DHCS outreach campaign to providers, plans
and families about EPSDT preventive services
 Strengthen access to pediatric vaccinations
 Enhance accountability for high-quality and equitable
care for children
 Apply a family-centered approach
• EXAMPLE: New Medi-Cal community health worker and
doula benefits and dyadic care for children and their
families
 Address the child and adolescent behavioral health crisis
• EXAMPLE: Direct grants to build infrastructure
partnerships and capacity to increase school-based
behavioral health services such as peer-to-peer programs
 Develop next steps on the foster care model of care

GUIDING PRINCIPLES:
 Addressing disparities and advancing equity
 Promoting a whole-child preventive approach informed
by parents
 Providing family and community-based care

 COMMUNITY HEALTH WORKERS:
BRINGING RELATIONAL HEALTH CARE
TO FAMILIES
In establishing an intentional, anti-racist health care
structure, cultural competency and humility can be
enhanced by incorporating staff with lived experience
such as Community Health Workers and promotoras
(CHW/Ps). Programs that employ CHWs as part of
the medical home find that families are more engaged
and more comfortable responding to and establishing
connections with staff contacts who have similar life
experiences as their own. Because families can quickly
build trust with CHWs, these staff can also help
improve the relationship between professional health
care providers and families.
CHWs can also play a critical role in children’s
relational health care: Nurturing relationships and
intimate bonding are foundational to a child’s healthy
childhood development—their “relational health.” In
turn, relational health care recognizes the importance
of social connections, and fosters and supports a
child’s relational health by ensuring engagement,
trust, and partnerships with families.
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In addition, Medi-Cal created new non-specialty
mental health benefits—specifically the Family
Therapy Benefit and soon to be implemented Dyadic
Benefit. (See box below.) Reimagining behavioral
health as a support for healthy development (not
a response to pathology) is consistent with both
the spirit and stated intent of the EPSDT benefit
and represents important progress in integration
support for health-related social needs in pediatric
and family practice settings.
As a key part of DHCS’ strategy to address health
disparities in communities of color served by MediCal, Medi-Cal will soon be covering preventive
services from community health workers and
promotoras (CHW/Ps), who are often from the community
and have shared experiences with those they serve,
facilitating trusted relationships with patients and families.
CHW/Ps’ services include health navigation, patient
advocacy, and health education, including child health and
development.56 The Administration also proposed as part of
the Governor’s 2022/23 budget to increase the community
health worker workforce by providing significant funding for
training and technical assistance.
Also proposed in the Governor’s 2022/23 budget is funding
for Equity and Practice Transformation grants with an
emphasis on children’s health care. The grants are aimed
to bring to scale successful models of delivering equitable
and quality care for children within local practices targeting
grants to those serving communities of color.

Children and Youth Behavioral Health
Initiative (CYBHI)
In recognition of the urgent mental health crisis and unmet
need, DHCS created a package of initiatives called the
Children and Youth Behavioral Health Initiative (CYBHI).57
The aim is to reform the children and youth mental health
system into an “innovative, upstream-focused ecosystem”
where all children and youth are routinely screened,
supported, and served for emerging and existing mental
health concerns. As part of this package, DHCS will create a
child/youth virtual platform for direct services for children
and youth as well as referrals. The initiative includes
significant funding to increase the pediatric mental health
workforce and grants to expand community-defined
behavioral health programs and build infrastructure
partnerships and capacity for school-based mental health.

 DYADIC BEHAVIORAL HEALTH CARE
The Family Therapy Benefit fundamentally redefines medical necessity and dramatically expands eligibility for children
under 21 for an uncapped number of behavioral health visits. The benefit adds new z codes and Current Procedural
Terminology (CPT) codes that formally remove diagnosis as a prerequisite for care and allow an expanded definition of
Adverse Childhood Experiences (including housing instability and the experience of racial discrimination) as qualifying
conditions. This means that the impact of poverty, adversity, and racism is formally and openly used as qualifying criteria
for access to care.
Building on the Family Therapy Benefit’s reform of medical necessity criteria, the new Dyadic Benefit adds new CPT codes
and health and behavior codes that make caregiver mental health services available during the well-child visit. These
evidence-based models (Healthy Steps, Child Parent Psychotherapy, Parent Child Interaction Therapy, Trauma Informed
Cognitive Behavioral Therapy) have historically faced barriers to scaling through Medi-Cal due to diagnosis driven,
identified patient, and medical model coding requirements. The Dyadic Benefit creates a pathway to sustainability for
these models, a way to code (and get reimbursed for) support addressing health-related social needs, developing healthy
attachment and parenting skills, and managing the social and emotional burden of caregiving.
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California Advancing and Innovating
Medi-Cal (CalAIM)58

Medi-Cal Managed Care Plan 2024
Reprocurement Contracts

As the next phase of Medi-Cal 2020 reforms, CalAIM is
a package of Medi-Cal reforms intended to identify and
manage complex conditions through a whole-person
approach; improve quality outcomes and reduce health
disparities through value-based initiatives and payment
reform; and consolidate Medi-Cal into managed care.
CalAIM’s new enhanced care management (ECM) benefit
and accompanying Community Supports (such as in-home
asthma remediation) are intended for targeted populations
with complex conditions. DHCS provided grant funding
to support the CBO and health system infrastructure to
deliver ECM services, an initiative called Providing Access
and Transforming Health (PATH). Regardless of the defined
eligibility groups, under EPSDT, children for whom ECM is
determined medically necessary would be (and ostensibly
already were) eligible for these care management benefits
and new community supports. DHCS’ CalAIM Children’s
advisory group continues to discuss how to define “high
utilizer” for children as “high need,” which may sufficiently
broaden the qualification to include children who have high
needs that, if not addressed, could result in serious health
conditions.

As part of the 2024 Managed Care reprocurement
process, the RFP59 included a model contract that will
apply to all Medi-Cal managed care plans. In addition to
explicitly reiterating the requirements and obligations for
complying with the EPSDT benefit, including the detailed
care coordination and care management requirements,
the contract expands managed care plans’ community
and enrollee engagement requirements. For example,
the contract outlines detailed requirements for consumer
engagement, particularly regarding each plan’s more
robust Consumer Advisory Committees (CAC) functions,
scope, and input. Similarly, the health plans are to engage
a broader array of community partners in the development
of their Populations Needs Assessment (PNA). Previously
a PNA was developed by a managed care plan using its
own or DHCS-proscribed data, but the analysis and any
interventions included in the PNA were developed by the
plan, sometimes with input from their CAC or local partners.
The new contract requires robust input from CACs and a
wide range of local entities and CBOs.

Most important for children’s whole-person care approach
is CalAIM’s Population Health Management (PHM)
Program and the PHM Service. The PHM program is a
managed care plan requirement to assess and stratify the
level of “risk” for each enrollee and ensure access to the
appropriate level of care and care coordination to meet
their needs. For example, all enrollees shall be assessed
for medical, dental, mental, and social needs, and shall
receive a package of preventive care and care coordination
under the basic population health management benefit
(BPHM) for services identified in the assessment. Based
on identified risk, enrollees could qualify for a higher level
of care management. Accompanying the PHM program,
DHCS is in the process of securing a vendor to provide a
PHM platform service in which data can be shared among
multidisciplinary providers, managed care plans, DHCS,
and Medi-Cal families themselves to better coordinate
care. The backbone of this PHM Program and Service is
care coordination that managed care plans are required
to provide as well as the collaboration with local health
agencies and programs and CBOs in addressing social
needs (ostensibly individual enrollees’ social needs).

 NEW MEDI-CAL MANAGED CARE
PLAN REQUIREMENTS ON CACs
» CAC members must be representative of the
enrollee population and those with health
disparities.
» Plan’s CAC coordinator onboards and
accommodates CAC members’ participation.
» Meetings must be regularly scheduled, and meeting
agendas and notes must be publicly posted.
» CAC coordinator facilitates communication
between plan decision makers and CAC.
» The CAC must have sufficient resources to support
its operation.
CAC provides input on the following: PNAs; cultural
appropriateness of communications, partnerships,
services; quality improvement strategies; health
equity strategies; member satisfaction results; PHM
activities; care coordination; and priorities for health
education.
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In addition to addressing identified disparities in
their PNA, managed care plans have several new
equity requirements. First, managed care plans
will be required to have an Equity Officer who will
provide leadership in designing and implementing
health equity into the plan’s overall strategies and
programs, and will design and implement health
equity programs, partnering with local agencies and
CBOs. Plans are also required to establish a Quality
Improvement and Health Equity Committee,
accountable to the board, and develop an annual
report on Quality Improvement (QI) and “health
equity activities.”60 In addition, managed care
plans will need to meet the National Committee
for Quality Assurance’s (NCQA) new Health Equity
accreditation, which is focused on advancing
the delivery of more equitable and culturally and
linguistically appropriate services for enrollees.61
(The next level of accreditation—Health Equity Plus—starts
to address community collaboration and cross-sector
partnerships in addressing social drivers of health).

 STANDARDS FOR NCQA
HEALTH EQUITY ACCREDITATION
» Organization readiness
» Data collection, reporting by race/ethnicity,
language, gender, sexual orientation
» Access and availability of language services
» Provider network cultural responsiveness
» Assessing and monitoring health care disparities
Source: NCQA, Standards and Guidelines for Health Equity
Accreditation, 2022.

Within the 2024 reprocurement contract, managed care
plans are newly required to contract with child-serving
systems, most explicitly with local school districts. In other
words, plans are required to provide Medi-Cal services, such
as child and youth preventive services and mental health
services in schools and school clinics.
With regard to accountability, Medi-Cal intends to shift to
more Value-Based Purchasing, including using quality and
health equity outcome measures to adjust base capitation
rates for managed care plans starting in 2023. The intent is
to tie financial incentives to quality and equity performance.

As a federal requirement, managed care plans must report
their “Medical Loss Ratio” (MLR)—or the portion of their
capitation payment spent on medical care and quality
improvement activities. If the MLR is less than 85% of the
capitation, the plan must return the remittance to DHCS.
Similarly, managed care plans will report on how much of
their capitation’s medical costs are spent on primary care
with the expectation that DHCS will likely be moving to
setting a target for primary care spending similar to the MLR
approach. In addition, health plans are required to direct
a portion (up to 7.5%) of their net income to community
reinvestment activities. Also, if minimum quality standards
are not met, an additional percentage of net income will be
directed to community reinvestment activities.
Medi-Cal will be adding several new child and maternal
quality metrics to the list of performance standards, and
many of the metrics will be required to be disaggregated
by race/ethnicity. Each plan will have a publicly released
dashboard of their quality outcomes. DHCS is also
embarking on cross-agency collaboration to increase
enrollment for Medi-Cal beneficiaries into CalFresh, WIC,
and home-visiting programs.
Altogether these reforms, strategies, and initiatives offer
a promising platform from which to make significant
advancements toward improved health equity. The work
is still ahead to operationalize these bold objectives and
initiatives. Notably, while community partners and families
are acknowledged as having a key role, the question is
whether managed care plans will still be the central power
or whether there is an authentic shifting of power to the
community.
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VIII. Promising Community Partners:
An Equity Framework

D

HCS has recognized that children’s health must
become a core priority for Medi-Cal and has laid
out promising goals for transforming Medi-Cal
quality and equity for children. The reforms and
strategies to achieve these goals center around managed
care plans: integrating mental health care coverage with
medical care coverage, developing a population-based
management program, focusing on preventive care, tying
performance to payment, holding greater accountability
to a broader range of child health access performance
standards, and providing community-social supports within
a whole-person care management benefit.62
Can managed care plans deliver on these transformations?
And do the strategies depend upon the managed care
business model to deliver on reforms or is the reform the
transformation of how managed care plans operate?
Perhaps it is worth stepping back and assessing what
managed care plan models should deliver and what other

players are needed to supplement what managed care
plans cannot deliver. Most notably, the community itself—
via community health collaboratives, community health
workers, community-based organizations, and families—
brings to the table an expertise in the lived experience
of the population Medi-Cal is serving, as well as cultural
competency, understanding of protective factors, and the
trust of families. Advancing child health equity and quality
may not be just a matter of how much managed care plans
invest in children’s health care, but also what they pay for
and who is delivering it. Though even that assessment
presupposes that managed care plans are at the center,
deciding who else to invite to provide input. In the context
of child health equity, an intentional redistribution of
power is necessary. A new framing could be: Community
health collaboratives set the table that managed care plans
join and invest in. Such a collaboration and partnership
framework reflects the recognition of shared power
and agency critical to dismantling structural racism and
authentically advancing health equity.
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Figure 6. Child Health Equity Centers on Community Partners
Medi-Cal health plans can help address social drivers of health to improve child health outcomes
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Why Is Community Partnership Needed
to Advance Child Health Equity?
Dismantling systemic racism starts with acknowledging
not just racism as a relic from our health system’s history
but its embodiment in the current systems and their
distribution of power and agency. The path toward health
equity requires centering community and individual agency
and redistributing power—for children, youth, and families
in their health care: “Nothing about us, without us.”63 In
addition to being the experts on their children and their
lived experience, families also know best how the barriers
inherent in the health care system are failing them. Similarly,
communities know the needs of their populations and
the protective factors they offer, and, with respect to CBO
services, provide the culturally relevant care needed to best
mitigate barriers.
Equitable delivery and management of care for children
starts and ends with the input of and collaboration with their

parents and families. Family Voices, a family-run non-profit
organization, advocates for placing families at the center of
children’s health care because of their direct expertise and
representation of their community experience.64 System
transformation involves fundamental shifts of power
toward shared decision-making and centering families and
communities as essential partners and experts in the design
and delivery of care.
There are varying degrees of engagement, whether family
or community engagement, along a spectrum ranging
from informing, where community members are provided
information but with little opportunity for feedback, up
to shared decision-making and empowerment, where
community members make decisions that are supported
by systems. One description of the degrees of engagement
envisions a spectrum of public participation, in which a
more equitable system is achieved when decision-making
authority is more evenly distributed between the public and
the government.65

Figure 7. Spectrum of Public Participation Model

Source: Adapted from PlanH
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The higher up the spectrum of engagement, the greater
agency given to families and the community. In the context
of health systems and health plans, we would argue that
collaboration should be the aim.
In addition to the level of engagement, there are different
types of community partners and their unique contributions
and engagement. As previously mentioned, they include:
» Families, youth, and community members themselves
» Community collaboratives
» Community-based service organizations

What Is Family Engagement?
Across a variety of disciplines, including child welfare,
juvenile justice, education, early childhood, and
health, family engagement is a critical tool for systemic
transformation. For family engagement to be authentic
and thus effective, families must be systematically
included in policies and programs that promote children’s
development, learning, and wellness, including shared
decision-making in planning, development, and
evaluation.66 Because families are experts in their own
experience, a system devoted to serving them must center
the parent perspective and respond to the child’s needs
as parents/caregivers define them. Family engagement
is more than a data point collected through consumer
surveys and focus groups to be analyzed and acted upon by
health systems’ decision makers. Family engagement is an
iterative, relational, and collaborative process.

Authentic family engagement is relational
and moves at the speed of trust.
Family engagement occurs in multiple dimensions of health
care delivery. At the individual patient level, the parent and
child themselves should be part of the child’s health care
team and collaborate on treatment plans. At a system level,
such as within a managed care plan, families’ input should
be incorporated into how a health plan makes operational
and investment decisions through authentic collaborative
decision-making, optimally with family representation on
governing boards and robust advisory committees.

What Is Community Collaboration?
Family engagement is a microcosm of another dimension
of engagement in population health, namely community
engagement, whereby local leaders, community-based
organizations, and local agencies partner with health plans
to identify social and environmental issues—both risks and
assets—of their population, and to develop and provide
appropriate interventions.
Reframing a system of care within a child health equity
construct moves the community beyond engagement to
collaboration, where power shifts toward a community
collective, such as an Accountable Community for Health,
to make decisions about which community needs to be
prioritized and what interventions should be invested in.
Medi-Cal managed care as a local partner would have a
place at the table, bringing with them their required and
discretionary investments in the community.67

What Are CBO Partnerships?
Community-based organizations (CBOs) are nonprofit
organizations that work at the local level to meet the
community’s needs in a culturally concordant manner
within the community. They are representative of a
community, often with shared lived experiences. CBOs work
across various areas and often have established, trusted
networks and regularly and authentically engage families68
by providing direct services, care coordination, education
and navigation, validation of protective factors, “warm
hand-off” referrals, and peer support. Notably, community
health workers/promotoras serve as a relational workforce
for CBOs.69
Much of this work may not fall within a claims code for
reimbursement, but the relational aspect of CBOs’ work is
invaluable to delivering on the quality and equity standards
that managed care plans will be required to meet. CBO
partnership within managed care plan models translates
into contractual and/or reimbursable transactions for the
array of relational care that CBOs and CHW/Ps provide.
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IX. Observations of Managed Care Plans’
Relation to Children’s Health

W

ith this framing, we now turn to
the observations shared by some
of the players: managed care
plans, CBOs, and families. In our
interviews and focus groups, they discussed their
perspectives on how Medi-Cal managed care plans
approach children’s health care in the context of
the select areas of focus listed below. These areas
of focus are particularly pertinent functions in
addressing health-related social needs of children
and in integrating social supports with Medi-Cal’s
health care delivery system. Our interviewees
shared challenges and opportunities from their
perspectives and provided suggestions for
improvements in:

 Care Coordination
 Health-Related Social Needs and
Community Social Supports

 Partnering with Community-Based
Organizations (CBOs)

 Community Collaboration on Behalf of
Children's Well-Being

 Authentic Family Engagement by
Managed Care Plans

 Care Coordination
Care coordination services ensure that children and
adolescents get the right care at the right time and in
the right setting. For families, care coordination should
identify where children can be best served and make those
connections with a “warm hand-off,” creating a bridge
across multiple systems that serve children, such as medical
settings, community-based organizations, and other childserving agencies, which might include Regional Centers,
schools, and early learning centers. And most importantly,
care coordination is relational, supporting families in
navigating and engaging in the systems serving their child.

The forthcoming Population Health Management (PHM)
program envisions three levels of care management
available to Medi-Cal beneficiaries: care coordination as
part of a basic population health management program
(BPHM) that is available to all Medi-Cal beneficiaries
and aims to promote and connect them to primary and
preventive care; complex care management, which is
available to those who are assessed for “rising risk” and
may need a temporary case manager to assist them with
accessing services across multiple systems; and enhanced
care management.70
This Medi-Cal PHM requirement, however, is not a new
requirement for Medi-Cal children under the EPSDT
entitlement. As we outlined in our first Care Coordination
brief, Medi-Cal managed care plans are already required
to provide a spectrum of coordination of care for “…all
medically necessary EPSDT services delivered both within
and outside the MCP’s provider networks.”
Observations of managed care plans and CBOs on care
coordination functions in managed care are summarized
below.

We know very little about the extent to which children
covered by Medi-Cal are receiving care coordination.
Because providers, such as pediatric practices, may not
have a tracking system for referral follow-ups, “closing the
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loop”—an essential component to care coordination—is
difficult for health plans to track. Providers may report a risk
identified from a screening but might not be able to report
what referral was made and its outcome.

Care coordination needs a performance measure and
to be tied to capitation payments.
While Medi-Cal requires managed care plans to coordinate
care for children—even for care not provided by the
plan—as part of the EPSDT entitlement, Medi-Cal does
not measure health plans’ care coordination performance
(e.g. closed loop referrals) nor is care coordination a
category of service under their capitation methodology.
What is measured matters. Medi-Cal could also provide
guidance and technical assistance to plans and providers in
developing a means of tracking and reporting referrals and
their follow up.
As Medi-Cal is below the national average capitation for
children, an underfunded managed care system is not
likely going to invest in building a basic care coordination
infrastructure if a managed care plan can utilize and benefit
from what local programs already provide. From the

CARE COORDINATION MODEL HIGHLIGHT:
DULCE
Developmental Understanding and Legal Collaboration
for Everyone (DULCE) is an intervention based in health,
legal, and early childhood related settings that assists
parents in overcoming the challenges of caring for
children from birth to six months of age by addressing
health-related social needs and providing families
with support for any unmet legal needs, age-related
information on child development, as well as ongoing
friendly support. These services are organized as an
Interdisciplinary Team comprised of a Family Specialist,
a medical provider, a legal partner, an early childhood
systems representative, a mental health representative,
a project lead, and a clinic administrator. Through its
Interdisciplinary Team and relational engagement with
families, DULCE works to address the accumulated
burden of social and emotional hardship of each family
served. Because DULCE is part of a patient-centered
medical home, the program benefits extend beyond the
new baby and parents to the entire family.
Source: Legal Partnering for Child and Family Health, September
2019

community perspective, families and CBOs would rather
see CHW/Ps embedded in their community, serving people
irrespective of their managed care plan as compared to
having each managed care plan hire their own CHW/P who
would change when the person’s coverage changed.

Models for basic care coordination vary.
Some plans choose in-house care coordinators, including
community health workers/promotoras, and some
rely on local community organizations. Funding could
be salaries, contracts, or reimbursements for referrals,
although managed care plans’ arrangements with local
care coordination may not always be financially contractual
partnerships. Employers are increasingly asking their
commercial health plans to include health advocates as
a benefit to assist their employees to navigate the health
system. Medi-Cal managed care plans could similarly
provide this benefit as part of their basic care coordination
obligation under the BPHM. Similar to CalAIM’s new
Enhanced Case Management benefit and community
support services, children and families need a basic care
coordination model for preventive care that centers around
community-based care coordinators. (As part of the ETE
project, our care coordination report, Key Components of
Children’s Care Coordination, outlines a few examples of
child-centered care coordination programs and some of the
fundamentals that make up effective care coordination.)

Shared data on child health needs and health
outcomes by race is lacking yet essential.
Managed care plans can use population health data
provided by DHCS or must rely on creating their own data
platform. When implemented, Medi-Cal’s PHM service is
intended to integrate population-level data, incorporating
multiple data sources for population health functions and
allowing for multi-party (agencies, provider networks, and
plans) data access and sharing. The PHM service should
also include local population data collected by community
collaboratives like Accountable Communities for Health.
DHCS should disaggregate these shared data sources—as
well as HEDIS and EPSDT (CMS 416 form)— by race at
the health plan, county, and state level, and make them
available to the public for analysis. This may pose some
challenges, particularly for infants for whom race/ethnicity
data may be missing or unspecified. When evaluating
managed care plan performance by race/ethnicity, DHCS
could consider controlling for regional differences in quality,
differences in providers available in MCP networks, number
of doctors serving that population, and languages offered.
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Community health workers provide relational
coordination between health care and community
support services.
Contracting with and reimbursing community-run care
coordinators can provide relational coordination for health
plans that need coordination and navigation assistance with
a trusted local contact. Trained community health workers/
promotoras have been shown to be effective at providing
a bridge for families navigating between their child’s
health care and social support.71 Some plans have hired
community health workers/promotoras to provide home
visitations. The recent Medi-Cal benefit for CHW services
will further increase the number of health plans contracting
for these services. The CBOs we interviewed also expressed
a need for the State to provide a sample care coordination
contract for CBOs/CHWs for child-specific care with a
prevention focus.

 Health-Related Social Needs and
Community Social Supports
Prior to the forthcoming PHM program, Medi-Cal required
managed care plans to conduct an annual Population
Needs Assessment (PNA), which is intended to identify
populations’ and members’ health needs and health
disparities; evaluate current improvement strategies; and
implement targeted interventions to respond to identified
gaps.72 The “population” in both the PNAs and the PHM
program most often refers to the population of a managed
care plan’s enrollees. Such assessments and management
programs target health-related social needs of individuals,
which is distinct from assessing and addressing the social
drivers of health within the community in which the
managed care plan enrollees live. While both individuals’
health-related social needs and the social drivers of health
within a community warrant attention, the latter objective
cannot be centered on managed care plans but should
instead be centered in collaboration with communities,
such as ACHs.

Midstream and upstream investments in children
don’t often have a clear return on investment for an
individual managed care plan.
As noted in one health plan interview, plans have to
prioritize the dual-eligibles and “high utilizers,” and children
get lost as a result. To think and plan “midstream,” namely
a “whole-child” centered approach to care focusing on
children’s preventive care including community supports,
will generate health benefits, and even cost savings, in the

long term. However, upstream or midstream investments
do not make business sense within an individual managed
care plan business model. Often the long-term health
benefits and resulting cost savings are not returned
to the managed care plans that invested in upstream
interventions, particularly in the lifespan of a child to
their adulthood. Instead, upstream investments and
interventions by managed care plans would require MediCal regulation, guidance, and financial drivers in order to
focus on children’s “whole-child” care.
A transformation from a utilization management model
to a model built upon a prevention framework on behalf
of children is fundamental for managed care plans. MediCal’s upcoming Population Health Management (PHM)
requirement is intended to increase focus on preventive
care and community support services for the general
Medi-Cal population, but the PHM program alone will
not evoke a fundamental shift in managed care plan
operations and instead could become simply another case
management tool. However, some managed care plans
are already investing in population health through family
resource centers for a full range of services and resources
for communities at large. Health plans are not designed
to be population-driven. Often when managed care plans
do consider population-driven interventions, the scope of
“population” may extend to the plan’s enrollees and not the
population of the community at large.

The usefulness of Population Needs Assessments
(PNAs) varies in determining and responding to
community needs.
Is the PNA just a “check-the-box” exercise or an operational
plan for community needs assessment and improvement
plan? Some managed care plans do use them effectively.
For example, one MCP’s PNA led to hiring a team of CHWs
on staff and launched a CalFresh enrollment campaign.
However, in a 2018 audit, the State Auditor found that
DHCS did little to monitor whether PNAs’ recommended
targeted improvement strategies were implemented and
whether they were effective.73 In our own analysis of several
PNAs, we found issues or disparities identified in the PNA
lacking any response or plan for how the managed care plan
intended to address them. Similarly, it was unclear from the
PNAs whether strategies that were put in place were being
tracked to determine their effectiveness and whether the
underlying issue persisted or improved.
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One plan interviewee found that the newer PNA guidance
is too high-level to generate information that is targeted
enough to develop Quality Improvement (QI) or mitigation
strategies.

information from and for multiple types of users (DHCS,
health plans, providers, and beneficiaries) and offering
provider networks and health plans integrated information
about the families they serve.

To what extent are communities involved in the
development and implementation of the PNA?

Health providers overwhelmingly use data on healthrelated social needs from assessments but face barriers
in conducting social needs assessments when they do
not have the resources or referral network to address any
identified needs.74

Medi-Cal guidance requires MCPs to seek and share input
from their Community Advisory Committees (CACs). From
the perspective of the CAC members from our focus group
discussions, it was not clear whether their input impacted
any decision-making with regard to the plan’s PNA. Some
managed care plans shared that they develop their PNA
with community agencies and health systems. Some plans’
PNAs incorporate intervention strategies based on those
local needs identified by community collaboratives, which
are organized through local public health departments. The
2024 managed care plan contracts as part of reprocurement
require far greater collaboration with community
stakeholders in the development of the PNAs.

PNAs should be strengthened to include a clear focus
on children.
A number of plans mentioned the weakness of the PNA in
supporting child health equity and that although they are
data-driven, without childhood screenings they are not
helpful in advancing child health equity. Without reliable
data on the results of children’s screenings, such as blood
lead level screenings, the PNA is of little use for children’s
health assessment. Our own analysis of several PNAs found
data was not examined for children under the age of 5, a
particularly critical period in childhood development. One
interviewee suggested that it would make sense for health
plans to develop a PNA dedicated to children’s health.
Integrating and coordinating health care and community
social services means sharing data. Some managed care
plans are trying to add support services to their members’
medical records in order to facilitate care coordination
and integration. The health home structure with its
coordinated encounter data is a useful model to consider
in how to collect, report, and monitor care coordination
activities. CBOs and managed care plan interviewees both
acknowledged the risk of “medicalizing” the community
sociaI support system, while recognizing the need for
some interoperability and sharing of information between
multiple systems. DHCS recently released an RFP for
its Population Health Management Service platform
that envisions interfacing the population-health level

Managed care plans recognize their role in responding
to social risk factors but it is challenging to navigate
multiple social support systems.
The health care system is increasingly reframing the model
of care delivery to identify health-related social risk factors
and responding to social/emotional needs; screening is
key. However, identified social/emotional needs often
require comprehensive and multi-discipline networks
of community service providers in order to respond to
those needs. Some MCPs use all touch points to conduct
a screen for assets, risks, and experience,75 and then use
navigational directories, like “findhelp” (formerly known
as Aunt Bertha), or a closed loop navigation system, like
Unite Us, to identify available local resources and support
services to recommend to members. Each plan in a county
may have its own network navigation approach rather than
a consolidated approach among plans.

Navigation platforms for social and community
services are not just about technology, but
relationships.
Navigating local social supports in a systematic way is
difficult for statewide plans since there are many local
platforms to navigate. In addition, trust and relationships
are key to building an effective navigation structure for
identifying available social supports in the community.
Data platforms are necessary but not sufficient without
the culturally competent and trusted coordinator staff to
provide the bridge to services for families. Moreover, the
navigation systems need to serve the local CBOs and social
services, not just the health care system in its referral and
follow-up obligations.

The level of investment in social support navigation
systems varies.
Some plans are heavily investing in community-driven
navigation systems, others fund private contractors
to develop one for the health plan, and still others are
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Some social support services are becoming claimable
as health-related Medi-Cal services.

leveraging existing CBO networks. For example, local Help
Me Grow programs have built local navigation systems,
which the managed care plans benefit from but do not often
contribute to. As noted by CBO interviewees, managed
care plans could help support the sustainability of a
CBO’s navigation system so they can build out the hotline
infrastructure to serve all pediatricians.
Some MCPs have staffed in-house CHWs for home visiting
and social workers to follow up on risks identified from
initial assessments. One plan is in the process of contracting
with high-use CBOs to collect high-level data on social
services use and follow up.

When it comes to funding non-health support services,
managed care plans tend to support local grants
rather than long-term reimbursement contracts.
One plan created an in-house innovation lab—based on
a venture capital business model—investing in a broad
number of local programs serving the community with
demonstrable or promising success. Some health plans
turn to existing community investment funds to invest in
social support services rather than identify their own social
support service investments. Many plans have MOUs with
existing support programs, such as the Supplemental
Nutrition Program for Women, Infants, and Children (WIC).
This partnership facilitates families’ enrollment into WIC,
while their enrollment will serve to advance the managed
care plan’s early childhood intervention efforts, such as
through WIC’s breastfeeding support and supplies.

As is occurring across the country,76 managed care plans
in California are directly contracting with food security
programs and housing assistance. CalAIM’s ECM benefit77
is accompanied by community support service benefits that
Medi-Cal managed care plans can choose to cover within
the medical load of their capitation. This program is an
outgrowth of Medi-Cal’s “whole person care” pilots in which
housing assistance was covered. All but two of the new
CalAIM community support services are covered under the
federal “In Lieu of Services” (ILOS) provision78 in Medicaid
that allows for support services to be covered if they forgo
other health care expenses. However, Return on Investment
(ROI) calculations for ILOS might not be as relevant for
children’s support services. Because children at risk of
significant health conditions (and high health care costs)
may not yet have manifested those conditions and might
not for several years, demonstrating the ROI will likely not
satisfy the shorter term ILOS criteria. In fact, investments in
general prevention interventions face similar longer term
ROIs.
Nonetheless, managed care plans have expressed the
need for DHCS guidance to further clarify which social
support services can be included under children’s EPSDT
benefit (e.g. guidance on food as medicine), and under
what circumstances. Furthermore, DHCS guidance should
explicitly incorporate those eligible social support services
within the medical load of capitation rate setting and
Medical Loss Ratio (MLR).

Covering support services as benefits would drive
health plans to invest in support services for their
members.
CBOs and MCP interviewees suggested DHCS make food
and housing assistance covered benefits if indicated. Some
plans have invested in housing assistance but have not
been able to count those costs against their capitation’s
medical load, and they are instead accounted for as
community benefit expenditures. One managed care plan
noted that they had a $530 ROI for covering meals for
individuals with diabetes. Currently, however, covering
housing supports with federal Medicaid matching funds
requires federal 1115 waiver approval as in California’s
CalAIM waiver offering optional housing supports under
the enhanced care management benefit. To further support
and respond to social support services, DHCS’ 2024
reprocurement contracts direct health plans to dedicate
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7% of net income in community reinvestments to address
social drivers of health and additional percentages for
community reinvestment activities if a plan fails to meet
certain performance standards. Several states have
similar Medicaid managed care plan directives relating to
community reinvestment activities.79 (See chart in Appendix
D for a summary of several states’ Medicaid managed care
plan community investment requirements.)

Community support service capacity is not meeting
the need.
Both CBOs and MCPs consistently noted that the capacity
of available support services is not nearly meeting
families’ needs in most communities. Managed care plan
investments into the community help but will not be able
to make up the gap. In determining that systemic statewide
policy change is needed to sufficiently resource local social
services to meet the need, one managed care plan decided
to invest in policy advocacy for greater state funding for
local communities—for housing and telehealth/broadband
access, for example.

 Partnering with Community-Based
Organizations
CBOs and managed care organizations have
fundamentally different frameworks and different
terminologies of operation.
While both might share a similar overall mission of
improving the health and well-being of the populations they
serve, their business models and operations differ greatly.
CBOs operate in the “currency of trust,” putting a premium
on relationship building. Health plans are management
systems putting out a service of quality and efficiency
in the delivery of care. The organizational structure and
terminology of MCPs is difficult to navigate for CBOs and
managed care plans’ structure and terminology may vary
among plans. CBOs are often directed to interact with
managed care plans’ community liaisons, but CBOs have
found it far more effective to work with a plan’s Quality
Improvement departments because they may more readily
see the benefit in partnering with a CBO whose services are
aligned with the MCP’s QI priorities, and QI offices are given
budgets with which to address gaps in performance.

Two-way training and technical assistance between
CBOs and MCPs would be valuable.
CBOs indicated that they would value learning managed
care plan terminology and the organizational structure of

MCPs relative to their community support services. Trainings
for CBOs would also be useful to acquaint them with MCPs’
claims and data collection processes, privacy requirements,
and criteria for grant evaluations (each health plan has its
own criteria for evaluation protocols for CBO grants).
Similarly, CBOs can train plans on culturally appropriate
service delivery and recruit and train families for
participation in managed care plans’ family engagement
activities. More generally, health plans or health plan
leadership may not know the child-serving safety net
system and could benefit from a “101” training.

CBOs providing care coordinators may not have the
requisite capacity and functionality to contract with
health plans.
Contracting directly with small CBOs may require different
contracting strategies, such as paying smaller providers up
front for their services to make it easier for them to provide
services to their members. Intermediaries—such as clinics
and coordination networks like San Diego’s Neighborhood
Networks (see side box)—have contracted with managed
care plans on behalf of CBOs and provided CBOs and their
Community Health Workers with the legal and financial
infrastructure and data systems necessary to partner with
managed care plans. One initiative Neighborhood Networks
is launching is to co-locate CHWs at pediatric offices and
CBOs, and Neighborhood Network contracts with the

CARE COORDINATION MODEL HIGHLIGHT:
NEIGHBORHOOD NETWORKS
Neighborhood Networks was conceived in part
by the San Diego Accountable Communities of
Health to help healthcare systems and communitybased organizations work together to address the
health-related social needs of community members.
Neighborhood Networks contracts with health plans
to provide care coordination to enrollees with risk
factors that span health care and social needs. In
turn, Neighborhood Networks contracts with CBOS
for CHW services while also providing a variety of
management services including specialized training for
Neighborhood Navigators, a secure centralized online
case management system, quality assurance, and
reporting.
Source: https://neighborhood-networks.org/our-approach/
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CHW workforce for the health plan. Most MCP contracting
is with large systems or clinics and could leverage those
relationships as intermediaries to connect with CBOs. For
example, county hospitals work with promotoras to make
well-child visit appointments for families.

Health plans may not be motivated to partner with
CBOs unless there are underlying policy requirements,
financial mechanisms, and/or performance metrics
incentivizing them to do so.
Some state Medicaid programs, like Michigan’s, have
explicit requirements and incentives for community health
workers in their network, and several other states, like
Oregon and Arizona, have requirements that plans invest
a certain percentage of their capitation into community
interventions as a means of supporting those communitybased social and emotional support services. How those
investments are directed, and who gets to define where,
may vary based on state policy. In the next section, we
describe Accountable Communities for Health.

 Community Collaboration on Behalf of
Children’s Well-Being
MCPs value community engagement but are not the
hub for executing effective community collaboration.
Medi-Cal has been increasingly asking their contracted
managed care plans to take on greater responsibilities in
ensuring beneficiaries’ health, including addressing not
only the health-related social needs of their enrollees, but
also the community social drivers of health and ensuring
health equity, such as requirements for community and
family engagement. However, when it comes to the largest
factors impacting children’s health—namely social drivers
of health—health plans are ill-equipped to manage this
multidisciplinary array of community interventions and
services under their model of care, particularly managing
the communities’ social drivers of health. Similarly, while
managed care plans do engage with community partners
and plan members, the business model of most health plans
is not conducive to power sharing, or meaningfully bringing
the community into decision making within the MCP
organizational structure.80 However, it is worth noting that
some local initiatives—locally run non-profit health plans—
are required to have “health consumer” and “health care
consumer advocates” on their governing boards.81
Health equity transformation does involve a shift in
power, whereby the community is part of the decision

making that impacts their care. The community itself—in
collaboration with CBOs and local health and social service
departments—is better equipped to understand and
identify health-related risk factors and social drivers of
health affecting their populations, as well as being more
knowledgeable about community protective factors,
effective interventions, and available community resources.
MCPs should be active partners at this table, but the table
should be set by the community.

Accountable Communities for Health are rooted
in the relational and power-sharing nature of true
community engagement.
Community engagement is local, which is difficult for
statewide health plans. Accountable Communities for
Health—community-driven cross-sector collaborations
to advance the health of the community using a collective
impact model— offer a more appropriate model for
engaging the community in identifying social risk and
protective factors and in developing and deciding on
community-based interventions. As relationship brokers
of trust, Accountable Communities for Health can be
valuable partners for Medi-Cal and Medi-Cal managed
care plans. While these entities have to be careful in
balancing the relational nature of community planning and
collective impact with the inevitable transactional nature
of implementation and MCP partnerships, ACHs are closer
to community trust than MCPs because they are run by the
community themselves.
For example, the Long Beach ACH provides parents
with leadership training and support to facilitate their
participation in collectively developing the ACH portfolio
of actions (strategies to advance agreed-upon goals).
Similarly, ACH partner organizations receive training

CARE COORDINATION MODEL HIGHLIGHT:
IMPERIAL HEALTH ACH
The Imperial Health ACH in southern California reduced
ER visits for children with asthma and improved school
attendance by coordinating services to families across
schools, primary care settings, emergency medicine
departments and in the home through home visiting
services.
Source: Imperial County ACH profile, CACHI. https://cachi.org/
uploads/media/CACHI_Imperial_profile.pdf
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 ACCOUNTABLE COMMUNITIES
FOR HEALTH
Accountable Communities for Health (ACH) are formal and
structured vehicles for community collaboration across
multiple sectors to address critical community health
issues. The model recognizes that health is the result of
interdependent factors at work across a community and
that no single entity controls enough to address them
alone.
» Multi-Sector Collaboration
ACHs bring together local clinical providers with public
health departments, schools, managed care plans, social
service agencies, community organizations, residents,
and others in a collective effort to prevent health
conditions and promote health in their community.
Diverse interests, representing key sectors of the
community, provide the insights, resources, access, and
capacity necessary to achieve meaningful change.
» Collective Action
ACHs facilitate data sharing and accountability to help
community partners across multiple sectors develop an
understanding of mutual problems and collaborate on
a ”portfolio of actions.” These actions or strategies are
designed to connect and reinforce each other for greater
impact than any single program or intervention could
achieve alone, shifting away from a program-specific
approach.
» Family Engagement
ACHs emphasize family participation and input in all
aspects of their work, so families are actively shaping
this new business model for health. By centering equity
and community voice in all partner operations, ACHs
shift power and resources to produce more equitable
outcomes and a more cohesive community.
» Wellness Fund
A key component of the ACH is the creation of a
“Wellness Fund,” which is designed to attract and
weave funding and resources to support the long-term
sustainability of the ACH. The Wellness Fund will also
enable the ACH to align and target funding to fill gaps
identified in the portfolio of actions.
There are currently 13 ACHs in California.
Source: California Accountable Communities of Health Initiative.

in active listening. Notably, the support provided
to parents was not solely in the service of ACH
functionality but relational—serving the needs of
parents where they are. When the pandemic first hit,
ACH members reached out to the participating parents
to make sure their basic needs were being met, and
the ACH’s other activities were suspended to ensure
that participating parents and families received the
immediate support they needed.

Health Plans have a role to play in Accountable
Communities for Health.
While health plans are not singularly setting the
table for ACH collaborations, they are certainly active
partners. Most notably, health plans can invest in
ACHs by contributing to community “wellness” funds.
Local wellness funds are operated by the established
governance of the ACH and the use of the funds is
collectively determined among the ACH participants.
In other words, health plans are not dictating the scope
and target of the wellness funds based solely on their
own objectives. Other funding streams are blended and
leveraged in these funds to best achieve shared goals
and outcomes.

WELLNESS FUNDS HIGHLIGHT:
IMPERIAL COUNTY
When Imperial County first moved to its MediCal managed care plan model, which included
the Health & Wellness Health Plan, the county
negotiated for the creation of a Wellness Fund. This
selected California Medi-Cal managed care plan
contractually agreed to a per-member, per-month
contribution as well as a percentage of shareable
revenue to support countywide investments in
population health through the Wellness Fund.
The Wellness Fund is governed and administered
by a Local Health Authority Commission,
which includes leaders from the county, local
providers, businesses, and a Medi-Cal beneficiary
representative. The steering council of community
representatives also provides input. The local ACH
examines strategies for blending and braiding
resources from the Wellness Fund, public health
departments, and other sources.
Source: CACHI Issue Brief on Establishing a Wellness Fund.
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As previously mentioned, DHCS’ Medi-Cal managed
care 2024 reprocurement contracts require managed
care plans to make community reinvestments as
a portion of their net income and if performance
minimums are not met.82 These reinvestments
could be placed in a local wellness fund or invested
in community activities as determined by the
community. There are several examples of states
that have required Medicaid managed care plans
to invest in community activities, with some, like
Oregon, requiring a portion of the organization’s
previous year’s income be directed to the state’s
SDOH and equity spending program, which is sent to
communities. Most recently, Oregon is also directing
their Coordinated Care Organizations (CCOs) to
invest a percentage of their capitation payments
directly to community investment collaboratives.

FAMILY ENGAGEMENT PROGRAM HIGHLIGHT:
CENTER FOR FAMILY VOICE
In recognizing that managed care plans could benefit from a
better understanding of how to authentically engage families
in their children’s care, MolinoCares Accord supported
Groundwork Ohio—a non-profit organization—to launch
the Center for Family Voice. This new program started with
exploring best practices in Ohio and the nation in how to
successfully engage families in child-serving delivery systems
to inform policy and program development. A 2021 report,
“Amplifying Family Voice in Advancing Equitable Outcomes for
Children,” outlines the evidence for the benefits of engagement
and how to implement authentic family engagement. The
Center provides support for families in lifting up their voices,
bolstering their protective factors, and integrating family voice
in child-serving systems’ policy and program development.

In addition, the ACH can play an active role in
Source: Center for Family Voice, Groundwork Ohio
the development and operation of health plans’
Population Health Management strategy, beginning
with the data collected and shared among the multiParents’ input in health plans matters.
sector partners in the ACH. The ACH can also be relevant
MCPs have noted that asking families about specific
partners in developing and implementing interventions
outreach strategies, such as well-child visits scheduling,
within the PHM’s continuum of care, particularly care
can help health plans identify potential barriers and
coordination and social/emotional support services and the
provide feedback on what remedies might address those
community organizations providing those services.
barriers, such as whether incentive payments to families for
vaccinations might help. While parent feedback is relevant
 Authentic Family Engagement by
for addressing MCPs’ targeted objectives, MCPs should also
Managed Care Plans
be actively listening to and responding to issues parents
raise that need addressing. Parents want to raise concerns
Parents are the true experts in their children’s
with their child’s health care providers but cannot figure out
conditions and care.
how to do so in the health plans’ system. Parents noted that
And yet, based on our focus group discussions with parents,
MCP grievance protocols seem more geared toward denial
their input is often dismissed in the health care setting.
of services than to reporting substandard care.
Several parents from varying racial/ethnic backgrounds
expressed frustration trying to convey their concerns and
Consumer Advisory Committees (CACs) are not the
observations about their children to medical professionals
hub of MCP family engagement, but the floor.
who often did not give parents’ opinions much medical
Authentic family engagement strategies serve to bring
importance. One parent relayed her experience trying to
the voice of those being served into their care—not just
raise a concern to her child’s doctor despite the provider’s
complaints, but input that is honored and incorporated into
apparent indifference. Only when she described the
MCP decision making. The original requirement for Medicondition using medical terminology did the doctor raise an
Cal health plans to establish CACs was minimally focused on
eyebrow and ask if she had a medical background, to which
cultural linguistics for MCPs’ materials, such as testing out
the mother responded no, but she knew her child and her
well-child education material. ACHs could serve as a neutral
condition very well. (See our Family Engagement Issue
trusted convener on behalf of MCPs to facilitate dialogue
Report for more detailed findings from these parent focus
between families and the local MCP(s) on a broad range of
group discussions.)
issues.
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New attention and requirements are strengthening
the role of plans’ Consumer Advisory Committees
(CACs).
Currently, some health plans have broadened the scope of
their CAC to seek input on managed care plan interventions
such as Quality Improvement strategies. Others have
created child-specific advisory groups for children served
by California Children’s Services (CCS) and, in some
cases, disease-specific CACs. One plan we interviewed
has an Equity Consumer Committee that identifies social
support needs (e.g., food security, housing access, and
homelessness). Several plans conduct intermittent focus
groups, for example, to understand what motivates
well-child visits, revealing teens are motivated by movie
vouchers for attending the well-child visit. In most cases,
these consumer engagement activities are run under
community liaison offices and do not have direct ties to
organizational decision makers or leadership in the plan’s
organization. However, one plan interviewed has a child and
maternal health advisory committee that provides direct
feedback to the plan’s board of directors.
As mentioned, Medi-Cal’s managed care plan 2024
reprocurement contract requires managed care plans
to establish more robust CAC engagement including
incorporating CAC members’ feedback into the plans’
Population Needs Assessments83 and other topics. In
addition, the 2024 reprocurement contract requires greater
transparency and support of the CAC operations as well as
explicit representative membership.

Parents want to participate in plans’ community
engagement strategies, such as CACs, but they need
support to do so.
In order to participate, parents need support such as
childcare and interpreters as well as meeting schedules that
do not conflict with their work. In addition, parents believe
they should be able to participate in determining the CAC
objectives and scope, meeting schedules and agendas, and
governance and voting structure. CACs offer an opportunity
for parents to get their issues addressed but the parents in
our focus groups believe all plan enrollees should have the
benefit of a forum to provide input.

for health plans’ organizational research. Families need
to trust that their time and input are valued and will be
heard by plans’ decision makers. Family engagement is
an iterative, relational, and collaborative process. Because
CBOs and ACHs operate in the relational “currency of
building trust,” managed care plans could contract with
CBOs or ACHs to help recruit, support, and train parents
in providing their input to health plans. Plans themselves
have also noted that trusted community workers and
health advocates can be effective conduits between
families and plans, not as surrogates for parents’ voices,
but in supporting their empowerment. Building those
relationships with community workers and CBOs, and
compensating them, requires time and funding. Plans
have noted that because effective family engagement
is time-intensive, reimbursement for those costs should
be incorporated as a category of service as a quality
improvement activity—as opposed to administration/
overhead spending—of their capitation.

Because family engagement is iterative,
relational, and time-intensive, CBOs
are best equipped to assist families
and should be compensated.

Because family engagement is iterative, relational,
and time-intensive, CBOs are best equipped to assist
families and should be compensated.
Family engagement is more than a data point—far more
than consumer surveys and focus groups to fill in responses
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X. Recommended Framework for Child Health
Equity

I

n order to effectively respond to social drivers of health
for children covered by Medi-Cal, we must be explicit
about where managed care plans can play a role and
where they can serve in a supportive capacity.

When addressing the health-related social needs of
individual children enrolled in Medi-Cal, managed
care plans—with the appropriate infrastructure,
accountability, and CBO and local partnerships—
can facilitate identifying and connecting children
to needed social supports. Below, we outline several
recommendations for how to strengthen Medi-Cal’s reform
efforts to maximize managed care plans’ potential in
meeting children’s social needs by cultivating, leveraging,
and contracting with CBOs in coordinating care and
providing social support.

With regard to the social drivers of health in the
communities where children live, managed care
plans are not designed to sufficiently address these
population-based conditions but they have an important
supportive role to play. We proposed a framework (Figure
6 on page 33) that redistributes power to local communityled collaboratives, such as Accountable Communities
for Health, with appropriate functionality assigned to
managed care plans within the community, namely in the
management of individuals’ medical care. Accountable
Communities for Health manage and integrate population
health and social supports among local multi-sector
partners.84 Clearly, managed care plans and Accountable
Communities for Health will need to collaborate and partner
closely together with many areas of overlap, such as in
Population Health Management. Several initiatives initiated
by the Newsom Administration require cross-sector
collaboration, including behavioral health transformation,
ACEs Aware, and building the health workforce CA needs,
in addition to CalAIM’s PHM program and service. Our
proposed framework starts with spreading and scaling local
Accountable Communities for Health across the state. The
recommendations below outline several modifications or
enhancements to Medi-Cal reforms to reflect how Medi-Cal
managed care plans could operate in relation to ACHs as
well as to CBOs and community-driven service providers
and families themselves.

Recommendations for Addressing Social
Drivers of Health
Accountable Communities for Health:
A Bridge to Child Health Equity
Community-driven cross-sector collaboratives can serve as
the bridge between managed care plans’ efforts to connect
families to social needs and addressing the social drivers of
health within the community, working together to impact
child health outcomes. ACHs center power, governance, and
decision making around authentic community collaboration.
The state can cultivate these local ACHs, similar to California
Accountable Communities for Health Initiative (CACHI),
Oregon, and Washington state models by:
» Providing state funding (non-Medi-Cal funding) to
support the establishment of local ACHs;
» Establishing local wellness funds for ACHs’ convening
and governance functions, family engagement, and local
portfolios of actions;
» Directing Medi-Cal managed care plans’ required
community reinvestments to local ACH wellness funds to
support ACHs; and
» Directing any managed care plan remittance (due to not
meeting their Medical Loss Ratio (MLR) to local wellness
funds.
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Recommendations for Meeting Individual
Children’s Health-Related Social Needs
Medi-Cal and Managed Care Plan Strategies for
Child Health Equity
In seeking to advance child equity within the managed care
system environment, structural changes to longstanding
policies, strategies, and approaches will be necessary.
The recent Medi-Cal reforms, initiatives, and 2024
managed care contracts aim to achieve these changes. The
reinvigorated prioritization of children’s preventive care
intends to leverage managed care plans’ care management
tools to address the historically low preventive care rates for
children covered by Medi-Cal. Similarly, the 2024 contract
requirements tying quality to capitation payments, if
implemented correctly, will align managed care business
models with prioritization of children’s preventive care.
Based on findings from our ETE project, we provide the
following recommendations to further strengthen and
build upon the new Medi-Cal requirements, initiatives, and
reforms. We focus our recommendations on our original
topics of inquiry, plus data collection:
» EPSDT fulfillment and a Whole-Child Care Approach
» Care Coordination
» Social Support Services
» Partnerships with Trusted Community Providers
» Family Engagement
» Data Collection/Reporting

1. A “WHOLE-CHILD” APPROACH: FULFILLING EPSDT
AND CHILD-CENTERED HEALTH HOMES
Medi-Cal’s reforms, strategies, and new requirements
lay out a robust roadmap for prioritizing and making
improvements in fulfilling EPSDT, from tying quality
standards to payment and establishing an EPSDT outreach
campaign, to requiring managed care plans to report their
primary care spending. These recommendations build upon
this roadmap for fulfilling children’s EPSDT benefits:
» Set a “minimum spend” target for the newly reported
primary care spending . DHCS has indicated that the
new contractual requirement for managed care plans to
report their primary care spending as a percent of total
spending could become a target in future years. We
strongly support this target or a “minimum spending”
proportion for primary care, which will be implemented
in other states such as Oregon.85 This primary care target
should be applied to each capitation category, such as
the children’s category, rather than all enrollees in the
aggregate.
» Promote child-centered health homes in “Equity
and Practice Transformation” grants . The new grants
are intended to focus on children’s primary care. The
grant RFP could target practices that are bringing childcentered health home models to scale, particularly those
aiming to build linkages to community service providers
and child-serving systems (e.g., early learning centers)
as well as those wanting to cultivate partnerships
with community health workers. We strongly urge the
technical assistance accompanying these grants to assist
grantees with building relationships, workflow, and
infrastructure needed in structuring these partnerships.
» Incorporate family input in DHCS’ EPSDT outreach
campaign . The parents we heard from suggested that
they prefer information provided by someone verbally
rather than only written. Also, outreach materials need
to clearly indicate what is most relevant for parents to
know for their children (as well as being translated by a
native speaker).86 To ensure the effectiveness of DHCS’
forthcoming outreach campaign, we recommend DHCS
work with families directly on the strategy and materials,
and contract with CBOs and CHW/Ps to be direct
ambassadors for this outreach campaign.
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2. CARE COORDINATION
The new Population Health Management program
reiterates the important care coordination responsibilities
for managed care plans along the care coordination
continuum. However, a mere requirement has not
historically been sufficient to ensure its adherence. Here
are several recommendations to bolster the success of care
coordination, particularly basic care coordination, in MediCal managed care:
» Develop a performance measure for care coordination
(e.g., closed loop referrals). What is measured
matters. It is difficult to hold plans accountable for an
activity that is not measured. While measuring quality
care coordination—particularly between medical and
community service providers for children—is relatively
new, quality metrics are being proposed,87 and
California can be on the cutting edge by implementing
such a metric building upon “a closed loop referral.”88
Given the cross-sector nature of care coordination,
the PHM’s service should be designing its platform
for easy reporting of key care coordination indicators
like timeliness of closing a referral loop and in-patient
experience.
» Require reporting on care coordination spending.
While care coordination measures are implemented,
care coordination spending can be monitored. Similar to
the new requirement to report on primary care spending,
DHCS should require reporting of care coordination
spending, particularly care coordination activities with
community services providers.
» Provide ongoing outreach to families about accessing
care coordination. Parents had not heard about
managed care plans’ care coordination benefit. As part
of DHCS’ EPSDT outreach campaign, care coordination
outreach should be included. Managed care plans
should train their providers on providing a warm handoff for care coordination. The PHM Service and PHM
Program should also set up triggers to alert families
about the availability of care coordination when a screen
or assessment identifies a need.
» Require or incentivize managed care plans to contract
with community serving providers, such as health
workers, doulas, and CBOs in the provision of care
coordination services and in outreach to families about
their care coordination benefit through their managed
care plan. Because CBOs are trusted resources for

families, community service providers can play a central
role in managed care plans’ required care coordination
activities (and outreach about the availability of a child’s
care coordination benefit).
» Fund PATH-like infrastructure grants for care
coordination. Similar to the PATH infrastructure grants
provided to ECM providers, the basic care coordination
infrastructure envisioned for all enrollees under the PHM
benefit warrants its own PATH-like infrastructure grants
for community service providers, including CHW/Ps,
who may provide some of the PHM’s care coordination
functions.
» Develop specific MCP guidance on a required care
coordination continuum with explicit delineation of
basic care coordination activities and functions as well as
clarity on the care management benefits (e.g., criteria for
eligibility; scope of services; and transition between the
levels of care coordination from basic care coordination
to enhanced case management).
» Define “at need” children (whose needs may include
non-clinical risk factors such as school attendance)
as eligible for ECM and community support services.
DHCS’ CalAIM Children’s Advisory Group began a
discussion of how to define “high utilizers” in the child
population in the context of eligibility for ECM and
community support services, given that high utilization
is a less accurate measure for children in need of
enhanced care management. The stakeholders agreed
that “at need” is a more accurate standard for children
with specific reference to social measures such as mental
health concerns noted by schools.
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3. COMMUNITY SUPPORT SERVICES
In addition to establishing local ACHs across the state,
managed care plans should be leveraging their partnerships
with community service providers and investing in the
community support network.
» Provide clear plan guidance on the types of childrelated community support services (e.g. Infant and
Early Childhood Mental Health consultations) that can
be Medi-Cal covered but may be more population-based
than individualized. Identifying such services that would
be claimed against the plan’s medical spending (in
addition to the ECM Community Supports) can promote
managed care plans offering them.
» Co-develop the PHM Service’s data sharing functions
and interoperability with other community social service
organizations and local agencies. In order to effectively
connect families with needed social supports, these
partners should be part of the development of the PHM
service to ensure its interoperability.
» Require plans to meet the NCQA Health Equity Plus
Accreditation.89 After all plans have met the first phase
of Health Equity Accreditation, DHCS can set a timeline
for meeting the next stage of Health Equity accreditation
which includes community collaboration and greater
engagement in community social supports.

4. PARTNERSHIPS WITH TRUSTED COMMUNITY
PROVIDERS, INCLUDING CBOS AND CHW/PS
In addition to requiring or incentivizing managed care plans
to contract with CBOs and with CHW/Ps, Medi-Cal and its
managed care plans should cultivate ongoing partnerships
with ACHs and local CBOs to co-develop and co-operate
their Population Health Management program and
participate in plans’ Quality Improvement and Health Equity
Committees. Managed care plans can also invest in building
capacity, pediatric training, and technical assistance for
CHW/Ps and CBOs contracted with managed care plans.
» Promote intermediary entities like clinics or
San Diego’s Neighborhood Networks to provide
CBOs infrastructure to bridge CBO and health plan
partnerships.
» Provide CBO contract templates. CBOs may not have
the legal contract capacity to partner with managed care
plans and could benefit from a contract template that is
developed with CBOs’ infrastructure considerations in
mind.
» Promote child-serving community health workers.
The new CHW benefit does include pediatric
development as a function of CHW services. As part of
the State’s CHW workforce funding, pediatric and early
childhood training for CHWs could also be included and
promoted.
» Include Health Equity Measures relating to culturally
concordant care. As DHCS sets out to advance health
equity within the managed care system, it will need
to adopt measures for equity such as those being
developed by the Department of Managed Health Care’s
Health Equity and Quality Committee. One possible
measure to consider is a RAND measure (not yet National
Quality Forum (NQF) endorsed) for “implementation
of cultural competency,” which is designed to identify
the degree to which plans are providing culturally
competent care and addressing the needs of diverse
populations.90
» Require inclusion of CBOs on plans’ Quality
Improvement and Health Equity Committees. The
managed care plan 2024 reprocurement contract
requires plans to include network providers “who
provide health care services to Members affected
by Health Disparity, Limited English Proficient (LEP)
Members,” as well as those serving Children with
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special health care needs. While CBOs may qualify for
participation under those criteria, DHCS should clarify
that CBOs in particular should also be included.
» Require CBO participation on managed care plans’
governing boards. As a means of promoting a culture
of greater community partnership, managed care plan
governing boards should include greater community
representation.
5. FAMILY ENGAGEMENT
As the cornerstone of health care delivery and the real
experts in their child’s care, families have a lot to offer
managed care plans in the delivery of their children’s care
as well as in the quality operation of managed care plans.
The 2024 managed care plan reprocurement contracts
lay out requirements for operating Community Advisory
Committees (CACs) but few details are provided relative to
family engagement in the context of managed care plans’
health equity initiatives. The onus is on the managed care
plans to support and compensate families in providing their
input and to incorporate that input in their organizational
decision making.
» Compensate and provide support for families in
providing their input. If we value families’ time and
feedback, managed care plans and DHCS should
compensate them and remove barriers to their
participation.
» Contract with CBOs to recruit, support, and provide
training to families who are being asked to provide
their input. As in the aforementioned model of Ohio’s
Center for Family Voice, local organizations have the
relationships and trust with families and managed
care plans and can leverage those relationships by
contracting with CBOs to assist with family engagement
activities.
» Include family voice in the development of health
equity activities. In addition to reducing disparities,
health equity objectives include community
collaboration and partnership. Families should also be
represented on the plans’ Quality Improvement and
Health Equity Committee, or a subcommittee of plan
members should be created to inform the activities of
the full committee.

» Allow spending on managed care plans’ family
engagement activities to be included under
the medical load of their capitation payments.
To encourage plans to authentically engage with
families, managed care plans’ spending on behalf of
family engagement activities could be identified as
quality improvement activities. DHCS should develop
guidance on what activities constitute authentic family
engagement spending.
(See our separate family engagement report for detailed
recommendations for managed care plans’ family
engagement strategies.)
6. EQUITY DATA AND MCP PERFORMANCE METRICS
Accountability, particularly around reducing health
disparities, necessitates appropriate performance measures
and reported data broken out by race/ethnicity. In addition,
Medi-Cal must begin thinking of performance beyond
just standards of access to also include the availability of
culturally concordant and relational care.
» Provide a cross-agency child health and opportunity
dashboard. DHCS should collaborate with other state
and local agencies to collect, analyze, and publish data
in a child health and opportunity dashboard with a broad
set of child health outcome indicators, including child
opportunity indices or social drivers of health, that are
reported by race and ethnicity. This could build upon
the California Department of Public Health’s Healthy
Communities Data and Indicator Project and Brandeis’
child-specific Child Opportunity Index.
» Regularly provide a consolidated Medi-Cal child
performance report focusing on a to-be-developed
EPSDT index, and Consumer Assessment of Healthcare
Providers and Systems (CAHPS) data and socioeconomic status by race/ethnicity at the health plan,
county, and state levels, and make it available to the
public for analysis.
» Examine and analyze limitations of HEDIS data
in capturing racial disparities and consider what
factors, if any, should be controlled to increase
validity. The racial/ethnic breakout data we examined
(particularly from DHCS’ Health Disparity Reports) had
several unexpected results that did not comport with
other disparities data, particularly with regard to Latinx
children’s access to care. This issue warrants further
examination rather than just reporting the data as such.
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» Incorporate health equity metrics relating to
consumer experience/satisfaction and access to
culturally competent care as well as performance in
reducing disparities.
» Incorporate CAHPS ECHO questions related to
relational/respectful provider care into managed care
plan reporting.
» Adopt a cross-agency Kindergarten Readiness Metric.
As part of Oregon’s Kindergarten Readiness metric,
the State has developed with stakeholders four key
health aspects of Kindergarten Readiness, including a
social-emotional health metric. In January 2022, the
social-emotional health metric became operational with
Oregon’s Coordinated Care Organizations (CCO) on a
system level. In future years the metric will be applied at
the individual (child) level.

Further Research Needed
Building off our research and findings, we identify
the following areas that warrant further research,
analysis, and policy development to advance our
policy recommendations in Medi-Cal. Some of these
recommendations embark on new statewide initiatives,
such as supporting ACHs across the state, while others are
relevant to the child-specific implementation of existing
Medi-Cal reform efforts.
1. Spreading, scaling, and supporting local Accountable
Communities for Health across the state. CACHI has
provided many of the onboarding tools for emerging
ACHs, but actually creating ACHs will be locality-specific,
needing technical assistance. Also, further research into
other states’ efforts to create ACHs statewide, such as in
Oregon, can offer important lessons learned, specifically for
implementing ACHs’ partnerships with Medi-Cal managed
care.
2. Scaling models for coordinated and integrated
navigation networks for social supports to share among
health plans and communities at either the practice- or
systems-level like Help Me Grow or the regional level like
Neighborhood Network. This research will be relevant
for the development of the PHM Service and how its
functionality will intersect or be interoperable with existing
or emerging local navigation platforms.

3. Building operational and financial bridges between
CBOs and CHW/Ps and managed care plans. As noted in
our findings and recommendations, there are large capacity
and operational gaps between most CBOs and CHW/Ps and
managed care systems. DHCS and Medi-Cal MCPs should
continue to engage with CBOs and CHW/Ps to determine
their operational challenges and needs in contracting
with managed care plans, particularly contract templates,
building infrastructure to interact in the health care system.
This should be an ongoing analysis and policy discussion in
the context of the PHM program and service.
4. Reframing “high risk” for children as upstream “high
need” for purposes of stratifying children’s health-related
social needs and care coordination needs in the context of
the Population Health Management program. This entails
examining and assessing upstream needs that are specific
to children and their communities, which may include
multi-sector data such as school mental health measures
or school absenteeism. In addition to assessing individual
upstream needs, a more population-health approach is
warranted that resources and trains child-serving systems
rather than just assessing an individual, such as training
early learning centers in infant and early childhood mental
health consultations.
5. Operationalizing and monitoring managed care
“minimum spend” requirements and community
investments. As managed care plans begin to report
their primary care spending as part of the new contractual
requirements, DHCS will need to be analyzing primary
care utilization and spending to determine what is an
appropriate target, particularly for children as part of the
early and periodic screening and well-child care.
6. Developing measurement indicators for equity, care
coordination, child mental health utilization patterns,
and child health outcomes. While many of these measures
are new or not yet fully developed, California can play a
pioneering leadership role in building on existing EQRendorsed measures to more accurately reflect the impact of
equity activities such as implementing culturally competent
care, community partnership, community-driven social
supports, and care coordination.
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XI. Conclusion

D

HCS has set ambitious goals for reforming
Medi-Cal, and, at long last, centered their
quality objectives on children’s preventive
care and mental health integration. There
is a tremendous opportunity for meaningful change in
child health equity but it requires that we examine and
dismantle the institutional racism that exists within MediCal’s many policies and systems. Underlying much of
Medi-Cal’s reforms is the assumption that the managed
care plan model can achieve these bold goals. Managed
care plans certainly have a critical role to play and are
well-equipped with the right incentives to deliver quality
care for children. However, when considering social drivers
of health and child health equity, in order to advance an

anti-racist approach in Medi-Cal, communities and families
themselves need to be at the center of any effort to improve
child well-being, especially those communities who have
been hardest hit by structural and historical racism and
ongoing discriminaton. Community collaboratives that
include community-based organizations and community
health workers/promotoras should set the table at which
health plans participate in implementing change. The
wealth of experience and trusted relationships that CBOs
and CHW/Ps have with families are essential ingredients in
improving children’s health and offer the necessary shift in
sharing of power that must occur in order to advance child
health equity.
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Appendix A: List of Organizations Interviewed
Community Partners

Medi-Cal Managed Care Plans

Alta Med Health Services

Alameda Alliance for Health

California Accountable Communities for Health
Initiative (CACHI)

Alliance Health

DULCE/Center for the Study of Social Policy
findhelp (formerly Aunt Bertha)

Help Me Grow Ventura, Alameda, Fresno

UniteUs
Wellness Together
All Children Thrive, Long Beach
Neighborhood Networks, San Diego

Blue Shield of California
CalOptima

Groundworks Ohio (Center for Family Voice)

One Degree

Blue Shield Promise

Contra Costa Health Plan
Gold Coast Health Plan
Health Net
Inland Empire Health Plan
Kaiser Permanente
LA Care
Beacon Health Options (mental health provider)
San Mateo Health Plan
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Appendix B: Disparities in Child Opportunity
by County, Workbook
The Child Opportunity Workbook—developed by the Georgetown Center on Poverty and Inequality—assesses social drivers
of health by race and county across California using Child Opportunity Index (COI) scores developed by Brandeis University
and the Ohio State University. The workbook provides policymakers and advocates interested in improving child health care
equity with a snapshot of disparities in opportunity across California.
Technical documentation for COI 2.0 data describes the 29 indicators that make up the COI, spanning three domains of
opportunity: education; health and environment; and social and economic. This workbook presents those Child Opportunity
Scores, aggregated and weighted from 29 different indicators of social determinants of health for children, to assess child
opportunity by county in California. Higher scores indicate better child opportunity as measured by those 29 indicators,
relative to other counties and racial groups. COI scores range from 1 to 100. Lower scores indicate worse child opportunity
relative to other counties and racial groups. Ranges of Child Opportunity Scores vary across counties and racial groups.
The Child Opportunity Workbook is available at https://www.georgetownpoverty.org/issues/equity-throughengagement/
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Appendix C: Managed Care Plan Performance
Correlation to Social Drivers of Children’s
Health and Child Health Outcomes
Figure 1. Little Association Between Social Drivers of Health and MCP’s Child Immunizations Rates
Correlation Between COI Scores and MCP Scores for Child Immunizations in CA, 2018

MCP Performance: Child Immunization Rating

Trendline for MCP Performace: Child Immunuzation Rating R2 = 0.069

Source: MCP performance scores are a result of Georgetown Center on Poverty and Inequality’s analysis of the 2018-2019 “Medi-Cal Managed Care External
Quality Review Technical Report’’ released by the Managed Care Quality and Monitoring Division of the California Department of Health Care Services. Accessed
at https://www.dhcs.ca.gov/dataandstats/reports/Pages/MgdCareQualPerfEQRTR.aspx.
Notes: Child Opportunity Scores aggregate and weight data from 29 indicators of social drivers of health for children to assess child opportunity at the
census tract level. The Child Opportunity Index team helped craft county-wide estimates for this project using 2015 Child Opportunity Index 2.0 data
and 2013–2017 American Community Survey population data.
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Figure 2. Little Association Between Child Opportunity and MCPs’ Child Access to Primary Care
Correlation Between COI Scores and MCP Scores for Access to Primary Care Practitioners Ages 12-24 Months in CA, 2018

MCP Performance: Child Access to Primary Care Practitioners Ages 12-24 Months
Trendline for MCP Performance: Child Access to Primary Care Practitioners Ages 12-24 Months R2 = 0.038

Source: MCP performance scores are a result of Georgetown Center on Poverty and Inequality’s analysis of the 2018-2019 “Medi-Cal Managed Care External
Quality Review Technical Report’’ released by the Managed Care Quality and Monitoring Division of the California Department of Health Care Services. Accessed
at https://www.dhcs.ca.gov/dataandstats/reports/Pages/MgdCareQualPerfEQRTR.aspx.
Notes: Child Opportunity Scores aggregate and weight data from 29 indicators of social drivers of health for children to assess child opportunity at the
census tract level. The Child Opportunity Index team helped craft county-wide estimates for this project using 2015 Child Opportunity Index 2.0 data
and 2013–2017 American Community Survey population data.
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Figure 3. Little Association Between Child Asthma Rates and MCPs’ Access to Children’s Primary Care
Correlation Between Medi-Cal MCP Performance & Child Asthma Rates for Children Ages 25 Months-6 Years in CA, 2011-2019

MCP Performance: Child Access to Primary Care Practitioners Ages 25 Months-6 Years

Source: MCP performance scores are a result of Georgetown Center on Poverty and Inequality’s analysis of the 2018-2019 “Medi-Cal Managed Care External
Quality Review Technical Report” released by the Managed Care Quality and Monitoring Division of the California Department of Health Care Services. Accessed
at https://www.dhcs.ca.gov/dataandstats/reports/Pages/MgdCareQualPerfEQRTR.aspx. Asthma rate data was calculated using 2011–2019 California Health
Interview Survey data. Accessed at https://ask.chis.ucla.edu.
Notes: Asthma rates are defined as the percentage of people ages 0 to 18 who currently have asthma. Child asthma rates were calculated using pooled
California Health Interview Survey data from 2011 to 2019. GCPI analyzed MCP performance scores from the 2018-2019 “Medi-Cal Managed Care
External Quality Review Technical Report” released by the Managed Care Quality and Monitoring Division of the California Department of Health Care
Services. The HEDIS measurement access to primary care practitioners ages 25 months to 6 years evaluates children in that age range who had a visit
with a primary care practitioner during the measurement year. There are sample size limitations for 18 of the counties used in this analysis. Results for
these counties should be interpreted with caution.
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Appendix D: State Approaches to MCP
Community Investments
STATE

SUMMARY OF APPROACH

PERMISSIBLE USES OF FUNDING

Arizona

Requires MCPs to invest a share of profits in communitybased services. Specifically, Arizona requires its MCP plans
to spend six percent of annual profits on “community
reinvestment activities” and to regularly obtain community
input on local and regional needs prior to undertaking these
activities.

A recent letter from AZ to CMS states that “while
there is no direct requirement today that those
community reinvestment dollars be earmarked for
SDOH activities, most MCPs previously participating
in community reinvestment have directed their
dollars in such a manner.”

Nevada

Includes community reinvestment requirements in MCP RFP:
State requires MCPs to invest 3% of pretax profits into the
community being served. The State requires MCPs to submit
a plan to the State detailing the anticipated community
reinvestment activities.

Community investments must support “population
health strategies” including the State’s perinatal
quality collaborative and “Project Echo” (Nevada’s
telehealth solution to connect primary care doctors
with specialists). MCPs may propose other activities/
projects as part of their plans to be submitted to the
state for review and approval.

North
Carolina

Encourages health plan reinvestment into the community
being served, by allowing plans that fail to meet the
enforceable medical loss ratio (MLR) standard to take some or
all of the money they otherwise would need to return to the
State as a rebate and, instead, invest it in activities to address
social drivers of health. Health plans that proactively reinvest
in the community served may be rewarded with a 1% bump in
their auto-assignment algorithm.

N/A

Oregon

Coordinated Care Organizations (CCOs) are required to
reinvest a portion of previous net income into Oregon’s SDOH
and Equity spending program (“Supporting Health for All
through Reinvestment (SHARE) Initiative”) to invest in local
communities (i.e., reducing health disparities, addressing
homelessness, providing parenting classes).

SHARE Initiative: Oregon’s guidance document
supports MCP investments into the community
served. Key requirements include:

Proposal (House Bill 3353): CCOs are directed to invest
3% of their capitation toward health equity investments, of
which 30% goes to community entities, (regional community
investment collaboratives (CICs)). Oregon seeking waiver
authority to count health-related spending (HB 3353) within
medical load when calculating rates does not negatively
impact CCOs’ future rates.

• Spending priorities must align with community
priorities from Community Health Improvement
Plans (CHPs)

• Spending must fall within SDOH/Equity domains
and include spending toward a statewide housing
priority

• A portion of funds must go to SDOH/Equity
Partners.
• CCOs must designate a role for the Community
Advisory Council(s) related to its SHARE Initiative
funds.

EQUITY THROUGH ENGAGEMENT • 58

Endnotes
1 We prefer the phrase “Social Drivers of Health,” as used by
California’s Medi-Cal program as compared to the conventional
“Social Determinants of Health” as social factors strongly
influence but do not predetermine health outcomes.

11 From 2019 and 2020, for ages 0-20, citing California Dept. of
Health Care Services, Eligible Individuals Under Age 21 Enrolled
in Medi-Cal (Apr. 2021); California Dept. of Finance, Population
Estimates and Projections (Jul. 2021).

2 U.S. Department of Health and Human Services, Family
Engagement Inventory, https://www.childwelfare.gov/fei/
definition/#:~:text=Family%20engagement%20refers%20
to%20the,planning%2C%20development%2C%20and%20
evaluation.

“Medi-Cal Average Monthly Enrollment, by Race/Ethnicity—
Kidsdata.org,” Kidsdata.org, 2020, https://www.kidsdata.org/
topic/735/medi-cal-monthly-enrollment-race/.

3 “Health Equity Accreditation–NCQA,” NCQA, June 21,
2022, https://www.ncqa.org/programs/health-equityaccreditation/.
4 Department of Health Care Services, Medi-Cal’s Strategy to
Support Health and Opportunity for Children and Families,
https://www.dhcs.ca.gov/Documents/DHCS-Medi-Cal%27sStrategy-to-Support-Health-and-Opportunity-for-Children-andFamilies.pdf
5 Samantha Artiga and Elizabeth Hinton, “Beyond Health Care:
The Role of Social Determinants in Promoting Health and Health
Equity,” KFF, May 10, 2018, https://www.kff.org/racial-equityand-health-policy/issue-brief/beyond-health-care-the-role-ofsocial-determinants-in-promoting-health-and-health-equity/
Kali Grant et al., “Reimagining Behavioral Health a New Vision
for Whole-Family, Whole-Community Behavioral Health,”
2019, https://www.georgetownpoverty.org/wp-content/
uploads/2019/07/GCPI-ESOI-MHA-Behavioral-Health-Reportonline-20190731.pdf.
6 CDC, “Racism and Health,” Centers for Disease Control and
Prevention, November 24, 2021, https://www.cdc.gov/
healthequity/racism-disparities/index.html.
7 “Early Childhood Development and Education—Healthy People
2030 | Health.gov,” Health.gov, 2018, https://health.gov/
healthypeople/priority-areas/social-determinants-health/
literature-summaries/early-childhood-development-andeducation#cit3.
8 Jess Berthold, “Prenatal Mindfulness Program Improves Stress
Response in Infants,” Prenatal Mindfulness Program Improves
Stress Response in Infants | UC San Francisco, March 11, 2022,
https://www.ucsf.edu/news/2022/03/422426/prenatalmindfulness-program-improves-stress-response-infants.
9 “California Department of Health Care Services—Medi-Cal
Children’s Health Dashboard,” March 2022, https://www.dhcs.
ca.gov/services/Documents/Childrens-Health-DashboardMarch2022.pdf.
10 Department of Health Care Services, “Medi-Cal’s Strategy to
Support Health and Opportunity for Children and Families,” 2022,
https://www.dhcs.ca.gov/Documents/DHCS-Medi-Cal%27sStrategy-to-Support-Health-and-Opportunity-for-Children-andFamilies.pdf.

12 Department of Healthcare Services, “Millions of Children in
Medi-Cal Are Not Receiving Preventive Health Services,” https://
www.auditor.ca.gov/Reports/2018-111/Chapters.html, n.d.,
accessed 2018.
“2020 Preventive Services Report:Managed Care Quality
and Monitoring Division California Department of Health
Care Services,” December 2020, https://www.dhcs.ca.gov/
Documents/MCQMD/2020-Preventive-Services-Report.pdf.
13 Nicole Giron, MS et al., “Moving toward Value: Medi-Cal
Managed Care Plans and the Social Determinants of Health,”
September 2019.
14 For example, CalAIM includes a new Enhanced Care
Management benefit with corresponding community supports to
be covered by Medi-Cal; and new Population Health Management
program and service to promote prevention and link families
to social supports. In addition, the recent managed care model
contract directs managed care plans to direct a percentage of
profits to community investments.
15 Sharon Silow-Carroll, “Issue Brief Forging Community
Partnerships to Improve Health Care: The Experience of Four
Medicaid Managed Care Organizations,” 2013, https://www.
commonwealthfund.org/sites/default/files/documents/___
media_files_publications_issue_brief_2013_apr_1687_
silowcarroll_forging_community_partnerships_medicaid_
managed_care_ib.pdf.
16 Medi-Cal Managed Care Plan 2024 Reprocurement Contract,
Attachment A Exhibit III.
17 For a primer on Medi-Cal’s current managed care models.
DHCS, “Department of Health Care Services Memorandum:
Managed Care Plan County Model Change Update,” December
7, 2021, https://www.dhcs.ca.gov/services/Documents/
MMCD/Managed-Care-Plan-County-Plan-Model-ChangeUpdate-12-07-2021.pdf.
18 Child Opportunity Index, created through diversitydatakids.
org, a program at the Heller School for Social Policy and
Management at Brandeis University. “Child Opportunity
Index (COI),” diversitydatakids.org, 2014, https://www.
diversitydatakids.org/child-opportunity-index.

EQUITY THROUGH ENGAGEMENT • 59

DHCS, “Department of Health Care Services Memorandum:
Managed Care Plan County Model Change Update,” December
7, 2021, https://www.dhcs.ca.gov/services/Documents/
MMCD/Managed-Care-Plan-County-Plan-Model-ChangeUpdate-12-07-2021.pdf
19 Noelke et al., 2020. “Child Opportunity Index 2.0
Technical Documentation,” https://www.diversitydatakids.
org/sites/default/files/2020-02/ddk_coi2.0_technical_
documentation_20200212.pdf
20 “What Is Child Opportunity?,” diversitydatakids.
org, December 2019, http://new.diversitydatakids.
org/research-library/research-brief/what-childopportunity?_ga=2.245075205.1843908237.1598891517156412700.1598723989.

29 Calculated by the Family Health Outcomes Project at
University of California, San Francisco, using for the numerator:
California Center for Health Statistics, Vital Statistics, Births
Statistical Master File. To order: https://www.cdph.ca.gov/
Programs/CHSI/Pages/Data-Applications.aspx Last accessed
27-Feb-2020; and for the denominator: California Center for
Health Statistics, Vital Statistics, Births Statistical Master File. To
order: https://www.cdph.ca.gov/Programs/CHSI/Pages/DataApplications.aspx. Last accessed February 27, 2020.
30 “California State Profile—Georgetown CCF Data,” Georgetown
CCF Data, August 14, 2019, https://kidshealthcarereport.ccf.
georgetown.edu/states/california/.
31 “EPSDT: An Overview,” Commonwealthfund.org, September
2005, https://www.commonwealthfund.org/publications/
other-publication/2005/sep/epsdt-overview?redirect_
source=/publications/publication/2005/sep/epsdt-overview.

21 Kali Grant et al., “Reimagining Behavioral Health: a New
Vision for Whole-Family, Whole-Community Behavioral Health,”
2019, https://www.georgetownpoverty.org/wp-content/
uploads/2019/07/GCPI-ESOI-MHA-Behavioral-Health-Reportonline-20190731.pdf.

32 President Lyndon B. Johnson, Welfare of Children, H.R. Doc.
No. 54, 90th Cong., 1st Sess. (1967), 113 Cong. Rec. 2883 (Feb.
8, 1967).

22 Gopal K. Singh, Mohammad Siahpush, and Michael D. Kogan,
“Neighborhood Socioeconomic Conditions, Built Environments,
and Childhood Obesity,” Health Affairs 29, no. 3 (March 2010):
503–12, https://doi.org/10.1377/hlthaff.2009.0730.

33 Title 42, US Code, Section 1396d(r)(1)(B)(v); Centers for
Medicare & Medicaid Services, EPSDT—A Guide for States:
Coverage in the Medicaid Benefit for Children and Adolescents,
p. 4).

23 Kathryn Sullivan and Neeta Thakur, “Structural and Social
Determinants of Health in Asthma in Developed Economies: A
Scoping Review of Literature Published between 2014 and 2019,”
Current Allergy and Asthma Reports 20, no. 2 (February 2020),
https://doi.org/10.1007/s11882-020-0899-6.

34 DHCS, “Requirements for Coverage of Early and Periodic
Screening, Diagnostic, and Treatment Services for
Medi-Cal Members Under the Age of 21,” August 14, 2019,
https://www.dhcs.ca.gov/formsandpubs/Documents/
MMCDAPLsandPolicyLetters/APL2019/APL19-010.pdf. And
Federal EPSDT regulations: 42 CFR § 441.50–441.62

24 Elizabeth R. Wolf et al., “Caregiver and Clinician Perspectives
on Missed Well-Child Visits,” The Annals of Family Medicine
18, no. 1 (January 2020): 30–34, https://doi.org/10.1370/
afm.2466.
25 Engineering and et al., “The Root Causes of Health Inequity,”
Nih.gov (National Academies Press (US), January 11, 2017),
https://www.ncbi.nlm.nih.gov/books/NBK425845/#top.
26 Charlemaigne C Victorino and Anne H Gauthier, “The
Social Determinants of Child Health: Variations across Health
Outcomes–a Population-Based Cross-Sectional Analysis,”
BMC Pediatrics 9, no. 1 (August 17, 2009), https://doi.
org/10.1186/1471-2431-9-53.
27 Larson K, Russ SA, Crall JJ, Halfon N. Influence of multiple social
risks on children’s health. Pediatrics. 2008;121:337–344. doi:
10.1542/peds. 2007-0447, as referenced in the BMC Pediatrics
article: “The social determinants of child health: variations across
health outcomes—a population-based cross-sectional analysis,”
Charlemaigne C Victorino and Anne H Gauthier, August 2009
28 Department of Health Care Services, “Medi-Cal Monthly
Eligible Fast Facts,” January 2022, https://www.dhcs.ca.gov/
dataandstats/statistics/Documents/FastFacts-October2021.
pdf.

35 American Academy of Pediatrics, “Recommendations for
Preventive Pediatric Health Care,” Pediatrics 105, no. 3 (March 1,
2000): 645–46, https://doi.org/10.1542/peds.105.3.645.
36 Medi-Cal Managed Care Plan 2024 Reprocurement Contract,
Attachment A Exhibit III, section 5.3.4
37 DHCS, All Plan Letter, “Requirements for Coverage of Early and
Periodic Screening, Diagnostic, and Treatment Services for MediCal Members under the Age of 21, APL 19-010, August 14, 2019.
38 Medi-Cal Managed Care Plan 2024 Reprocurement Contract,
Attachment A Exhibit III, p. 119.
39 DHCS, All Plan Letter, “Requirements for Coverage of Early and
Periodic Screening, Diagnostic, and Treatment Services for MediCal Members under the Age of 21, APL 19-010, August 14, 2019.
40 “Medi-Cal Managed Care Program Fact Sheet: Managed
Care Models County Organized Health Systems (COHS),” n.d.,
https://www.dhcs.ca.gov/services/Documents/MMCD/
MMCDModelFactSheet.pdf.
41 DHCS, “Department of Health Care Services Memorandum:
Managed Care Plan County Model Change Update,” December
7, 2021, https://www.dhcs.ca.gov/services/Documents/
MMCD/Managed-Care-Plan-County-Plan-Model-ChangeUpdate-12-07-2021.pdf.

EQUITY THROUGH ENGAGEMENT • 60

42 “California Department of Health Care Services: Medi-Cal
Children’s Health Dashboard,” March 2022, https://www.dhcs.
ca.gov/services/Documents/Childrens-Health-DashboardMarch2022.pdf.

56 Martine Paquette and Alexis Baass, “Polygenic Risk Scores for
Cardiovascular Disease Prediction in the Clinical Practice: Are We
There?,” Atherosclerosis 340 (January 2022): 46–47, https://doi.
org/10.1016/j.atherosclerosis.2021.11.030.

43 “2020 Preventive Services Report: Managed Care Quality
and Monitoring Division California Department of Health
Care Services,” December 2020, https://www.dhcs.ca.gov/
Documents/MCQMD/2020-Preventive-Services-Report.pdf.

57 “Welfare and Institutions Code—WIC Division 5. Community
Mental Health Services [5000–5961.5] (Division 5 Repealed and
Added by Stats. 1967, Ch. 1667. ) PART 7. Behavioral Health Services and Supports [5960–5961.5] ( Part 7 Added by Stats. 2021,
Ch. 143, Sec. 355. ) CHAPTER 2. Children and Youth Behavioral
Health Initiative Act [5961–5961.5] ( Chapter 2 Added by Stats.
2021, Ch. 143, Sec. 355. )” (n.d.), https://leginfo.legislature.
ca.gov/faces/codes_displayText.xhtml?lawCode=WIC&division=5.&title=&part=7.&chapter=2.&article=.

44 2020 Scorecard for California, Commonwealth Fund, using
2018 data.
45 Andy Bindman, “A Close Look at Medi-Cal Managed Care:
Statewide Quality Trends from the Last Decade—California Health
Care Foundation,” California Health Care Foundation, October 24,
2019, https://www.chcf.org/publication/close-look-medi-calmanaged-care-quality-trends/.
46 Ibid.
47 “Medi-Cal Managed Care,” Children Now, August 13, 2020,
https://www.childrennow.org/portfolio-posts/medi-calmanaged-care/.
48 Children’s eligibility categories account for 6% of Medi-Cal
spending and families eligibility categories (which include
children) account for 17%. CHCF, “Essential Source of Coverage
for Millions,” 2021, https://www.chcf.org/wp-content/
uploads/2021/08/MediCalFactsFiguresAlmanac2021.pdf.
49 “Datasets—California Health and Human Services Open
Data Portal,” Ca.gov, 2022, https://data.chhs.ca.gov/
dataset?q=Medi-Cal+capitation+rates&sort=score+desc%2C+m
etadata_modified+desc.
50 Included in our analysis were 58 counties and 53 different
types of MCP.
51 Alan Kaplan et al., “Asthma Across Age: Insights from Primary
Care,” Frontiers in Pediatrics 7 (May 3, 2019), https://doi.
org/10.3389/fped.2019.00162.
52 Department of Health Care Services, “2018 Health Disparities
Report Managed Care Quality and Monitoring Division California
Department of Health Care Services,” February 2020, https://
www.dhcs.ca.gov/Documents/CA2018-19-Health-DisparitiesReport.pdf.

58 “CalAIM,” Ca.gov, 2019, https://www.dhcs.ca.gov/calaim.
59 Medi-Cal Managed Care Plan 2024 Reprocurement Contract
Attachment A Exhibit III.
60 Ibid, subsections 2.2.3 (pg44) and 2.2.7 (pgs 46-47)
61 “Health Equity Accreditation— NCQA,” NCQA, June 21,
2022, https://www.ncqa.org/programs/health-equityaccreditation/.
62 Department of Health Care Services, “Medi-Cal’s Strategy to
Support Health and Opportunity for Children and Families,” 2022,
https://www.dhcs.ca.gov/Documents/DHCS-Medi-Cal%27sStrategy-to-Support-Health-and-Opportunity-for-Children-andFamilies.pdf.
63 This slogan is often used by marginalized groups seeking to
raise their voice and be included in decision making on issues
directly affecting their community. The slogan originated from
the work of disability rights activists. https://www.nytimes.
com/2020/07/22/us/ada-disabilities-act-history.html
64 Clarissa Hoover et al., “A Framework for Assessing Family
Engagement in Systems Change Issue Brief: A Framework
for Assessing Family Engagement in Systems Change,” 2018,
https://familyvoices.org/wp-content/uploads/2018/10/
FamilyVoices_LPFCH_assessing_family_engagement_
April2018.pdf.

53 California Department of Public Health, “Healthy Communities
Data and Indicators Project,” Ca.gov, 2019, https://www.cdph.
ca.gov/Programs/OHE/Pages/HCI-Search.aspx.

65 PlanH— an organization that facilitates local government
learning, partnership development and planning for
communities—adapted the IAP2 spectrum of public participation

54 Department of Health Care Services, “Comprehensive Quality
Strategy Executive Summary 2022,” 2022, https://www.dhcs.
ca.gov/services/Documents/Formatted-Combined-CQSexec-2022.pdf.

“Healthy Community Engagement Local Government Action
Guides for Healthy Communities,” accessed June 28, 2022,
https://planh.ca/sites/default/files/tools-resources/
communityengagement_guide_web_v1.0.pdf..

55 Department of Health Care Services, “Medi-Cal’s Strategy to
Support Health and Opportunity for Children and Families,” 2022,
https://www.dhcs.ca.gov/Documents/DHCS-Medi-Cal%27sStrategy-to-Support-Health-and-Opportunity-for-Children-andFamilies.pdf.

66 “Definition—Family Engagement Inventory,” Childwelfare.
gov, 2022, https://www.childwelfare.gov/fei/
definition/#:~:text=Family%20engagement%20refers%20
to%20the,planning%2C%20development%2C%20and%20
evaluation.

EQUITY THROUGH ENGAGEMENT • 61

67 Dora Hughes and Laurie Zephyrin, “Promoting Health
Equity Through Accountable Communities for Health,”
Commonwealthfund.org, July 20, 2020, https://doi.org/https://
doi.org/10.26099/4t1f-n209.

76 “SDOH Integration and Innovation: A Manatt Health Report
Analyzing Effective Strategies from Medicaid,” Manatt, 2020,
https://www.manatt.com/insights/press-releases/2020/sdohintegration-and-innovation-a-manatt-health-re.

Milken Institute of Public Health George Washington University,
“The Power of Multisector Partnerships to Improve Population
Health: What We Are Learning about Accountable Communities
for Health,” March 2021, https://accountablehealth.
gwu.edu/sites/accountablehealth.gwu.edu/files/
WhatWeAreLearningAboutACHs.pdf.

77 Jacey Cooper, ENHANCED CARE MANAGEMENT
REQUIREMENTS, September 15, 2021, https://
www.dhcs.ca.gov/formsandpubs/Documents/
MMCDAPLsandPolicyLetters/APL2021/APL21-012.pdf.

68 “Definition: Community-Based Organization from 20
USC § 7801(5) | LII/Legal Information Institute,” Cornell.edu,
2022, https://www.law.cornell.edu/definitions/uscode.
php?width=840&height=800&iframe=true&def_id=20-USC1991540508-1493090985&term_occur=2&term_src=title:20:chapter:70:subchapter:I:section:6303b#:~:text=(5)%20
Community%2Dbased%20organization,to%20individuals%20
in%20the%20community.
69 “Community Health Workers Advancing Child Health Equity—
The Children’s Partnership,” The Children’s Partnership, July 30,
2021, https://childrenspartnership.org/research/communityhealth-workers-advancing-child-health-equity/.
70 “Population Health Management (PHM) Services Invitation
for Proposal (IFP) 21-10375 Voluntary Pre-Proposal Conference,”
2022, https://www.dhcs.ca.gov/provgovpart/rfa_rfp/
Documents/IFP-21-10375-Proposer-Conference.pdf.
71 “Community Health Workers Advancing Child Health Equity—
The Children’s Partnership,” The Children’s Partnership, July 30,
2021, https://childrenspartnership.org/research/communityhealth-workers-advancing-child-health-equity/.
72 Department of Health Care Services, “Health Education
and Cultural and Linguistic Population Needs Assessment,”
September 30, 2019, https://www.dhcs.ca.gov/formsandpubs/
Documents/MMCDAPLsandPolicyLetters/APL2019/APL19011.pdf.
73 Department of Health Care Services, “Ca.gov. ‘Report 2018111,’ 2018. Https://Www.bsa.ca.gov/Reports/2018-111/
Chapters.html. ,” Ca.gov, 2018, https://www.bsa.ca.gov/
reports/2018-111/chapters.html.
74 Sophia Kostelanetz et al., “Health Care Professionals’
Perspectives on Universal Screening of Social Determinants of
Health: A Mixed-Methods Study,” Population Health Management
25, no. 3 (June 1, 2022): 367–74, https://doi.org/10.1089/
pop.2021.0176.
75 “PRAPARE®: Protocol for Responding to and Assessing Patient
Assets, Risks, and Experiences Paper Version of PRAPARE® for
Implementation as of September 2, 2016,” n.d., https://www.
nachc.org/wp-content/uploads/2018/05/PRAPARE_One_
Pager_Sept_2016.pdf.

78 “Flipped Classroom and Digitization: An Inductive Study
on the Learning Framework for 21st Century Skill Acquisition,”
Journal for Educators, Teachers and Trainers 11, no. 01 (December
2, 2020), https://doi.org/10.47750/jett.2020.11.01.004.
79 “The Role of Medicaid in Addressing Social Drivers of Health:
MCO Community Investment Requirements,” Manatt, 2021,
https://www.manatt.com/insights/newsletters/healthhighlights/the-role-of-medicaid-in-addressing-social-drivers.
80 Los Angeles local health plan governance requires community participation on its board. “Welfare and Institutions
Code–WIC Division 9. Public Social Services [10000–18999.98]
( Division 9 Added by Stats. 1965, Ch. 1784. ) Part 3. Aid and
Medical Assistance [11000–15771] ( Part 3 Added by Stats. 1965,
Ch. 1784. ) Chapter 7. Basic Health Care [14000–14199.67] (
Chapter 7 Added by Stats. 1965, 2nd Ex. Sess., Ch. 4. ) Article
2.81. Managed Health Care System for Los Angeles County
[14087.96–14087.9730] ( Article 2.81 Added by Stats. 1994,
Ch. 632, Sec. 2.5. )” (n.d.), https://leginfo.legislature.ca.gov/
faces/codes_displayText.xhtml?lawCode=WIC&division=9.&title=&part=3.&chapter=7.&article=2.81.
81 Ibid
82 Primary Contract Exhibit B Budget Detail Payment Provisions.
Sections 1.17 and 1.28.
83 Primary contract Exhibit A Attachment III Scope of Work. Section 4.3.2 D and E.
84 As a commissioner on the Healthy California For All (HCFA)
Commission, Dr. Ross proposed a similar framework. https://
calmatters.org/commentary/2021/05/how-to-leverage-federal-dollars-to-advance-equity-through-community-councils/
85 Oregon’s 2017 statutory primary care spend requirement
targeted to health insurance carriers and Medicaid coordinated
care organizations requiring primary care spend to equal 12% of
their total health care spend by 2023. Michael Bailit blog “How
States Are Increasing Their Investment in Primary Care | Milbank
Memorial Fund,” Milbank Memorial Fund, November 19, 2020,
https://www.milbank.org/2020/11/how-states-are-increasing-their-investment-in-primary-care/.

EQUITY THROUGH ENGAGEMENT • 62

86 The Children’s Partnership, “Family Voices Matter: Listening to the Real Experts in Medi-Cal Children’s Health,” June
2022, https://childrenspartnership.org/wp-content/uploads/2022/06/TCP-CCT_Family-Engagement-Brief_Full-Brief.
pdf.
87 “NQF: Priority Setting for Healthcare Performance Measurement: Addressing Performance Measure Gaps in Care Coordination,” Qualityforum.org, 2014, https://www.qualityforum.org/
Publications/2014/08/Priority_Setting_for_Healthcare_Performance_Measurement__Addressing_Performance_Measure_
Gaps_in_Care_Coordination.aspx.
88 Carrie Hanlon, “Measuring and Improving Care Coordination:
Lessons from ABCD III,” 2013, https://www.nashp.org/wp-content/uploads/sites/default/files/measuring.improving.care_.
coordination.pdf.
89 “Health Equity Accreditation—NCQA,” NCQA, June 21, 2022,
https://www.ncqa.org/programs/health-equity-accreditation/.
90 “Health Equity Meeting Materials,” Ca.gov, 2022, https://
www.dmhc.ca.gov/AbouttheDMHC/DMHCPublicMeetings/
OtherMeetings/HealthEquityMaterials.aspx.

EQUITY THROUGH ENGAGEMENT • 63

The Children’s Partnership (TCP) is a California advocacy organization advancing child health equity through
research, policy and community engagement. We envision a California where all children—regardless of their
race, ethnicity or place of birth—have the resources and opportunities they need to grow up healthy and thrive.
For more information, visit www.childrenspartnership.org.
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The California Children’s Trust (The Trust) is a statewide initiative to reimagine our state’s approach to children’s
social, emotional, and developmental health. We work to transform the administration, delivery, and financing
of child-serving systems to ensure that they are equity driven and accountable for improved outcomes. The Trust
regularly presents its Framework for Solutions and policy recommendations in statewide and national forums. For
more information, visit www.cachildrenstrust.org.

The Georgetown Center on Poverty and Inequality (GCPI) works with policymakers, researchers, practitioners,
advocates, and people with lived experience to develop effective policies and practices that alleviate poverty
and inequality in the United States. The mission of GCPI’s Economic Security and Opportunity Initiative (ESOI)
is to expand economic inclusion in the United States through rigorous research, analysis, and ambitious ideas to
improve programs and policies. Further information about GCPI ESOI is available at www.georgetownpoverty.org.
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